Agenda

Staff Governance Committee

28 June 2019, 10:00 to 12:00
Staff Club

CHAIRPERSON'S WELCOME AND OPENING REMARKS

DECLARATION OF MEMBERS' INTERESTS

APOLOGIES FOR ABSENCE

MINUTES AND ACTION LIST OF PREVIOUS MEETING
HELD ON 3RD MAY 2019

Item 4 Staff Governance Minutes 03 05 19 final.pdf (9 pages)

Item 4 Table of Actions from mtg on 03.05.19.pdf (1 pages)

MATTERS ARISING

DIGITAL READINESS

BOARD ASSURANCE FRAMEWORK (BAF) - STAFF
GOVERNANCE RISKS

Iltem 7 SBAR Board Assurance Framework - 28 6 19

(2).pdf (3 pages)
Item 7 BAF - Workforce Sustainability Linked
. . (1 pages)
Operational Risks as at 280519.pdf
Item 7 BAF V14 0 280519 - Workforce
(2 pages)

Sustainability.pdf

STAFF HEALTH & WELL BEING

Attendance Management update

Margaret Wells

Margaret Wells

Margaret Wells

Margaret Wells

Margaret Wells

Presentation

Lesly Donovan

Barbara Anne Nelson

Rhona Waugh



8.1.1.

8.2.

8.2.1.

9.1.

9.2.

10.

11.

12.

13.

14.

Item 8a Attendance Management - 28 6 19 (2).pdf (8 pages)

Well at Work
Rhona Waugh

item 8b Well at Work - 28 6 19.pdf (2 pages)

Add a subitem

FOCUS ON APPROPRIATELY TRAINED AND DEVELOPED
STAFF GOVERNANCE STRAND

KSF/Turas update

Bruce Anderson

Item 9a Turas recovery Plan update May 19.pdf (3 pages)

Core Training update

Bruce Anderson

Item 9b SBAR Core Training Update at 1st June 2018 -

31 May 2019.pdf (3 pages)
WORKFORCE STRATEGY
Barbara Anne Nelson
Item 10 SBAR Workforce Strategy.pdf (2 pages)
Workforce Strategy 2019-22 - 24 June 2019.pdf (38 pages)
eESS UPDATE
Barbara Anne Nelson
Item 12 eESS Update - 28 6 19 (2).pdf (3 pages)
BREXIT UPDATE
Verbal
Barbara Anne Nelson
NURSE RECRUITMENT
Helen Buchanan
Item 14 Nursing and Midwifery Recruitment.pdf (4 pages)

WHISTLEBLOWING - STURROCK REPORT

Barbara Anne Nelson



15.

16.

17.

18.

18.1.

18.2.

19.

19.1.

19.2.

I[tem 15 Sturrock Review - Staff Governance - 28 6 19

2
(2).pdf (2 pages)
ltem 15
scottish-government-response-sturrock-review-cultural-i
(19 pages)

ssues-related-allegations-bullying-harassment-nhs-highl
and.pdf

ltem 15
report-cabinet-secretary-health-sport-cultural-issues-rel (176 pages)
ated-allegations-bullying-harassment-nhs-highland.pdf

iMATTER UPDATE

Item 16 - SBAR iMatter Update.pdf (4 pages)

STAFF GOVERNANCE ANNUAL WORK PLAN 2019/20 -
UPDATED

Item 17 Draft Annual Workplan 2019 - 20.pdf (2 pages)

INTERGRATED PERFORMANCE REPORT

item 18 IPR June v0 2.pdf (50 pages)

ISSUES TO BE HIGHLIGHTED TO THE BOARD

From the Integrated Performance Report

In addition to the Integrated Performance Report

ITEMS FOR INFORMATION/NOTING

Minutes & Action List of the Area Partnership Forum
(22.05.19)

Item 20a Minutes220519 unconfirmed.pdf (8 pages)

Item 20a APF Action List 220519.pdf (7 pages)

Minutes of the Acute Services Division and Corporate
Directorates LPF (25.04.19)

Item 20b ASD Corporate Directorates LPF Minute

250419.pdf (9 pages)

Item 20b ASD CD LPF Action List April 2019.pdf (1 pages)

Bruce Anderson

Barbara Anne Nelson

Barbara Anne Nelson

Margaret Wells

Margaret Wells



19.3.

19.4.

20.
21.

Remuneration Sub-Committee minutes

Minutes & Action List of H&SC LPF (01.05.19)

ltem 20d HSC LPF Minute 01 05 19 unconfirmed 29

05.pdf (8 pages)

ANY OTHER BUSINESS

DATE OF NEXT MEETING - FRIDAY 30TH AUGUST 2019
AT 10:00 HRS IN THE STAFF CLUB, VHK

No meeting since last minutes
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Fife NHS Board
NeON s NHS

MINUTES OF THE STAFF GOVERNANCE COMMITTEE HELD ON FRIDAY 3RP MAY
2019 AT 10:00 HOURS IN THE STAFF CLUB, VICTORIA HOSPITAL, KIRKCALDY

Present:

Mrs Margaret Wells, Non Executive Director (Chairperson)
Mrs Wilma Brown, Employee Director

Mr Eugene Clarke, Non Executive Director

Mr Andrew Verrecchia, Co-Chair, Acute Services Division LPF
Mr Simon Fevre, Co-Chair, H&SCP LPF

Mrs Helen Buchanan, Director of Nursing

Mrs Christina Cooper, Non Executive Director

In Attendance:

Ms Barbara Anne Nelson, Director of Workforce

Mr Bruce Anderson, Head of Staff Governance

Mr Andy Mackay, Deputy Chief Operating Officer (for Acute Services)
Mr Michael Kellet, Director of Health & Social Care

Dr Gillian Maclintosh, Board Secretary

Mrs Pauline Cummings, Risk Manager

Mrs Helen Bailey (minute taker)

NO. HEADING ACTION
38/19 CHAIRPERSON'S WELCOME AND OPENING REMARKS

The Chair welcomed everyone and welcomed Andy Mackay
attending for Ellen Ryabov.

The Chair reminded Members that the notes are being recorded
with the Echo Pen to aid production of the minutes. These
recordings are also kept on file for any possible reference.

39/19 DECLARATION OF MEMBERS’ INTERESTS
None.

40/19 APOLOGIES FOR ABSENCE

Apologies were received from P Hawkins, W Brown, E Ryabov

41/19 MINUTES AND ACTION LIST OF PREVIOUS MEETING HELD
ON 1st MARCH 2019

The minutes of the previous meeting were approved.

Action List
File Name: Staff Gov mins 03.05.19 Issue 1 Date: 20.05.19
Originator: H Bailey Page 1 of 9
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42/19

43/19

File Name:

Originator:

Ms Nelson stated that items are identified as ongoing, completed,
item on agenda or verbal update.

59/17 — Ms Nelson gave a verbal update on the National HR
Shared Services Agenda with regard to the East Region
Recruitment Transformation programme.

60/18 — on agenda.

63/18 & 13/19 — Ms Nelson and Mrs Marwick recently attended a
national workshop. There will be a proposal to the Board to move
this sub-committee to report directly to the Board.

05/19 — exit interview process being taken forward as part of the
multi generational sub group. Members discussed the most
appropriate group to progress this, Ms Nelson will clarify with Mrs
Waugh. The suggestion was made that the HR Policy Group
may be appropriate to progress this work.

07/19 — C Cooper shared informed on Single Gateway, C Cooper
and Ms Nelson to discuss further.

15/19 — completed.

25/19 — on agenda.

29/19 — completed.

32/19 — completed, on agenda for reporting.
MATTERS ARISING

None.

BOARD ASSURANCE FRAMEWORK (BAF) - STAFF
GOVERNANCE RISKS

Mrs Buchanan and Mrs Cummings gave a presentation on risk
appetite and risk tolerance regarding the Board Assurance
Framework (BAF) and strategic framework. All  scrutiny
committee’s are being asked to score the risks relevant to the
areas considered within each Committee. Once collated the
overarching risk appetite arrived at will be taken to the Board for
consideration.

The members discussed the slides and gave feedback on scoring
and the classification for each category.

Mrs Wells thanked Mrs Buchanan and Mrs Cummings for the
presentation and clarification.

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 2 of 9
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44/19

File Name:

Originator:

Ms Nelson referred to the workforce sustainability risks submitted
to every meeting and confirmed that risks were reviewed
regularly.

Risk 1415 is the overarching risk to which, as previously advised,
Brexit and Mental Health have been added.

Ms Nelson gave an update on the workforce challenges, work
continues to ensure that internal workforce planning
arrangements are robust and driven by the needs of the service.
Ms Nelson also reported that eEES has gone live in terms of
linking to e-payroll.

Risk 90, National Shortage of Radiologists — the risk owner has
been updated by J Burdock. Actions continue as per the
reviewed risk.

Risk 1420, Loss of Consultants — regarding the loss of
rheumatology consultants, the BAF has been updated reflecting
the progress made by looking at alternative recruitment options
and service redesign to sustain services.

The Committee discussed the overall challenges of recruiting staff
and retaining staff.

The Committee approved the content of the risks outlined and
the current ratings.

WELL AT WORK

Attendance Management Update

Ms Nelson spoke to the update paper on the latest NHS Fife
sickness absence statistics.

The NHS Fife average sickness absence rate is slightly
decreased at 5.38% in February compared to 6.43% in January,
but this remains outwith the target of 4%. .

Pages 2 — 6 of the report provide the analysis behind the figure.

Ms Nelson updated the members on the Board’s recovery plans
as outlined in the paper.

Mr Clarke sought clarification on the NHS Scotland triggers and
Ms Nelson gave an updated on the model PIN policies and the
ongoing “Once for Scotland” work being done on HR policies
nationally in partnership. This policy will contain triggers which
will require to be adopted nationally. Mr Fevre stated that it is

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 3 of 9

SF

3/365



4/9

b)

File Name:

Originator:

important to discuss at APF any envisaged changes to the
management of absence within the Board and any potential
impact that this might have this includes any issues arising from
the review of the Review and Improvement Panels.

Mr Clarke referred to the Review and Improvement Panels and
stated it would be useful to see what they achieved in order to
bring about the reductions and what criteria would be used to
bring about change. Ms Nelson stated that the review of the
Review and Improvement Panels would be considering these
aspects. Mrs Cooper suggested utilising HR platforms online to
monitor this. Ms Nelson welcomed this information and
acknowledged the benefit of this type of system. The issue within
NHS Scotland is that the IT workforce system agreed nationally is
eESS which has just been implemented within the Board. This
system along with the additional introduction of Tableau in the
next few months will provide comprehensive information for
managers to be able to monitor absence more effectively.

Mr Fevre referred to the implementation of early referral to
Occupational Health for mental health related absence and asked
if there was capacity to cope with this. Ms Nelson stated that
activity within the existing Occupational Health Services is closely
monitored via the agreed KPI's and that if any issues arose with
capacity this would be addressed through these.

The Staff Governance Committee members noted the position for
the first eleven months of the 2018/19 financial year in relation to
sickness absence.

Well at Work

Ms Nelson informed the members that NHS Fife has achieved the
Gold Healthy Working Lives Award and is hoping to progress to
going Beyond Gold. Ms Nelson referred to the list documented
within the paper of the current activities.

Ms Nelson as previously stated that NHS Fife are more proactive
in progressing Well at Work within the Board than many other
Scottish Boards.

Members discussed the benefits of the Staff Wellbeing Handbook
and commended highly the work taken to prepare this document.
The Committee also recognised that this information could be
usefully used in other ways within the Board including patients.
Mrs Buchanan and Mr Mackay undertook to consider how this
booklet may be used more widely.

The Staff Governance Committee members noted the ongoing
activities in terms of Well at Work and highly commended the

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 4 of 9
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45/19

46/19

File Name:

Originator:

document produced.
HR METRICS

Members of Staff Governance Committee had previously
discussed the collation and presentation of workforce data to Staff
Governance. This had been based around discussion on
reducing the number of individual reports to Committee and the
development of workforce data dashboards. This would also
enable easier interpretation of the data itself in a more succinct
manner.

Ms Nelson talked the Committee through the data presented in
Appendix 1 which makes the workforce data more visual. Ms
Nelson stated there would also be an executive summary at the
front of any data to provide the necessary context and issues to
be highlighted.

Mr Fevre asked where it would be shared. Ms Nelson confirmed
that once in place this data would be considered at any forum
which required to consider workforce related data.

The Staff Governance Committee discussed the contents of the
paper and agreed the revised approach to reporting workforce
data and also noted the future arrangements to include both
quarterly and annual reporting of workforce data.

STAFF GOVERNANCE ACTION PLANS

SIGN OFF 2018/19 STAFF GOVERNANCE ACTION PLAN
YEAR END REVIEW AND SIGN OFF STAFF GOVERNANCE
ANNUAL MONITORING RETURN 2018/19

Mr Anderson referred to the 3 documents. Mr Fevre stated that
these documents are more robust than previous plans which had
been produced and thanks were given to Mr Anderson.

AGREE STAFF GOVERNANCE ACTION PLAN 2019/20

These documents will go to APF for approval. If there are any
significant changes they will be circulated to Staff Governance
electronically.

The Staff Governance Committee:

Considered the content of the Staff Governance Action Plan
2018-19 Year End Review.

Considered the content of the Staff Governance Annual
Monitoring Return 2018-19.

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 5 of 9
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47/19

48/19

49/19

File Name:

Originator:

Agreed the proposal to approve both the Staff Governance
National Annual Monitoring Return 2018-19 and the Staff
Governance Action Plan 2019/20 electronically following approval
by the Area Partnership Forum.

HEALTH & SOCIAL CARE STAFF EXPERIENCE REPORT
2018 - IMATTER

Mr Anderson referred to the report which provides highlighted
comparisons between Boards and the NHS Scotland average
performance with regard to employee engagement. Previously
NHS Fife have compared well with other Boards however within
this report it has to be noted that the response rates for NHS Fife
have reduced from previous reports. To support improvement in
the current cycle of iMatter a proactive strategy has been adopted
in conjunction with Communications colleagues. In addition, for
iMatter to succeed there has to be commitment from senior
managers to commit to the process and positively engage with
their staff..

There needs to be commitment to the whole cycle and one other
way to increase performance in this area is by promoting good
news stories from each Directorate within the Board.

The Staff Governance Committee noted the contents of the
report.

CONSULTANT RECRUITMENT

Ms Nelson referred to the paper detailing that NHS Fife has 31.55
wte consultant vacancies, as at 31t March 2019. Ms Nelson
updated the Committee on vacancies within the Consultant body.
Ms Nelson discussed the approaches to be taken with regard to
advertising vacancies, the service leads networking and the strive
to making Fife more attractive as a place to live and work.

The Staff Governance Committee noted the content of the report
and the improved position during 2018 and into 2019. A further
update on Consultant Recruitment will be provided in six months
time.

BREXIT UPDATE

Ms Nelson gave an update regarding workforce and confirmed
that NHS Fife continue to provide support and communication to
individuals affected who responded to our survey.

With regard to more general communication a Stay in Scotland
toolkit has been distributed by Scottish Government which the

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 6 of 9
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50/19

51/19

File Name:

Originator:

Board has utilised. Dialogue will continue and services will be
asked to highlight any staff or groups of staff in their areas where
they may feel that there are particular issues with regard to
Brexit.

Staff Governance Committee members noted the update.
PERFORMANCE AND ACCOUNTABILITY FRAMEWORK

Ms Nelson referred to the paper on behalf of Carol Potter which is
being presented to all scrutiny committees of the Board to make
them aware of the arrangements with regard to performance
accountability and the role of Staff Governance sits in relation to
this aspect. Ms Nelson referred to the performance metrics
around the four quadrants and the oversight model.

Members stated that they found this useful.

The Staff Governance Committee noted the Performance &
Accountability Framework to be implemented for 2019/20, in
support of enhanced assurance on all aspects of performance.

WELL INFORMED STAFF GOVERNANCE STANDARD -
COMMUNICATION AND FEEDBACK WITH STAFF

Mr Anderson stated this was one of the 5 Staff Governance
Standards and captures some of the communication issues
addressed during the year. It includes the responses to staff in
terms of iMatter, information on work promoting iMatter, current
briefing sessions and how these can be improved upon. Mr Kellet
gave an update on the H&SCP team visits which involves SLT
doing monthly visits. Mr Mackay stated Acute are doing similar
visits around the hospital with senior managers being visible and
embedding themselves with staff in their own areas of work.

Mr Anderson also referred to the Communications Strategy, in
terms of ensuring that staff know about any workforce initiatives
and Well at Work issues.

Mr Fevre requested that in future when discussing one of the Staff
Governance standards that these appear earlier in the agenda to
ensure that adequate time is allocated to them for discussion.

Members discussed the “taking an iMatter break” campaign. Mr
Fevre and Mr Kellet were keen to ensure that slots have also
been allocated for this initiative within the H&SCP.

The Staff Governance noted

e the current arrangements for communicating with staff,

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 7 of 9
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52/19

53/19

54/19

55/19

File Name:

Originator:

e the ongoing work to support improvement in how well informed
our staff are,

e the work being done to ensure that the opportunity for
feedback from staff is clear, concise, responded to and
enhances their being involved in the decisions that affect
them.

STAFF GOVERNANCE  ANNUAL STATEMENT OF
ASSURANCE 2018/19

The Staff Governance Annual Statement of Assurance 2018/19 is
presented as a requirement from the Board for approval.

Mrs Wells queried Item 1.3 regarding escalation of items ot the
Board if serious concerns were identified regarding staff
governance issues within the services devolved to the Integration
Joint Board and requested this be changed to “within all services
including those devolved to the Integration Joint Board”.

The Staff Governance Committee approved the Staff
Governance Annual Statement of Assurance 2018/19 with the
amendment above.

INTEGRATED PERFORMANCE REPORT

Members identified the areas already discussed which require
highlighting to the Board.

The Committee noted the Integrated Performance Report.
ISSUES TO BE HIGHTED TO THE BOARD

The following items would be highlighted to the Board:
Sickness Absence

iMatter

Statutory and Mandatory training

Brexit and Stay in Scotland

Recruitment

Well at Work Handbook

ITEMS FOR INFORMATION/NOTING

e Minutes & Action list of the APF (20.03.19)

e Minutes of Acute Services Division and Corporate Directorates
LPF (28.2.19)

e Remuneration Sub Committee minutes (19.03.19)

e Minutes & Action List of H&SC LPF (06.03.19)

All noted.

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 8 of 9
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56/19

57/19

File Name:

Originator:

ANY OTHER BUSINESS

Ms Nelson referred to the paper from Carol Potter on Strategic
Objectives 2019/20. The Strategic Objectives 2018/19 for NHS
Fife were agreed at the Board meeting in May 2018. This paper
provides the committee with a review of the Strategic Objectives
for 2018/19 and looks forward to 2019/20 with proposed
objectives to be approved by the Board. These are the strategic
objectives for all Directors which relate directly to the strategic
objectives of the Board.

The Staff Governance Committee noted the review of the
strategic objectives for 2018/19 and considered and_agreed the
proposed strategic objectives for 2019/20.

DATE OF NEXT MEETING

Friday 28" June 2019 at 10:00 hours in Staff Club, VHK.

Staff Gov Minutes  03.05.19 Issue 1
H Bailey Page 9 of 9
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Fife NHS Board

Fife
TABLE OF ACTIONS from
STAFF GOVERNANCE COMMITTEE MEETING
held on 34 May 2019
MINUTE REFERENCE ACTION LEAD TIMESCALE PROGRESS
59/17 National HR Shared Services — BAN to bring updates as BAN Ongoing Ongoing
appropriate
63/18 Remuneration Sub-Committee Terms of Reference — amended and BAN 30.08.19 On August agenda
13/19 being presented to next Remun Sub Cttee, then will come back to
Staff Governance
07/09 Christina Cooper, BA Nelson, Rhona Waugh to meet and discuss BAN Ongoing Ongoing
Single Gateway
15/19 Issues to be highlighted to Board BAN 29.05.19 Reported to Board
51/19 Staff Governance standards to appear higher on the agenda BAN 29.05.19 On agenda
51.09 iMatter Break Campaign to include H&SCP BA 29.05.19 Completed
File Name Staff Governance Action List Issue 1 Date: From meeting on 3 May 2019

Originator: H Bailey

Page 1 of 1
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Report to Staff Governance Committee Fife
DATE OF MEETING: Friday 28 June 2019 -
TITLE OF REPORT: NHS I_:lfe I_3_oard Assurance Framework (BAF) Workforce
Sustainability
EXECUTIVE LEAD: Barbara Anne Nelson, Director of Workforce
REPORTING OFFICER: Barbara Anne Nelson, Director of Workforce

Purpose of the Report

ForDecision ForDiscussion For Information
SBAR REPORT
Situation

The Board Assurance Framework (BAF) is intended to provide accurate and timely assurances to this
Committee and ultimately to the Board, that the organisation is delivering on its strategic objectives as
contained in the following:

¢ NHS Fife Strategic Framework
e NHS Fife Clinical Strategy
e Fife Health &Social Care Integration Strategic Plan

The Committee has a vital role in scrutinising the risk and where indicated, Committee chairs will seek
further information from risk owners.

This report provides the Committee with the latest version of the NHS Fife BAF, further to the
update provided at the last meeting on 3 May 2019.

Background

This BAF brings together pertinent information on the above risk, integrating objectives, risks, controls,
assurances and additional mitigating actions:

e |dentifies and describes the key controls and actions in place to reduce or manage the risk.

. Provides assurances based on relevant, reliable and sufficient evidence that controls are in place
and are having the desired effect.

e Links to performance reporting to the Board and associated risks, legislation & standing orders or
opportunities.

e Provides a brief assessment of current performance. In due course, the BAF will provide detail
on the progress of the risk over time — improving, moving towards its target or tram — lining.

The Committee is invited to consider the following:

Does the risk score feel right?

Do the current controls match the stated risk?

Will the mitigating actions bring the risk down to its target level?

If the mitigating actions are fully implemented would the outcome be achieved?

Does the assurance provided describe how the controls are performing?

Do the assurances come from more than one source including independent sources?

11/365
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e Are limited resources being allocated appropriately i.e. on uncontrolled high risks or in otherwise
well controlled areas of risk?
¢ Is there anything missing you would expect to see in the BAF?

Assessment

NHS Fife can be assured that systems and processes are in place to ensure the right composition of
the workforce, with the right skills and competencies deployed in the right place at the right time.
Failure to ensure this will adversely affect the provision of services and the quality of patient care
delivered. It will also impact upon the organisational capability to implement the new clinical and care
models and service delivery set out in the Clinical Strategy.

The high level organisational risks are set out in the BAF, together with the current risk assessment
given the mitigating actions already taken. These are detailed within the accompanying paper at
Appendix 1.

There is no change to the content of the Workforce Sustainability section of the BAF since the version
presented to the Committee in May 2019. The only remaining operational risk is:

| 90 | National shortage of Consultant Radiologists |

An update on this risk was also provided at the May 2019 Staff Governance Committee meeting and is
due to be reviewed again in October 2019.

Recommendation

The Committee is invited to note the content of this report and approve the current risk rating and the
workforce sustainability elements of the Board Assurance Framework.

Objectives: (must be completed)

Healthcare Standard(s): To aid service delivery

HB Strategic Objectives: Supports all of the Board'’s strategic objectives

Further Information:

Evidence Base: N/A

Glossary of Terms: N/A

Parties / Committees consulted prior | Executive Directors

to Health Board Meeting:

Financial / Value For Money Promotes proportionate management of risk and thus effective
and efficient use of scarce resources.

Risk / Legal: Inherent in process. Demonstrates due diligence. Provides
critical supporting evidence for the Annual Governance
Statement.

Quality / Patient Care: NHS Fife’s risk management system seeks to minimise risk
and so support the delivery of safe, effective, person centred
care.

Workforce: The system arrangements for risk management are contained
within current resource. e.g.

Equality: The arrangements for managing risk apply to all patients, staff
and others in contact with the Board's services.
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Strategic Framework Objective

Date last reviewed

Date of next review

Description of Risk

Initial Score

Likelihood (I

Consequence

Rating (Initial)

Workforce Sustainability

Current Score

Likelihood (Current)

Consequence (Current)

Rating (Current)

Level (Current)

Rationale for Current
Score

Owner (Executive Director)

Assurance Group
Standing Committee and

Chairperson

NHS Fife Board Assurance Framework (BAF)

Current Controls
(What are we currently doing about the risk?)

Gaps in Control

Mitigating actions - what more should we do?

Responsible Person

Assurances
(How do we

Sources of

Positive
know controls
’ Assurance on
are in place

the
and .
. Effectiveness
functioning as

f Control
expected?) of -ontrois

Timescale

Gaps in
Assurance
(What
additional
assurances
should we
seek?)

Current
Performance

Target Score

Rationale for
Target Score

Likelihood (Target)
Consequence (Target)
Rating (Target)
Level (Target)

1415
Exemplar Employer

01.04.19
30.06.19

There is a risk that
failure to ensure the
right composition of
workforce, with the
right skills and
competencies
deployed in the right
place at the right time
will adversely affect the
provision of services
and quality patient care
and impact on
organisational
capability to implement
the new clinical and
care models and
service delivery set out
in the Clinical Strategy

5 - Almost Certain - Expected to occur frequently - more likely than not

4 - Major

20

4 - Likely - Strong possibility this could occur

4 - Major

16

Failure in this area has
a direct impact on
patients’ health. NHS
Fife has an ageing
workforce with
recruitment challenges
in key specialities.
Failure to ensure the
right composition of
workforce with the right
skills and
competencies gives
rise to a number of
organisational risks
including: reputational
and financial risk; a
potential adverse
impact on the safety
and quality of care
provision; and staff
engagement and
morale. Failure would
also adversely impact
on the implementation
of the Clinical strategy.

The current score
reflects the existing
controls and mitigating
actions in place.

Director of Workforce/ Partnership

Staff Governance

Chair: Margaret Wells

neighbouring Boards, with NES and Fife Council to optimise synergistic benefits
from collaborative working

Director of

Workforce

Ongoing actions designed to mitigate the risk including: Nil Implementation of the Workforce Strategy to support 1. Regular 1. Use of
the Clinical Strategy and Strategic Framework performance |national data
1. + Development of the Workforce Strategy to support the Clinical Strategy and monitoring 2. Internal
Strategic Framework. and reports to | Audit reports
2. « Implementation of the Health & Social Care Workforce and Organisational EDG, APF, 3. Audit
Development Strategy to support the Health & Social Care Strategic Plan for Staff Scotland
2016/19. Governance |reports
|3« Imnlementation of the NHS Fife Strateaic Framewark narticularly the L Committee
4. « A Brexit Steering Group has been established to consider the impact on the Nil Implementation of proactive support for the workforce
workforce with regard to these arrangements once they are known. affected by Brexit. 2. Delivery of
5. An Assurance Group has also been established which will link to existing Staff
resilience planning arrangements Governance
6. « Implementation of eESS as a workforce management system within NHS Fife Full implementation of eESS manager and staff self Action Plan is
service across the organisation to ensure enhanced reported to
real time data intelligence for workforce planning and EDG, APF
maximise benefit realisation from a fully integrated o and Staff
information system. g | |Governance
7. « A stepped approach to nurse recruitment is in place which enables student Nil Strengthen workforce planning infrastructure g Committee
nurses about to qualify to apply for certain posts at point of registration. This ensuring co-ordinated and cohesive approach taken g
model could also be applied to AHP, eHealth, Pharmacist, Scientific and Trades to advance key workforce strategies g
recruitment and other disciplines considered. g
8 « Strengthening of the control and monitoring associated with supplementary 5
staffing with identification and implementation of solutions to reduce the ?_
requirement and/or costs associated with supplemental staffing. °
9. « NHS Fife participation in regional and national groups to address national and ‘8
local recruitment challenges and specific key group shortage areas, applying %
agreed solutions e.g. SERRIS
10. Review of risks related to Mental Health recruitment with Risk owners
11. » Absence Management Steering Group and local divisional groups Nil Continue to support the implementation of the Health
established to drive a range of initiatives and improvements aligned to staff health & Wellbeing Strategy and Action Plan, aimed at
and wellbeing activity, reducing sickness absence, promoting attendance
12. » Well@Work initiatives continue to support the health and wellbeing of the and staff health and wellbeing.
workforce, facilitate earlier interventions to assist staff experience and retain staff
in the workplace, along with Health Promotion and the Staff Wellbeing & Safety
13. « The roll out and implementation of iMatter across the organisation, to support | Nil Optimise use of iMatter process and data to improve
staff engagement and organisational values. staff engagement and retention
14. « Staff Governance and Partnership working underpins all aspects of Nil Continue to implement and promote Staff
workforce activity within NHS Fife and is key to development of the workforce. Governance Action plans and staff engagement
15. « Training and Development
16. « Development of the Learning and Development Framework strand of the Nil Implementation of the Learning and Development
Workforce Strategy Framework strand of the Workforce Strategy. o
17. « Leadership and management development provision is constantly under ﬁ
review and updated as appropriate to ensure continuing relevance to support g
locd talll L R S—
18. » The improvement made in Core Skills compliance to ensure NHS Fife meets | Nil Review of L&D processes , planning and resources %
. - ia ) I, s [
19. « The implementation of the Learning management System module of eESS | Nil Full roll out of learning management self service g
to ensure all training and development data is held and to facilitate reporting and ‘;’
analysis u— ||
20. * Continue to address the risk of non compliance with Staff Governance Nil Continuing implementation of the KSF Improvement g
i ina to KSF. and Recoverv Plan o |
21. « Utilisation of the Staff Governance Standard and Staff Governance Action Nil %
Plans (the “Appropriately trained” strand) is utilised to identify local priorities and
drive lacal actiong
22. » The development of close working relationships with L&D colleagues in Nil

Full
implementatio
n of eESS will
provide an
integrated
workforce
system which
will capture
and facilitate
reporting
including all
learning and
development
activity

Overall NHS
Fife Board
has robust
workforce
planning and
learning and
development
governance
and risk
systems and
processes in
place.
Continuation
of the current
controls and
full
implementatio
n of mitigating
actions,
especially the
Workforce
strategy
supporting
the Clinical
Strategy and
the
implementatio
n of eESS
should
provide an
appropriate
level of
control.

Continuing
improvement
in current
controls and
full
implementatio
n of mitigating
actions will
reduce both
the likelihood
and
consequence
of the risk
from
moderate to
low.

2 - Unlikely - Not expected to happen - potential exists
2 - Minor
4
Low
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Risk ID Risk Title Current Risk Rating Risk Owner

90 National shortage of radiologists High 16 J Burdock
Previously Linked Operational Risk(s)
Risk ID Risk Title Reason for unlinking from BAF Current Risk Rating Risk Owner
503 Lack of capacity in Podiatry Service unable to meet SIGN/ NICE Guidelines Risk Closed
1042 Staffing levels Community Services East unable to meet staffing establishment No longer high risk Moderate 12 K Nolan
1324 Medical Staff Recruitment No longer high risk Moderate 9 J Kennedy
1349 Service provision- GP locums may no longer wish to work for NHS Fife salaried practices Risk Closed
1353 Medical Cover- Community Services West- expected shortfalls on nurse staffing and GP cover No longer high risk Moderate 9 C Dobson
1375 Breast Radiology Service No longer high risk Moderate 12 M Cross
1420 Loss of consultants No longer high risk Moderate 12 H Bett
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REPORT TO STAFF GOVERNANCE COMMITTEE

DATE OF MEETING: Friday 28 June 2019
TITLE OF REPORT: Attendance Management Update
EXECUTIVE LEAD: Barbara Anne Nelson, Director of Workforce
REPORTING OFFICER: Rhona Waugh, Head of Human Resources
Purpose of the Report (delete as appropriate)
ForDecision For Discussion EFornformation
SBAR REPORT
Situation

The purpose of this report is to update the Staff Governance Committee on the latest NHS Fife Sickness
Absence statistics.

Background
1. CURRENT NHS FIFE SICKNESS ABSENCE DATA

1.1 The average sickness absence rate for NHS Fife for the 2018/19 financial year was 5.38%, a
decrease of 0.26% when compared with the 2017/18 financial year.

1.2 The NHS Fife sickness absence rate for April 2019 was 5.42%, an increase of 0.08% from the
March 2019 absence rate of 5.34%. This was as a result of increases in the absence rates within
the Health and Social Care Partnership and Corporate Services Directorate, whilst the Acute
Services Division absence rate remained the same.

1.3 As detailed in Graphl below, the trajectory for sickness absence is to achieve a rate of 5.00% by

the end of March 2019. The year end performance was outwith the trajectory set, being 5.38% as
at 31 March 2019.

Graph 1
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Graph 2

1.4 NHS Fife’s average sickness absence rates by Operational Unit are detailed in Graph 2 below.

1.5 NHS Fife's Sickness Absence Rates for the rolling 12 month period to April 2019 are detailed in the
table below. This highlights that the sickness absence rates were at their highest within all
operational units for the month of January 2019.

Area May | June | July | Aug | Sept | Oct | Nov | Dec Feb | Mar | April
2018 | 2018 | 2018 | 2018 | 2018 | 2018 | 2018 | 2018 | 2019 | 2019 | 2019 | 2019
% | % [ % | % | % | % | % | % % | % | w
Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate

Acute Services 4.43| 428 |467|524|487|583|551 527|597 ]| 5.97

Division

Health & Social Care | 5 49 | 507 | 529564499 566|579 512 4.91| 4.97

Corporate Services | 537 478 [4.97|552|5.29 (549|580 579 |5.10| 5.37

Ak His 500| 469 | 498546500569 568 538|534 542

Page 2 of 8
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16

1.7

NHS Fife’s sickness absence rates for the rolling years from 2015/16 to 2019/20 are detailed in
Graph 3 below. This shows that performance in the 2018/19 financial year has slightly improved on
last year.

Graph 3

Locally produced comparative sickness absence information for the rolling financial year for each
area of NHS Fife is summarised in Graph 4 below, for ease of reference. The seasonal peak each
winter is demonstrated within the graph.

Graptndt NHS Fife Sickness Absence Data
by Operational Unit
May 2018 to April 2019
B.00%
7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%
May-18|Jun-18 | Jul-18 |Aug-18|Sep-18|0ct-18 |Nov-18 |Dec-18|Jan-19 [Feb-19 |Mar-19|Apr-19
B MHS Fife 5.00% | 4.69% | 4.98% | 5.46% | 5.00% | 5.69% | 5.68% |5.89% | 6.43% | 5.38% [ 5.34% | 5.42%
B Acute Services 443%|4.28%|467%|5.24% | 4.87% |5.83%|551% |5.90% | 6.86% | 5.27% | 5.97%|5.97%
I Corporate Directorates 5.37% | 4.78%|4.97%|5.52% | 5.29% | 5.49% | 5.80% |6.17% | 6.09% | 5.79%|5.10% | 5.37%
[ Health & Social Care Partnership | 5.41% | 5.07% | 5.29% | 5.64% | 4.99% | 5.66% | 5.79% |5.77% [ 6.01% | 5.12% | 4.91% | 497%
st HEAT Standard 4.00% | 4.00% [ 4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00%
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2.1

2.2

ANALYSIS OF STATISTICS

Further analysis shows that the 63,282.49 contracted hours lost for the month of April 2019 would
equate to an additional 393.76 whole time equivalent staff, as detailed below.

April 201 April 2019

Staff Group CO:ESS;“ “Y—EO:[ZI%Q Sic::ess isesr:g‘f: WTE Last Staff Group CO:ESS;“ “.TJ'J'QQ Sicl?:ess SJ:'E;Z WTE Lost
Administrative Services 18961544 1033557 5.45% 5.42% 64.31|Administrative Services 80103.37 324294 4.05% 5.37% 2018
Allied Health Professionals 103937.39 405833  3.90% 5.42% 25.25|Allied Health Professionals 797.90 0.00 5.37% 0.00
Dental Support 10705.00 26990  2.52% 5.42% 1.68|Dental Support 0.00 0.00 5.37% 0.00
Healthcare Sciences 26961.45 T40.69 2.75% 5.42% 4.61|Healthcare Sciences 1337.09 0.00 5.37% 0.00
Medical & Dental 6687556  1309.50 1.96% 5.42% 8.15|Medical & Dental 348521 11200 3.21% 5.37% 0.70
Medical Support 4917.87 191.50 3.89% 5.42% 1.19|Medical Support 0.00 0.00 5.37% 0.00
Nursing and Midwifery 584790.32 3573432 6.11% 5.42% 222.35|Nursing and Midwifery 8946.52 60.50 0.68% 5.37% 0.38
‘Other Therapeutic 4671542  1696.35 3.63% 5.42% 10.56|Other Therapeutic 163.06 0.00 5.37% 0.00
Personal And Social Care T613.79 57200 7.51% 5.42% 3.56|Personal And Social Care 789.21 0.00 5.37% 0.00
Senior Managers 4406.95 146.00 3.31% 542% 0.91| Senior Managers 37541 101.00  2.6%% 5.3T% 0.63
Support Services 120511.01  B228.33 6.83% 542% 51.20(Support Services 11936525 8228.33 6.80% 5.3T% 51.20
NHS Fife Average 1167050.21 6328249 542% 5.42% 393.76|Corporate Services Division Average 21874233 174477  5.37% 5.37% 73.08
Clinical 852516.81 4457250 5.23% 277.34|Clinical 15518.99 17250 1.11% 1.07
Non-clinical 31453340 18709.90 5.95% 116.42|Non-clinical 203223.33 1157227 5.69% T2.01

April 2019

sancon (e S’ 5 M Wi sancon | N 8, e Wi
Administrative Services 50036.36 412491 8.24% 5.97% 25.67|Administrative Services 5001915  2067.72 5.03% 4.97% 18.47
Allied Health Professionals 29833.34 152835 5.12% 5.97% 9.51|Allied Health Professionals 7330615 2529.98 3.45% 4.97% 15.74
Dental Support 1576.37 29.90  1.90% 5.97% 0.19|Dental Support 9128.63 240,00 2.63% 4.97% 1.49
Healthcare Sciences 24763.41 560.69 2.26% 5.97% 3.49|Healthcare Sciences 860.95 180.00 20.91% 4.97% 1.12
Medical & Dental 48306.27 84350 1.75% 5.97% 5.25|Medical & Dental 15084.08 354,00 2.35% 4.97% 2.20
Medical Support 4754.81 191.50  4.03% 5.97% 1.19|Medical Support 163.06 0.00 4.97% 0.00
Nursing and Midwifery 28132221 1914966 6.81% 5.97% 119.15|Nursing and Midwifery 204521.58 1652416 5.61% 4.97% 102.82
‘Other Therapeutic 935.96 0.00 5.97% 0.00|Other Therapeutic 4548596 1696.35 3.73% 4.97% 10.56
Personal And Social Care 163.06 0.00 5.97% 0.00(Personal And Social Care 6661.52 572.00 8.59% 4.97% 3.56
Senior Managers 652.24 4500 6.90% 5.97% 0.28| Senior Managers 0.00 0.00 4.97% 0.00
Support Services 1145.76 0.00 5.97% 0.00| Support Services 0.00 0.00 4.97% 0.00
Acute Services Division Average 443489.80 2647351 5.97% 5.97% 164.72|Health & Social Care Average 504231.07 25064.21 4.9T% 4.97% 155.96
Clinical 30165544 22303.60 5.69% 138.78|Clinical 445211.93 2209649  4.96% 137.49
Non-clinical 5183436  4169.91  8.04% 25.95|Non-clinical 5901915 2967.72 5.03% 1847

Graph 5 below details the Total WTE Hours available within NHS Fife and the Total Absence Hours
lost. This confirms that the WTE Hours available has been very much consistent over the last year.

Graph 5 NHS Fife WTE Hours Available / Total Hours Lost
Graph 5 May 2018 to April 2019
1,400,000.00
1,200,000.00
_--‘-.-__
1,000,000.00
800,000.00
600,000.00
400,000.00
200,000.00
o P o & & g > o & & » »
N ¥ ¥ ¥ o o ® & i <& +F W
May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-12
e WTE Hours Available |1,187,820. 1,183,491, 1,182,625.|1,137,713.|1,140,395. 1,161,009 | 1,164,000.| 1,162,972.|1,165,904. [1,170,214. | 1,170,669. | 1,167 050.
e Total Hours Lost 589,332.24 |55,537.26 | 59,00547 | 62,140.13 | 56,994.37 | 65,413 63 | 66,148.27 | 68,548.05 |75,005.58 |62,991.44 6256477 63,282.40
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2.3

24

The highest proportion of hours lost is due to Anxiety / Stress / Depression, as detailed in Graph 6
below, within the Top 5 Reasons for sickness absence within NHS Fife for the rolling 12 month

period from May 2018 to April 2019.

35.00%

May 2018 to April 2019

Graphed NHS Fife Sickness Absence

Top 5 Sickness Absence Reasons

30.00%

. \A

20.00%

~_"

Percentage

15.00%

5.00%

0.00%

May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 MNov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19

— Ariety/stress/depression/other psychiatric
illnesses

= Other musculoskeletal problems

=== |Inknown causes/not specified

s |jury, fracture

s GEstro-intestinal problems

The sickness absence rates for the Acute Services Division for the 2016/17, 2017/18, 2018/19 and

2019/20 financial years are detailed in
Graph 7

Graph 7 below.

Graph 7 Acute Services Division Sickness Absence
2016/17, 2017/18, 2018/19 and 2019/20
9 00%
8.00% A
7.00% 2
. /A //\4
5.00% %_4—2;&%%—\?
4.00% — 201617
3.00% —2017/18
2.00% ——2018/19
1.00% —2019/20
0.00%
April | May | June | July | Aug | Sept | Oct | Nov | Dec | lan | Feb | Mar = HEAT 3tandard
——2016/17 469% |4.63% |4.85% |4.75% |7.71% |4.50% | 4.48% |5.23% |5.55% |5.75% | 4.79% [5.31%
——2017/18 5.00% |5.51% |5.31% | 5.14% |4.98% |4.81% | 5.15% | 5.11% |6.11% |7.21% | 5.40% [5.32%
——2018/18 4.8B% |4.43% |4.28% |4.67% 5.24% |4.87% | 5.83% |5.51% |5.90% |6.86% | 5.27% |5.97%
——2019/20 5.97%
—— HEAT Standard| 4.00% |4.00% |4.00% | 4.00% |4.00% |4.00% | 4.00% | 4.00% [4.00% |4.00% [ 4.00% [4.00%
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2.5 The sickness absence rates for the Health and Social Care Partnership for the 2016/17, 2017/18,

2018/19 and 2019/20 financial years are detailed in Graph 8 below.

Graphts Health & Social Care Partnership Sickness Absence
2016/17, 2017/18, 2018/19 and 2015/20

9.00%

B.00%

7.00%

£.00% ==

5.00%

4.00%

3.00%

2.00%

1.00%

0.00% April | May | June | luly Aug | Sept Oct MNov Dec Jan Feb Mar
—_—2016/17 4.64% | 4.28% | 5.01% | 4.55% | 4.79% | 4.96% | 4.59% | 5.27% | 5.34% | 5.90% | 4.69% | 5.55%
—2017/15 D.04% | 6.09% | 5.44% |5.47% | 5.24% | 5.41% | 5.61% | 5.94% | 6.24% | 7.09% | 5.36% | 5.17%
—_—3018/19 £.13% | 5.41% | 5.07% | 5.29% | 5.64% |4.99% | 5.66% | 5.79% | 5.77% | 6.01% | 5.12% | 4.91%
—32015/20 4.97%
=——HEAT Standard | 4,00% | 4.00% | 4.00% | 4.00% | 4.00% |4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00% | 4.00%

— 201617
— 201718
— 201819
—2019/20
= HEAT 5tandard

2.6  The sickness absence rates for the Corporate Directorates for the 2016/17, 2017/18, 2018/19 and

2019/20 financial years are detailed in Graph 9 below.

graphh 99 Corporate Directorates Sickness Absence

ap 2016/17, 2017/18, 2018/19 and 2019/20

9.00%

»00% PN

6.00% .

5.00% M

4.00%

3.00%

2.00%

1.00%

0.00%

April | May | June | July | Aug | Sept | Oct | Mow | Dec | Jan | Feb | Mar

—2016/17 4.82% |4.17% [4.55% |5.20% |5.15% | 5.14% |5.29% |5.97% |6.23% |6.96% |5.12% | 5.78%
—2017/18 5.11% | 5.659% [4.54% (5.01% |5.68% |6.13% |6.4%9% |6.52% |7.11% |B.13% |6.26% | 6.08%
—2018/1% 5.37% | 5.37% [4.78% [4.97% | 5.52% | 5.25% | 5.49% |5.80% |6.17% |6.0%% |5.79% | 5.10%
—2015/20 5.37%
——HEAT Standard | 4.00% | 4.00% (4.00% |4.00% |4.00% |4.00% |4.00% |4.00% |4.00% |4.00% |4.00% |4.00%

—2016/17
——2017/18
——2018/19
——2019/20

e HEAT Standard

Assessment

The Board's recovery plans continue to build on the following points:

o In line with the recently issued NHS Circular PCS (AfC) 2019/2 — Promoting Attendance, the
following provisions are being implemented by NHS Fife in relation to attendance management,

with effect from 1 April 2019:

- NHS Scotland should work towards reducing sickness absence by 0.5% per annum over the

next three years.

Page 6 of 8
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- Common NHS Scotland triggers should be adopted to prompt and inform the first formal
discussion. The triggers will be either four separate episodes of absence, or short term
absences totalling eight or more working days within a rolling 12 month period.

- A new paper based appeal for the first formal stage.

Myth Busting sessions are planned to assist Managers with the implementation of the new circular,
in Partnership with Staff Side colleagues.

Trajectory setting from April 2019 has taken place for all operational units of the Board to work
towards achieving the reductions set out in the above circular. On-going monitoring of
performance versus trajectory for each area is currently being provided to General Mangers and
Executive Directors.

Implementation of early referrals to Occupational Health for staff absent due to Mental Health
related reasons for absence is continuing.

Review & Improvement Panels have recently taken place within H&SCP East Division, Planned
Care, Emergency Care, Women, Children and Clinical Services and Estates and Facilities.

The format of the existing Review & Improvement Panel has been revised within Women,
Children and Clinical Services. If this proves effective, arrangements will be made to implement
this within all operational units of the Board.

A Promoting Attendance event took place on Monday 29 April 2019, with over 70 managers
from all Divisions of the Board participating, alongside staff side colleagues. We heard from
Mr Mark Steven, a manager within the Fife Wide Division, about his success in supporting an
employee with significant health problems to resume and maintain working, Mrs Wilma Brown,
Employee Director, provided the staff side overview of supporting this case and Ms Alison
Linyard, Personal Outcomes (SHINE) Project Manager, then presented on "Good
Conversations" and how it could be used in the HR context, before group work on "Good
Conversations" and "How to Keep Absence Manageable". The event was oversubscribed,
therefore, two further events will be arranged in August and October, and the actions identified
at the session will be followed up to support an overall improvement in attendance levels and
staff wellbeing.

A series of Manager's Occupational Health Drop-In Sessions have been arranged in June to
October 2019, offering bespoke advice and support to managers on OH issues and to assist in
the interpretation of Occupational Health reports to help with Attendance Management.

The actions previously reported to the Committee continue to be implemented within the Board.

Recommendation

Staff Governance Committee members are asked to note the position for the 2018/19 financial year and
April 2019 in relation to sickness absence.

Objectives: (must be completed)

Healthcare Standard(s): Staff Governance

HB Strategic Objectives: Employer of Choice. Delivery of Patient Care

Further Information:

Evidence Base: SWISS Statistics, local NHS Fife stats

Glossary of Terms: N/A

Parties / Committees consulted prior | Management Teams, Attendance Management Groups, Area and

to Health Board Meeting: Local Partnership Forum, Acute Services Staff Governance Board.
Page 7 of 8
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Impact: (must be completed)

Financial / Value For Money

Costs of sickness absence and associated costs of cover.

Risk / Legal:

HEAT Standard and agreed Board trajectory not met.

Quality / Patient Care:

Impact on delivery of patient care.

Workforce:

Impact on existing staff and morale.

Equality:

N/A
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REPORT TO STAFF GOVERNANCE COMMITTEE

DATE OF MEETING: Friday 28 June 2019

TITLE OF REPORT: Well at Work Update

EXECUTIVE LEAD: Barbara Anne Nelson, Director of Workforce
REPORTING OFFICER: Rhona Waugh, Head of Human Resources

Purpose of the Report (delete as appropriate)

ForDecision For Discussion Forlnformation

SBAR REPORT

Situation

The purpose of this report is to update the Staff Governance Committee on the latest Well at Work
(Healthy Working Lives) activity.

Background

NHS Fife achieved the Gold Healthy Working Lives Award in May 2016. As part of the on-going
commitment to staff health and wellbeing and to retain the award, the following activities are currently in
place or being planned:

A further meeting of the Multi-Generational Issues / Working Longer Group is currently being
arranged to follow up actions on exit interviews, home working, and 12 hour shift work.

Work is on-going in relation to the Going Beyond Gold Year 2 plan and a further bid for funding
for Mindfulness and Good Conversations training has been successful. A Going Beyond Gold
Project Evaluation End of Year Report is almost finalised and will be circulated to Staff
Governance Committee members in due course.

A further meeting of the Personal Outcomes Leadership Group has taken place to discuss the
on-going commitment to explore and monitor the continuing impact of embedding a Personal
Outcomes Approach in Fife, building on the success of the work already taken place and
exploring new avenues for improvement going forward.

A Personal Outcomes / Good Conversations Newsletter is available via the Intranet to prompt /
encourage / inspire / assure staff to take a Personal Outcomes approach and have Good
Conversations.

The Gold Healthy Working Lives Award submission, capturing all of the work and plans for
2019/20 and demonstrating the Board’'s commitment to Well at Work has been submitted for
review and NHS Fife has successfully maintained the Gold Healthy Working Lives Award for a
further year.

A Promoting Attendance event took place on Monday 29 April 2019, with over 70 managers
from all Divisions of the Board participating, alongside staff side colleagues. We heard from
Mr Mark Steven, a manager within the Fife Wide Division, about his success in supporting an
employee with significant health problems to resume and maintain working, Mrs Wilma Brown,
Employee Director, provided the staff side overview of supporting this case and Ms Alison
Linyard, Personal Outcomes (SHINE) Project Manager, then presented on "Good
Conversations" and how it could be used in the HR context, before group work on "Good
Conversations" and "How to Keep Absence Manageable”. The event was oversubscribed,
therefore, two further events will be arranged in August and October, and the actions identified
at the session will be followed up to support an overall improvement in attendance levels and
staff wellbeing.
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25/365



2/2

The second “All About You” — Supporting Staff Health and Wellbeing newsletter is currently being
prepared and will be available via the Intranet, Notice Boards and Ward / Department Briefings.

A revised Well at Work Leaflet has been prepared and circulated to staff, for information.

A successful Hydration Event took place on Thursday 23 May 2019 at Victoria Hospital,
Kirkcaldy, with over 200 staff participating. Further events will be arranged later this year.

The NHS Fife Cycle to Work Scheme was launched for a further year on 22 May 2019 and has
proved to be extremely popular, with available funding being exhausted within 5 days of the
scheme being launched.

As part of Mental Health Awareness, a Walk a Mile event has been arranged to take place on
Tuesday 25 June 2019 at Silverburn Park, Largo Road, Leven or Playfield Institute, Stratheden
Hospital, Cupar, to encourage staff to talk about mental health issues. Further details are
available via the Intranet.

The Eden Project’s Big Lunch Event takes place during the month of June 2019, bringing people
together to support team building, relationships, motivation, engagement and productivity. For
more information and to register for an information pack, contact www.thebiglunch.com.

The local Well at Work Groups continue to support different workshops, themes and events
throughout the year to promote staff health and wellbeing.

Assessment

The NHS Fife Well@Work and local Well@Work Groups continue to promote how managers can support
the health and wellbeing of their staff, aligned to achieving a reduction in absence rates.

The Gold Healthy Working Lives Award review application will be submitted in June 2019 for renewal,
with supporting evidence to enable NHS Fife to secure the award for a further year. The activities listed
above are key evidence for retention of the Award.

Recommendation

Staff Governance Committee members are asked to note the on-going activities in terms of Well at Work.

Healthcare Standard(s):

Objectives: (must be completed)

Staff Governance

HB Strategic Objectives:

Employer of Choice. Delivery of Patient Care

Evidence Base:

Further Information:

Healthy Working Lives

Glossary of Terms:

Well at Work — NHS Fife branding of Healthy Working Lives

Parties / Committees consulted prior
to Health Board Meeting:

NHS Fife Well at Work Groups, Area and Local Partnership
Forum, Acute Services Staff Governance Board.

Financial / Value For Money

Impact: (must be completed)

Costs of sickness absence and associated costs of cover.

Risk / Legal: HEAT Standard and agreed Board trajectory not met.
Quality / Patient Care: Impact on delivery of patient care.

Workforce: Impact on existing staff and morale.

Equality: N/A
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Staff Governance Committee

DATE OF MEETING: 28t June 2019
TITLE OF REPORT:; TURAS PDP Completion
EXECUTIVE LEAD: Barbara Anne Nelson, Director of Workforce
REPORTING OFFICER: Bruce Anderson. Head of Staff Governance
Purpose of the Report (delete as appropriate)
ForDecision ForDiscussion For Information
SBAR REPORT
Situation

EDG have committed to improving performance with regard to TURAS PDP completion and agreed to set
a recovery plan target to restore compliance to above 80% by the end of October 2019. Staff Governance
Committee are provided with an update on this issue along with the position for each directorate to meet
the agreed recovery plan.

Background

Ensuring staff have an annual appraisal of performance is an integral strand of the Agenda for Change
national agreement and staff governance standard 2 “appropriately trained”. The core element is the
Personal Development Plan and Review (PDPR) process underpinned by an electronic recording and
monitoring system Turas. Although PDP is no longer a HEAT target the Scottish Government expectation
is that Boards continue to meet the 80% compliance target rate.

The importance of all staff having “..... a meaningful conversation about their performance, their
development and career aspirations” is a priority for action in the Everyone Matters 2020 Workforce Vision
Implementation Plan. The Turas development recognised the most important element of the PDP process
is the quality “face to face” discussion between reviewer and reviewee, and provides a simpler process to
enable this interaction than the previous eKSF system.

PDP performance is routinely monitored through the IPR and the Staff Governance Committee. The staff
governance committee previously tasked the Chief Executive in setting improvement targets for each
Directorate to achieve 80% compliance. This was successful in 2017 prior to the introduction of Turas as
the eksf replacement. It was anticipated in the transition period from eksf system to Turas that the period of
changeover would likely result in a drop in PDP completion. Turas will have been fully operational for a
year in April 2019 and although there are some signs of improvement in PDP compliance the current figure
is 46%.

Assessment
1. Performance Summary
The chart below tracks the agreed performance improvement required to meet the October target of 80%-+
Actions taken to date include:
e The provision of baseline Turas performance compliance data to the main operational units
Monthly reporting to EDG and quarterly to Staff Governance Committee through IPR

e The provision of Turas RAG reports to managers to identify and monitor their own performance
compliance
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e The full suite of Turas training provision and support has been reviewed and extensively publicised
e Ongoing targeted support being provided to managers on request

The Turas PDP improvement plan seeks to return the Board to 80% compliance by 315t October 2019 The
proposed trajectory is detailed below.

Table 1: Performance against Recovery Trajectory based on 12 month rolling performance rate

Month Apr | May Jun | Jul Aug | Sep [ Oct | Nov | Dec |Jan | Feb | Mar
19 19 19 19 19 19 19 19 19 20 20 20

42% | 46%

Actual
Performance
Performance cf
previous month
Direction

39% | 42%

Performance
against trajectory
Recovery
Trajectory
Target standard

39% 46% 53% | 60% | 67% | 73% | 80% | 80% | 80% | 80% | 80% | 80%

80% 80% 80% | 80% | 80% | 80% | 80% | 80% | 80% | 80% | 80% | 80%

The Table below has the improvement required in each Directorate:

Directorate/Division Number | Number of | May May Previous | Direction | June
of staff | completed | Actual | Recovery | Month Recovery
Appraisals | % Trajectory | Cf Trajectory
on Turas % % %
Acute Services 3383 1729 | 51% 56.4% 48% 60.8%
Estates and Facilities 1113 510 | 46% 41.5% 41% 49.1%
Medical Director 50 17 | 34% 37.1% 34% - 51.4%
Finance 100 43| 43% |  50.7% 41% 56.5%
Human Resources 64 32| 50% |  47.8% 39% 54.2%
Nursing Director 64 26 | 41% 45% 34% 52%
Public Health 26 12 | 46% 40.2% 31% 47.6%
Fife Wide Division 1942 947 | 49w | 42.8% 46% 50.2%
East Division 704 178 | 25% 37.8% 23% 46.2%
West Division 711 233 | 33% 40% 30% 48%
Board Total 8157 3726 | 46% 46% | 42% 52.5%
Recommendation
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Staff Governance is asked to note the progress in relation to the recovery plan.

Objectives: (must be completed)

Healthcare Standard(s):

Staff Governance Standard

HB Strategic Objectives:

Exemplar Employer

Further Information:

Evidence Base:

Glossary of Terms:

Parties / Committees consulted
prior to Health Board Meeting:

Financial / Value For Money

Impact: (must be completed)

Risk / Legal:

Quality / Patient Care:

Potential impact through non identification of staff learning and
development needs

Workforce: Staff morale, motivation, and competence potentially affected
through the non- application of a structured PDP process
Equality: e nla
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Staff Governance Committee

DATE OF MEETING: 28M June 2019

TITLE OF REPORT: Core Training Update

EXECUTIVE LEAD: Barbara Anne Nelson Director of Workforce
REPORTING OFFICER: Bruce Anderson Head of Staff Governance

Purpose of the Report (delete as appropriate)

For Decision ForDiscussion For Information
SBAR REPORT
Situation

To update Staff Governance Committee on the NHS Fife Core skills compliance performance in the
rolling year 1%t June 2018 to 31st May 2019.

Background

The term Core Skills refers to those common training subject areas which organisations are required
to deliver to their workforce, in order to meet either legal training requirements) or comply with key
quality standards in accordance with organisational policy and regulatory requirements.

Non compliance in this area gives rise to a number of organisational risks including: reputational and
financial risk through failure to meet statutory obligations; a potential adverse impact on the safety and
guality of care provision; and staff engagement and morale. NHS Fife Executive Directors Group
(EDG) has identified compliance with Core SkKills training requirements as an organisational priority.

Assessment

Improving performance compliance in each of the identified core training areas requires action by all
training providers to ensure optimum delivery capacity, appropriate delivery models and accessibility of
provision. Managers have a key role in prioritising core skills compliance, supporting staff participation,
and monitoring local compliance rates.

1. Core Training Activity Summary

The term Core SkKills refers to those common training subject areas which organisations are required
to deliver to their workforce, in order to meet either legal training requirements) or comply with key
quality standards in accordance with organisational policy and regulatory requirements.

In the operational year 15t June 2018 — 31t May 2019 there were 31,230 episodes of core compliance
training undertaken across the 9 core skills areas which equates to 72% of the annual training target
required to maintain / achieve compliance. E-learning continues to be the most accessed and cost
effective learning medium with 63,596 modules completed at a unit cost of 0.15p per module.

NHS Fife compliance across all 9 subject areas in the rolling year ending 31t May 2019 is 72%. There
is an overall increase of 6% compared to the rolling year period ending 28" February 2019. The rolling
year period ending 30" June 18 shows 100% compliance in core skills however in-depth analysis has
shown that in some subject areas, staff were engaging in multiple activities that individually met their
Core compliance requirement or refreshing skills before the defined period of certification had passed.

Previous IPRs reflected these instances as individual engagement and as such, have given a false

Page 1 of 3

30/365



2/3

indication of core skills compliance levels throughout the organisation.

Without the availability of a single Learning Management System hosting all L&D formats (classroom
based, competency assessed and eLearning) with the ability to associate Core Training requirements
to specific posts, it is proving difficult to accurately track Core Skills compliance using multiple systems
giving information in variable formats.

Table 1 below provides a more detailed breakdown of performance by subject area. Organisationally

ABLS and Health & Safety compliance within ASD are exceeding annual activity requirements
whereas the remaining 7 subjects show variable compliance across the spectrum.

Table 1: NHS FIFE — Core Skills Compliance as at 315t May 2019

Subject area  refresh Target Population NHS Fife AS H&SCP Corporate
period compliance compliance  Complianc Compliand
(year) %age %age e %age %age
all clinical staff (2
Manuz.JI 1 years for non clinical 64 76 60 37
Handling
staff)
Fire Safety 1 all staff 71 82 71 48
ABLS 1 all clinical staff 81 82 84 35
HAI 1 all clinical +key non 66 87 52 38
clinical staff
Information all staff 79 95 84 30
Governance
Health &
1
Safety 3 all staff 87 98 97 4
Protection 3 al! c.IlmcaI + key non 80 95 9 18
for All clinical staff
Equallt"y & once all staff 58 66 62 29
Diversity
Violence & 1 year aII. Cll.n ical staff in
Aggression / 3yrs priority areas + key 73 54 91 67
non clinical staff
Total 72 82 73 38

1]

Table 2 details the rolling year compliance performance since monitoring commenced. Compliance
peaked in June 2018 with variable engagement thereafter.

Table 2: Rolling Year Compliance Performance Improvement

30th 3 lst 3 1st 30th 3oth 3 1St 28th 3 1st
Sept Dec | March | June Sept Dec Feb May
2017 | 2017 | 2018 | 2018 | 2018 | 2018 | 2019 | 2019

81% 83% 87% | 100% | 61% 66% 64% 72%

Rolling year -
Period ending

Compliance rate

Improvement (+/-) | gor | 4006 | +4% | +13% | -39% | +5% | 2% | +2%
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Recommendation

The Staff Governance Committee is asked to:

o Note the performance in Core Skills training activity
¢ Note the improved Core Skills compliance position

Objectives: (must be completed)

Healthcare Standard(s):

Staff Governance Standard

HB Strategic Objectives:

Compliance with legal and regulatory requirements

Evidence Base:

Further Information:

Glossary of Terms:

Parties / Committees consulted prior
to Health Board Meeting:

Financial / Value For Money

Impact: (must be completed)

Financial risk from non-compliance is minimised
Increased e-learning usage releases Non Cash Efficiency
savings

Risk / Legal: Mitigation of organisational risk from non-compliance

Quality / Patient Care: Competent and safe workforce to provide quality patient care
Workforce: Competent and safe workforce

Equality: Applies to all staff + increased availability of e-learning enhances

access
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STAFF GOVERNANCE COMMITTEE

DATE OF MEETING:

28t June 2019

TITLE OF REPORT:

Workforce Strategy 2019/22

EXECUTIVE LEAD:

Director of Workforce

REPORTING OFFICER:

HR Manager

For Decision

Purpose of the Report (delete as appropriate)

For-Discussion

SBAR REPORT

Situation

In accordance with CEL (32) 2011, a draft Workforce Strategy for 2019/22 was prepared by
the Strategic Workforce Planning Group and distributed to the EDG and Area Partnership
Forum for consideration. Workforce Strategy is considered as a regular item of business
within the Staff Governance Committee Workplan.

Further comments and proposed changes to the Strategy have now been considered and
included within the final draft as appropriate.

This document requires to be considered and approved by the Staff Governance Committee
prior to being submitted ot the NHS Fife Board on 315t July 2019 before being published in
August 2019.

Background

Part 1 of the National Health and Social Care Workforce Plan, published in June 2017,
detailed a commitment to review and revise the existing Workforce Planning Guidance
adopted across NHS Scotland. As this work remains outstanding, the guidance detailed in
CEL (32) 2011 remains extant. This guidance requires NHS Boards to follow the 6 step
methodology in order to plan for current and future workforce requirements, ensuring they
have a sustainable workforce of the right size, with the right skills and competences, which is
responsive to health and social care demand and ensures effective and efficient service
delivery across a broad range of services and locations.

The Workforce Strategy for 2019/22, plus the high level actions being taken by Directorates
contained in Appendix 5, focuses specifically on the range of services delivered by the Acute
Services Division and the range of Corporate Functions. Following the creation of the
Integrated Joint Board in 2016, the Health & Social Care Partnership is responsible for
publishing a similar strategy for the range of services they provide. Fife’s Health & Social
Care Workforce and OD Strategy 2019/22 was published earlier this year and a link to this
will be embedded in the published document.

Assessment

The attached draft Workforce Strategy has been prepared by NHS Fife’s Strategic Workforce
Planning Group, chaired by the Director of Workforce. This ensures there was strong
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Service Manager, Professional Lead and Partnership input in the development of the
Strategy. The Strategic Workforce Planning Group also includes Service Managers and
Professional Leads engaged within the Health and Social Care Partnership, thereby
ensuring a close working relationship and whole system approach is maintained.

The group was established in its current format in 2018 and continues to work to implement
a revised approach to workforce planning. This has seen the detailed operational action plan
detailed in previous Workforce Strategies being replaced by details of the broader
workstreams. The detailed operational plan will be monitored via the Strategic Workforce
Planning Group. This ensures the action plan remains a live, evolving and relevant
document throughout the lifespan of the Workforce Strategy.

The Workforce Strategy for 2019/22 has also been written within the context of a changing

and evolving Workforce Planning landscape.
commitments and work being undertaken at National, Regional and Local levels.

The Strategy reflects the different

Recommendation

Staff Governance Committee is asked to:

1. Approve the content of this Workforce Strategy for consideration at the NHS Fife Board
meeting on 315t July 2019.

Objectives: (must be completed)

Healthcare Standard(s):

Staff Governance

HB Strategic Objectives:

Employer of Choice

Further Information:

Evidence Base:

CEL (32) 2011; National Records for Scotland; The Lancet,
SWISS, ISD

Glossary of Terms:

Parties / Committees consulted
prior to Health Board Meeting:

Strategic Workforce Planning Committee; Area Partnership
Forum, Staff Governance Committee

Impact: (must be completed)

Financial / Value For Money N/A

Risk / Legal: N/A

Quality / Patient Care: N/A

Workforce: Meets NHS Fife’s requirement to publish a workforce plan,
as detailed in CEL (32) 2011.

Equality: N/A
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Foreword

The Scottish Government, in its programme for Scotland, established a vision which
required NHS Fife, like other NHS Boards, to undergo significant transformational change
to deliver its aim of ensuring the people of Scotland would live longer, healthier lives at
home or in a homely setting.

NHS Fife established a framework for this transformational change within our Clinical
Strategy (2016—-2021), shaping the delivery of healthcare in Fife over the next five years
and beyond. It sets out NHS Fife’s response to the changing needs of a rising and ageing
population, focusing on prevention of ill health, optimal use of technology, and developing
the skills and competencies of the workforce to ensure they keep pace with the new and
evolving models of care required.

This demographic change in society is also reflected in NHS Fife’s workforce. Our
workforce is ageing at a time when the working population of Fife is projected to decrease.
Workforce supply and demand will be a key challenge over the coming years with the
prospect that the future supply of Doctors, General Practitioners, Nurses and Midwives
and other health professional roles may be insufficient to meet future demand.

It is in this context that this Workforce Strategy has been developed. Recognising the high
quality services which are delivered by hard working people, who are responding to
changing demand, evolving models of care and rising public expectations, the Workforce
Strategy outlines the steps that NHS Fife will take nationally, regionally and locally to
ensure service sustainability.

Nationally, it outlines our commitment to:

1. Participate in national discussions in relation to the delivery of the National Health
and Social Care Workforce Plan.

2. Escalate workforce pressures, where appropriate, to be addressed at Scottish
Government or NHSScotland level, allowing for a co-ordinated response to
common national challenges.

Regionally, it outlines our commitment to:

1. Participation in discussions regarding a Regional approach to service delivery
where this is appropriate.

2. Progress the Regional employment model for delivering the required improvements
in the recruitment and employment experiences for training grade staff, while
enhancing the effectiveness and efficiencies of employers. This follows on from the
implementation of this model for Doctors in Training.

3. Actively participate in the shared services (Once for Scotland) agenda, collaborating
with colleagues within the East Region to develop services to maximise efficiencies
and reduce variation. Initially this will focus on adopting regional approaches and
standards for recruitment; workforce planning; on-line training and education;
induction and regional approaches for employment.

Page | 3

38/365



5/38

Locally, it outlines our commitment to:

1. Continue to strengthen and embed the role of the Workforce Planning Group,
ensuring it provides assurance that workforce planning and development activity is
robust and fit for purpose.

2. Develop recruitment and retention strategies to minimise the impact of our ageing
workforce and the loss of a significant proportion of staff within the next 5 to 10
years, by focusing on youth employment strategies, establish clearer career
pathways within and between job families, and introducing new policies to
encourage retention of staff.

3. Roll-out the system of e-Job Planning for Consultant and other Career Grade
Medical & Dental staff, ensuring the process is more closely aligned to department
and service objectives and facilitates local, and where appropriate, regional,
working.

4. Prepare for the introduction of Safe Staffing Legislation in 2019 by continuing to
rigorously apply the Nursing and Midwifery Workforce and Workload Tools.

The Workforce Strategy is a live and interactive document, regularly monitored and
updated by the Workforce Planning Group. Through the commitments outlined above,
and the broad workstream themes detailed within 5. It will facilitate NHS Fife’s workforce
to continue to deliver high quality services. This Strategy covers all NHS Fife staff,
including those who work in Fife’s Health & Social Care Partnership. It does not cover Fife
Council employed staff who work within the Health & Social Care Partnership. There is an
integrated approach to workforce planning within NHS Fife and the Health and Social Care
Partnership. Officers in both areas are involved in relevant groups developing the relevant
strategies.
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Examples of “what we said and what we did”
Objective - We will deliver a regional employer model for Doctors in Training.
NHS Fife successfully introduced the regional employer model for training grade doctors in
2018, improving the employment experience of this staff group. Training Grade doctors
will now have a single employment contract for the duration of their training programme
rather than being engaged in successive short term contracts for the duration of individual
placements

Objective — In line with our commitment Youth Employment, maximise the range of
Modern Apprenticeship opportunities available.

Working with key partners, including partners in Further Education and Skills Development
Scotland, NHS Fife has agreed to increase the number of Foundation and Modern
Apprenticeships within the Board by the end of 2019. This strengthens our ongoing
commitment to promote health care opportunities to local schools and the youth of Fife.
Other activity during 2018/19 included facilitating over 150 placements to School pupils
across a spectrum of occupations; organised careers events for over 200 S2 School
pupils; delivered training on recruitment and interview techniques to over 150 S4 School

pupils.

Objective - Implement the national electronic Employee Support System,
streamlining and implementing paper light systems and processes to maximise
efficiencies

NHS Fife commenced the roll-out of eESS in March 2019, enabling managers to process a
range of contractual transactions electronically. Future developments of the system will
introduce efficiencies in the processes relating to recruitment, training administration and
management reporting.

Objective — We will introduce new models of care, addressing current service
pressures and securing future service sustainability

Working with key partners, including higher education, NHS Fife has agreed to introduce a
number of Physician Associates (PA’s) by the end of 2020. PA’s are collaborative
healthcare professionals, with a generalist medical education, working alongside doctors,
GP’s and surgeons as and integral part of the multidisciplinary team. These PA’s will
contribute to a number of Advanced Practitioners in Nursing & Allied Health Professions in
providing a multi-disciplinary solution to service challenges.

Objective - We will embed revised workforce planning arrangements within the
Board linked to both our service planning and financial planning arrangements

A Workforce Strategic Planning Group has been established with representatives from all
areas of the Board and also the Health and Social Care Partnership. In addition the
service planning review process requires the future workforce requirements to be an
integral element of this process. The Workforce Strategy will also be based upon a 3 year
cycle with a more detailed Operational/Implementation Plan which will be overseen by the
Workforce Strategic Planning Group on a quarterly basis.

|Objective - We will via the Board Nurse Director continue to develop effective
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partnership relationships with local colleges and universities to provide a positive
experience for students thereby encouraging them to come and work for NHS Fife
as an employer of choice.

Through the work undertaken by the Board Nurse Director and her team we have
increased the number of student placements and the recruitment of nursing staff. We
have also been successful in attracting placements for those students undertaking a
mental health qualification.

Objective - We will implement initiatives which support the training and potentially
the future recruitment of General Practitioners.

Working in partnership with St Andrews University Medical School we have developed
SCOTgem the first partnership between a Scottish University and an NHS Scotland Board
to recruit participants to a graduate training scheme which incorporates clinical placements
and supervision within the Primary Care setting.
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Section 1 — Defining the Strategy

1.1

1.2

1.3

Introduction

This Workforce Strategy provides an overview of the future workforce required to
ensure delivery of high quality services for the population of Fife.

The Strategy sits within a number of national and local strategic documents, for
example the National Workforce Plan, the NHS Fife Clinical Strategy and the Health
& Social Care Workforce and Organisational Development Strategy. While these
documents are referenced throughout this Strategy, the Strategy does not attempt
to provide a comprehensive overview of them.

Workforce Planning Methodology

The Strategy is structured around the Scottish Government workforce planning
guidance CEL(2011)32, which suggested Boards use the nationally sponsored
6 step workforce planning methodology.

The guidance sets out the following 6 steps which form the framework for the plan:

Step 1: Defining the Plan

Step 2: Visioning the Future / Mapping Service Change
Step 3: Defining the Required Workforce

Step 4: Understanding Workforce Capacity and Capability
Step 5: Developing an Action Plan

Step 6: Implement, Monitor and Refresh

The adoption of the 6 step approach is intended to make Board level workforce
planning more interactive, enabling challenges to be identified and addressed on an
on-going basis rather than on an annual basis.

Purpose of the Workforce Strategy

The purpose of this Strategy is to set out the key workforce supply and demand
challenges which NHS Fife is facing between 2019/2022. Recognising the
changing and developing context of workforce planning, which will mean greater
collaboration with our partners within Local Authority, the potential for Regional Co-
ordination of NHS services where appropriate, and a national approach to common
workforce challenges, the Strategy details the workforce actions that NHS Fife is
undertaking through the Board’s Clinical Strategy and the Health & Social Care
Strategic Plan for Fife (2016—-2019) in addition to considering what local Board
actions can be taken to mitigate the challenges that NHS Fife face over the coming
years.

Many changes to the workforce relate to the redesign of NHS Fife services and as
such workforce planning must be interactive. This plan is not intended to look at all
aspects of workforce demand and supply for all job families. It will, however,
highlight where there are emerging pressures that require to be addressed. This
plan is a living document that is flexible, adaptable and responsive to further
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1.4

1.5

changes, given the constantly changing dynamics of service provision.

Scope of the Strategy

NHS Fife is currently made up of the Acute Services, an agreed range of NHS Fife
Services delegated to Fife’'s Health & Social Care Partnership’s Integration Joint
Board (1JB), which are managed through 3 Health and Social Care Divisions, plus a
range of Corporate Directorates such as Estates, Facilities and Capital Services,
Finance and Human Resources.

It is crucial that this Strategy recognises the links and interdependencies that are
necessary in workforce terms with partners in delivering quality services to the
population of Fife. This includes neighbouring and national Health Boards; local
authorities, including the Health & Social Care Partnership and Fife Council
Workforce Strategies; voluntary sector and the third sector.

Staff referenced within this Strategy are covered under the following nationally
recognised job families:

- Administrative Services

- Allied Health Profession

- Healthcare Sciences

- Medical and Dental

- Medical and Dental Support
- Nursing and Midwifery

- Other Therapeutic

- Personal and Social Care

- Support Services

Many of the challenges and commitments detailed in this Workforce Strategy are
common across NHS Fife and Fife’s Health & Social Care Partnership. The broad
workstreams detailed within Section 5 include those relating to the Acute Services
Division, the Health and Social Care Partnership, and the range of Corporate
Directorates.

Implementing, Monitoring & Refreshing the Strategy

Workforce Planning arrangements have been reviewed within NHS Fife and Fife’s
Health and Social Care Partnership to ensure that these are fit for purpose and form
an integral part of the financial and service planning frameworks. This is crucial as
the Workforce Strategy has to be driven by clinical and non-clinical services as they
determine their workforce requirements in the short, medium and long term.
Through their respective working planning groups both NHS Fife and Fife’s Health
and Social Care Partnership drive the development and implementation of their
Strategy, ensuring it is a live and interactive document, and that implementation
plans are regularly correlated, monitored and updated.

The national workforce planning guidance is currently subject to review. Reflecting
the integrated nature of service delivery within health and social care, the guidance
is being refreshed to ensure it encompasses the workforce planning needs of the
NHS, Integrated joint Boards, Local Authorities and their partners in the third and
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independent sectors. This revision is likely to include aligning the timescales for
workforce planning to that of financial and service planning. NHS Fife will take
cognisance of any nationally produced guidance or plan as these relate to
workforce planning.

Section 2 - Visioning the Future

21

2.1.1

The National Context

A Programme for Scotland

The Programme for Scotland 2018-19, published in September 2018, recognised
increased investment in the NHS must be coupled with a joined up and flexible
health and care service that was fit for the future, continuing to reform to meet
technological and demographic challenges faced by the economy overall.

Its vision was for the people of Scotland to live longer, healthier lives at home orin a
homely setting. Achieving this means the continued investment in high quality
integrated services, in addition to the transformation of the way health and social
care is delivered to drive improved performance.

As part of their commitment to raise Health Funds by £2 billion over the course of
the current Parliament, the Programme for Scotland 2018-19 indentified funding to
support its vision by investing in a comprehensive and multi-agency package of
measures to ensure substantial and sustainable improvement in waiting times
through investment in infrastructure and resources; enabling earlier access to
mental health services and the promotion of good mental health and wellbeing; and
the further development of multi-disciplinary teams of healthcare professionals in
the community through Primary Care reform.

The Scottish Government has detailed a range of workforce commitments for NHS
Scotland during the course of this Parliament including:

= Substantial and sustainable improvement to waiting times through measures
designed to increase capacity, improve clinical effectiveness and efficiency and
redesign patient pathways.

= Expanding the range of perinatal support available to women in addition to a
commitment to train a further 250 School Nurses by 2022, enhancing the
response to mild and moderate emotional and mental health difficulties
experienced by young people;

» Enshrine safe staffing levels in law, starting with the nursing and midwifery
workforce tools.

These commitments complement previous proposals to invest an increasing
proportion of the budget in primary, community, mental health and social care
services — to support the shift in the balance of care that is required; Consider
where Regional approaches to workforce planning are appropriate; Supporting
national NHS Boards to develop a plan of where improvement in national services
should be focused, including where appropriate a ‘Once for Scotland’ approach;
Examining opportunities for greater sharing of support services away from the
delivery of frontline care; and Developing a Digital Care Strategy to support a
digitally-active population and workforce and make better use of the opportunities of
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modern technology; The training of additional staff to perform a range of critical
roles including, for example, General Practitioners, Pharmacists, Advanced Nurse
Practitioners, Health Visitors, Nurses and Midwifes.

Scotland’s Changing Population

The National Records of Scotland (NRS) predicts the population of Scotland will
continue to grow over the next 25 years. NRS projects that the population will rise
from 5.405 million in 2016 to 5.693 million in 2041, an increase of 5.1% over the 25
year period.

During this time the population will continue to get older, and as demonstrated by
the figures below, the population increase will be driven by the increase in those of
Pensionable Age, and in particular, those aged 75 and above.

The graphs below, obtained from the National Records of Scotland (March 2018),
show the Projected Population Changes for Scotland and Fife.
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Within Fife, the population is projected to increase by circa 9,500 between 2016 and
2041. While this increase is proportionately smaller than the Scottish average, the
increase in those aged 75 is projected to be 83.5%, 4.9% higher than the Scottish
average.

This has significant implications for NHS Scotland and NHS Fife. Nationally it will
require a shift in resources to those boards projected to have a significant increase
in population, particularly given the growth will be mainly in those of pensionable
age. Locally, it will require a review of workforce capacity in order to deliver the
increased demand in clinical services at a time when the population increase of
those of working age are minimum, or in the case of NHS Fife, reducing. Section 3
of the plan will detail the implications presented by the changing population to our
workforce.

Morbidity & Health Inequalities
Ischaemic heart disease, neck and lower back pain, depression, Chronic

Obstructive Pulmonary Disease (COPD) and lung cancer account for nearly a
quarter of the total burden of disease in Scotland. Multi-morbidity is also common in
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Scotland. The majority of over 65’s in Scotland have two or more conditions, and
the majority of over 75’s have three or more conditions. More people have two or
more conditions than only have one condition. The chart below highlights the
percentage of patients with two or more conditions, by age groups Multi-morbidities
by Age Groupings.

With the projected demographic changes within Fife, driven by the increase in those
of pensionable age, patients with multi-morbidities will be an increasing trend for
NHS Fife, placing further demand on the range of services offered.

People living in more deprived areas in Scotland develop multimorbidity at least 10
years before those living in the most affluent areas and Fife’s Health Inequalities
Strategy 2015-2020 acknowledges that while health in Fife is improving, long-term
health inequalities persist.

Health inequalities have a significant impact on people’s lives, meaning that some
communities live shorter and un healthier lives than others. Some of these health
inequalities can be mitigated and changed, for example if we make our services
more equitable and reduce the issues people face when accessing them (whether
that be due to their health or where they live) we can improve health and wellbeing.
Health inequalities are expected to be addressed through the implementation of the
GMS contract.

National Workforce Plan

The Scottish Government published a national workforce plan in three parts
between 2017 and 2018. It sought improvements to the workforce planning
infrastructure within the context of an integrated health and social care sector,
incorporating services provided by public, third and independent sector employers.
It aims was to build on the existing good practice to ensure increasingly integrated
and collaborative approaches to planning and committed to the creation of a single
Workforce Plan and associated guidance for the sector.
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GMS Contract

The GMS contract was agreed with the aim to improve patient care and community
health by providing a clearer role for General Practitioners (GP’s), ensuring a more
manageable workload and reducing the risk associated with aspects of the
independent contractor arrangements. Initial workforce planning implications
arising from it include reducing GP’s current work commitments by transferring non-
GP essential services, and the staff performing these services, over to Health
Boards and Health and Social Care Partnerships; Increased commission of services
such as minor injuries, phlebotomy and chronic disease monitoring and related data
collection; and Increasing the range of non-GP professionals such as Pharmacists
& Pharmacy Technicians, and AHP’s and Nursing staff specialising in
Musculoskeletal and Mental Heath working in GP practices.

Further information on the workforce implications arising from the GMS Contract is
contained within Fife’s Health and Social Care Partnerships Workforce and
Organisational Development Strategy and associated implementation plans.

Safe Staffing Legislation

The Scottish Government are finalising the processes required to enshrine the
Health and Care (Staffing) (Scotland) Bill into legislation for 2019. This bill will
require organisations providing health and social care to apply nationally agreed,
evidence based workload and workforce planning methodologies and tools, and to
provide assurance regarding safe and effective staffing.

Waiting Times Improvement Plan

Published in October 2018, this Plan identified monies Boards could secure in order
to obtain additional resources designed to reduce the length of time people were
waiting on key areas of healthcare. Along with commitments detailed in the
Programme for Scotland, the Plan would enable:

= Increase capacity and accelerate delivery dates for the existing Elective Centre
Programme,

= Increase clinical effectiveness and efficiency by implementing targeted action
plans for key specialties and clinical areas and mainstream key productivity
programmes (i.e. Attend Anywhere)

=  Working with communities, design and implement new models of care by
accelerating whole system design of local patient pathways through H&SC
integration plus regional service reconfiguration.

Technology Enabled Care (TEC)

Development of the use of digital technology across society, including throughout
the public sector, is a key strategic priority of the Scottish Government. Scotland is
believed to be at the forefront of implementing technology within care settings (for
example, over 80% of those in receipt of formal social care services already use
telecare to support their independence at home), and the Scottish Government
recognises the massive potential of TEC to reach more people, to offer more direct
health / care support and to realise more benefits. The Scottish Government is
committed to investing energy, imagination and resources to maintain this leading
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position.

With the advances already made in the introduction of technology opportunities
within our health and care system in Scotland, the aim is to shift NHS Scotland’s
focus from technology itself to ‘care, supported by technology'. To support this
transition, the Scottish Government has adopted “Technology Enabled Care® (or
TEC) as a simpler and broader term for describing our citizen facing activity.

The Technology Enabled Care Action Plan, introduced in 2016, aims to support a
transition to an integrated Digital Health and Care Strategy for Scotland within the
context of Scotland's Public Sector Reform ambitions and the National Clinical
Strategy for Scotland.

The Scottish Government will provide a continuing commitment to support the
development and delivery of TEC in local Health & Social Care Partnerships, and
their partners, through on-going investment in the TEC Development Programme.
This aims to inform and deliver technology enabled system redesign and focuses on
five key interconnected work areas:

Home and Mobile Health Monitoring;

Expansion of Video Enabled Services;

Digital Services, including development of a Digital Platform framework;
Telecare Expansion (including a shift from Analogue to Digital Telecare);
Improvement and Support.

This aspect of the Strategy will have training and development requirements for the
workforce to ensure they are competent and equipped to use any Digital Platform
competently and effectively for the benefit of patients.

Shared Services / Once for Scotland

The public service reform agenda, reiterated in the Programme for Scotland, has
direct implications on health service provision, with an emphasis on the need to
reduce duplication and inefficiency.

By adopting a ‘Once for Scotland’ approach and changing the way we work, this
agenda aims to improve, integrate and co-ordinate services across the Scottish
Public Sector. Its aim is to reduce geographical and organisational barriers to the
delivery of support services and functions. The key principle being, where
appropriate, services should be managed on a Scotland wide basis and should be
delivered in a consistent way, unless a compelling reason exists for variation.

The Shared Services Portfolio will help us to do all of that and is fundamental to the
Scottish Government’s ambitions for improving Scotland’s health and social care. It
means transforming the way we work; targeting resources on the highest quality
patient care means cutting duplication and wasteful variation. The initial focus of
this work will be on reviewing the number of Partnership Information Network (PIN)
policies replicated throughout NHS Scotland with the aim of agreeing a single policy
to be introduced throughout Scotland.

Similarly, the integration of health and social care services is a fundamental shift to
achieving this, and the potential change to the manner in which Acute Services are
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delivered would be consistent with the aims of the National Clinical Strategy and
public sector reform.

The Regional Context

Health and Social Care within the East Region

Collaboration and cross territorial Board working has been discussed and
progressed within the South East of Scotland area using the already established
South East and Tayside Regional Planning Group (SEAT) arrangements. Building
on this approach has enabled NHS Borders, NHS Fife and NHS Lothian to evolve
and transition as appropriate in line with the Scottish Government commitments
outlined within a Programme for Scotland.

The three participating Boards within the East Region, and the six Integration Joint
Boards, established a programme of work to take forward the objectives contained
within the national Health and Social Care Delivery Plan and Clinical Strategy. This
programme of work incorporated:

= Acute Services, with a focus on the most problematic elective and diagnostic
specialties across the region and implementation of Scottish Government
policy.

= Primary, Community and Social Care, with a focus to look at potential
economies of scale and learning opportunities across the [JBs in the region.

= Prevention and Population Health, with a focus on major preventive
strategies that will meet the triple aim of better health, better care and better
value.

= Business Support Services, with a focus on accelerating efficiencies and
integration across health boards.

Initial output of this regional approach has resulted in important progress, for
example, an initial agreement to support elective Orthopaedics within Fife;
agreement to work collaboratively on an ambitious commitment to reduce Type 2
diabetes; and pilot a new model of care within Primary and Community Care
settings where NHS 24 triage patients requesting same day access to General
Practitioners and, where clinically appropriate, redirect the patients to the wider
multi-disciplinary team including Allied Health Professionals and Advanced Nurse
Practitioners.

A number of key priorities have also been established for 2019/20 including, for
example, Agreement on the optimal regional operating models and treatment
thresholds for a range of priority specialties for Acute Services (e.g. Orthopaedics
and Ophthalmology); Scope pilot of the use of artificial intelligence in the triage of
gastro-endoscopy; Progress the national approach to trauma and major trauma;
Progress other IJB led priorities on commissioning, mental health and realistic
medicine; and Further progress scenario planning and modelling to inform priorities
and choices given financial, service and workforce pressures.

In support of this, a co-owned picture of the NHS workforce demand and supply
issues, opportunities, risks and challenges has been developed through the
development of a comprehensive East Region Workforce Profile. Specific, and in-
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depth, profiles have also been established on the range of Acute Specialties
identified as key to the delivery of clinical services within the East.

This workforce profile has identified a number of common themes across the East
Region, such as an ageing workforce and the prospect that the future supply of
Doctors (in certain specialties), General Practitioners and Nurses and Midwives
may be insufficient to meet future demand. In response, it has been possible to
detail a number of key elements in order to sustain and grow the future workforce
within the East, and details a prospective Workforce Planning agenda which will be
taken forward by the East Region Workforce Group.

East Region Workforce Group

Following publication of the National Workforce Planning Strategy for 2017-18, and
the Health and Social Care Plan for the East Region, the existing regional workforce
group within the East Region agreed refocused key priorities including aligning
workforce planning, education and development activity with Regional Delivery
Plans; Building workforce planning and development capacity; Establishing regional
solutions to service and profession sustainability pressures; and encouraging
collaborative working where this was appropriate.

Business Support Services, Regional Collaboration

NHS Fife is working with participating Boards within the East Region to identify and
progress areas of collaborative working. Initially, this has focused on approaches to
Recruitment and Retention (inc. Workforce Employability Services and Youth
Employment), with the aim of moving away from the existing model where
recruitment is carried out on an individual basis, to a more collaborative model
based on a strong NHS Scotland brand delivered from a regional model.

The benefit realisation from this regional collaboration is focused on applicant
experience; standardising the current range of recruitment processes adopted
across Boards; clarifying the roles and responsibilities of HR and Service Users with
the development of associated key performance targets; increased flexibility in
targeting pulled recruitment resources to meet service demand and minimise
inefficiency; and delivering financial savings.

Similar work is being undertaken to standardise workforce information reporting
throughout the East Region, and reviewing the delivery of Financial Service
functions.

Following national agreement on NHS locum pay rates, work has also commenced
to consider implementation of a regional medical workforce bank solution
throughout the East Region, and discussions have commenced to establish the
feasibility of extending this collaborative working to a Theatre and Critical Care
Nurse Bank, eRostering arrangements and certain Financial Service functions.
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The Local Context

Clinical Strategy Fit for the Future

NHS Fife’s Clinical Strategy provides a route map for health services in Fife
between 2016-21. It recognises positive changes in lifestyles alongside advances
in medical science mean that the population of Fife is living longer, with a projected
increase in the coming 20 years which will increase demand for all forms of
healthcare. It is this demand, coupled with greater complexity in the needs of those
requiring healthcare, which means that the delivery of services must be examined
and adapted if NHS Fife is to ensure that the on-going health needs of our
population continue to be met.

Annual Operational Plan 2019-20

The 2019/20 Annual Operational Plan sets out how NHS Fife will deliver expected
levels of operational performance in order to provide the national priorities on
waiting times improvement, mental health investment, progress and pace on the
integration of health and care, and key standards for healthcare associated
infection.

The four local key priorities for 2019/20, underpinning all aspects of NHS Fife’s
strategic planning are:

Acute Services Transformation Programme
Joining Up Care - Community Redesign
Mental Health Redesign

Medicines Efficiencies

The Annual Operation Plan helps deliver and support NHS Fife’s ambition to be a
strong performing board delivering quality person-centred and clinically excellent
care.

Health and Social Care Partnership Workforce & Organisational Development
Strategy

The Health and Social Care Partnership has published its Workforce and
Organisational Development Strategy for 2019/22. Its aim is to develop a workforce
fit for the future that is skilled and capable of transforming how we work together in
the delivery of integrated community-based services aimed at achieving better
outcomes for those who use health and social care services.

Referencing the history and culture of effective partnership working involving Fife
Council, NHS Fife and other community partners including the Independent and
Third Sectors, the Strategy recognised the need to continue to develop an
integrated and flexible care model that is fit for the future as the model of service
delivery changes.

Similar to this Strategy, it recognised the challenging landscape across health and
social care in Fife, with increasing demand linked to a significant projected
demographic change alongside reduction in resources across all organisations
charged with delivery of services. The Strategy sets out a range of workforce
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opportunities and challenges, many of which are reflected in Section 4 of this
document. (Link to H&SCP document to be embedded)

Workforce Planning Groups

Following publication of the National Workforce Plan in 2018, the Strategic
Workforce Planning Group within NHS Fife was refocused, providing assurance that
workforce planning and development activity is robust and fit for purpose. Taking a
‘whole system’ multi-professional approach, the group will facilitate delivery of safe
staffing levels and innovative workforce models to support sustainable health
services.

In addition, a Workforce and Organisational Development Strategic Implementation
Group has been established within the Health and Social Care Partnership which
will provide a Fife Partnership focus for the planning, implementation and monitoring
of workforce planning activity. This group provides a forum for engagement with all
partner organisations within the statutory, independent, voluntary and Further
Education sectors in respect of issues and matters impacting of workforce and
organisational development.

These groups are supported by a range of workforce planning activities undertaken
within localities, or focused on professional disciplines spanning across the full NHS
workforce such as those for the Medical and Dental workforce and Nursing,
Midwifery and Allied Health Professions.

Youth Employment Strategy

Continued uncertainty linked with the UK’s withdrawal from the European Union
(EV), the reduction in the number of professionals from EU countries seeking to
register with professional bodies across the UK, combined with changes to the local
demographics within Fife which will see a reduction in the size of the working age
population, places greater importance in improving our employment of young
people in order to sustain the workforce of the future.

As a member of the Fife Developing Young Workforce Board, NHS Fife is working
with a range of key partners to seek opportunities to increase our supply of a youth
workforce. This will include introducing the Youth Employment Strategy
incorporating career pathways, social inclusion and Foundation/modern
Apprenticeship Schemes, closer liaison with education and the introduction of
professionally branded materials promoting NHS Fife as an employer of choice.

Urgent Care Services

Urgent care is a priority area for NHS Fife within the General Medical Services
(GMS) contract and it is well recognised that Advanced Nurse Practitioners (ANP’s),
Advanced Practice and Specialist Paramedic Practitioners, Nurse Practitioners and
other members of the healthcare team offer great support within primary care when
aligned to general practice.

A three year implementation plan is being developed, focusing on the following
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priorities:

Assess and treatment of urgent and emergency care presentations
Home visits
Falls

It is predicted that the primary care workforce will require expansion to introduce a
sustainable model of care to support the Urgent Care demand on General Practice,
and work is ongoing to scope the size and skill mix of the required workforce.

Financial Challenge for 2019/20

Across NHS Scotland there is a continued drive for improved financial efficiency
and savings. NHS Fife requires to make estimated cash savings of £17.333 million
during 2019/20. A Service Review approach to support strategic financial planning
and longer term sustainability has been established, and a key part of this will be
linked to the Scottish Government investment in improving patient outcomes of
£392million across NHS Scotland.

This funding is not included in the current financial planning assumptions for NHS
Fife in 2019/20 as it is recognised that further details are still to be announced on
the mechanism by which the various funding envelopes will be allocated. This will,
however, be a key component in the delivery of the Board’s overall balanced
finance and performance approach for 2019/20, given the extent to which this
funding is required to support priorities such as securing elective capacity to meet
demand; digital, technology and innovation solutions to support redesign e.g. within
outpatients; primary care modernisation; and improvements in mental health
services.

It has been estimated that NHS Fife will require at least £6m Access Support
funding from Scottish Government to ‘stand still' and a significant additional sum to
support a move towards achievement of access targets in 2019/20.

Notwithstanding the on-going financial challenges, NHS Fife will require to consider
how it can support its workforce to work differently, providing services in new and
innovative ways to ensure long term sustainability, with strong financial governance,
and reduce the requirement for supplementary bank and agency staff use.
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Section 3 — Defining the Required Workforce

31

3.2

3.3

Data Cleansing

Effective workforce planning should describe the required workforce, based upon
drivers for change, utilising accurate and quality data on the existing workforce and
identifying key workforce trends. To maintain the quality of this data, NHS Fife
implemented the Electronic Employee Support System (eESS) in March 2019, and
will introduce a minimum regional data set to standardise practice and workforce
reporting throughout the East Region.

Workforce Projections

Workforce projections have been undertaken for each Division and Directorate
within NHS Fife to satisfy national reporting requirements and are submitted to the
Board separately to this Plan to ensure appropriate governance. These projections
influence, and are influenced by, workforce planning within each area and are
published by Information Services Division (ISD).

Future Workforce Demand

The changing size and composition of the population is the overarching driver for
change in both the services and the workforce which provides them. As detailed in
Section 2, Fife, in line with the rest of Scotland, has a growing and ageing
population. This growth, in conjunction with Treatment Time Guarantees, increases
the requirement for capacity in both primary and secondary care.

In response, NHS Fife has already made significant progress towards development
of the future workforce. For example, during the 5 year period to 31%' December
2017, published Information Statistics Division (ISD) data highlights that while there
has been a 2.6% increase in the whole time equivalent workforce, advances in
technology and a drive for efficiency has meant that a lesser proportion of the
workforce is engaged in Administrative Services or Support Services roles. With
26.65% of the workforce engaged in these job families, NHS Fife is below the NHS
Scotland average (27.87%), allowing these resources to be redirected to those
areas providing direct clinical care.

Meeting the future demand, and addressing the workforce challenges detailed in
Section 4, will require robust models of care that enable integrated health and care
teams to deliver the care that people need, where they wish to receive it, with them
playing a key role in determining what that care is. The move to support people
within their community or locality will require staff who have traditionally worked
within the Acute sector to work across traditional boundaries, working within
localities to support people in the community. NHS Fife’s workforce must be
equipped and able to deal with the complexity of morbidity that patients present with
and be able to manage any concurrent mental health issues including cognitive
impairment and frailty.

Increasingly, the workforce across NHS Fife, including those working within the
Health and Social Care Partnership, will need to operate within a digital
environment, utilising innovative approaches, including digital platforms to support
self management, hospital at home and the delivery of outpatient services. The aim
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is to reduce the number of return visits to hospital; provide more diagnostic tests
locally and provide advice directly to service users at home.

Health and Social Care Transformation Programme

The NHS Fife Clinical Strategy (2016-21) was produced in 2016 to provide strategic
direction for the future delivery of clinical services for the people of Fife and was
closely aligned with the Health and Social Care Partnerships Strategic Plan. During
2017/18, the recommendations within this Strategy were developed into a
transformation programme that included programmes of work from both our Acute
Services and the Fife Health & Social Care Partnership.

Acute Services Transformational Programme

With the changing population demographics detailed in Section Two, continuing to
deliver acute services based around hospital admissions is not a sustainable model
of care. Increases in the demand for services, coupled with greater complexity in
the needs of those requiring healthcare, means that the delivery of services must be
examined and adapted if NHS Fife are to ensure that the on-going health needs of
our population is to be met.

Recognising the growing interdependencies between Health Boards to identify
solutions for common workforce challenges, NHS Fife’s Annual Operational Plan for
2018-19 highlighted the work being undertaken to deliver an Acute Services
Transformational programme.

The models of service delivery are in their infancy, however, from the
recommendations contained within the Clinical Strategy, and the discussions taking
place within relevant Acute Services Groups, reviews of individual services within
the Acute Services were undertaken at the start of 2018 to establish an
understanding of current service provision challenges and the plans services
proposed for future service delivery, in line with the clinical strategy.

The Workforce implications of these service reviews form the basis of the action
plan contained within Section 5, and details the actions being proposed to minimise
potential gaps within the workforce, in terms of numbers and skills, to ensure
workforce and service sustainability.

Fife Health & Social Care Partnership Transformational Programme

Fife Health and Social Care Partnership has established a community
transformation programme which aims to establish a fully integrated 24 hour, 7 day
a week community health and social care model that ensures sustainable, safe,
person centred care in line with the Fife Health and Social Care Partnership
Strategic Plan and NHS Fife’s Clinical Strategy.

The three component parts of their proposal incorporate multidisciplinary
Community Health and Well Being Hubs focused on prevention and early
intervention; Out of Hours Urgent Care to support the provision of safe and effective
services 24 hours a day; and establishing a future model for Community Hospitals
set within the context of changing acute care and an evolving health and social care
landscape which includes a review of mental health services and the
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implementation of the new GP contract.

The Health and Social Care Partnership began a process of public consultation on
these proposals, outlining changes believed to facilitate a safe and sustainable
service that meets the triple aim of:

= Improving the quality of the care provided;

= Improving the health of the population; and

= Securing the value and financial sustainability of the health and care services
provided.

The Health and Social Care Partnership published its own Workforce Strategy in
2018. This incorporated an action plan focusing on unique workforce demand and
supply pressures that need to be planned for to ensure workforce and service
sustainability. The Health and Social Care Partnership’s action plan sets out the
actions that are being taken forward to close potential gaps within the workforce in
terms of numbers and skills, whilst acknowledging any and all interdependencies.

Common Themes
Workforce Modelling Tools

NHS Fife continues to use the nationally provided Nursing and Midwifery Workload
and Workforce Planning (NMWWP) tools to reviewing workload pressures, assess
safe staffing establishment and inform projections. These tools currently cover over
90% of the Nursing and Midwifery workforce, and their application is overseen by
the Board’s Director of Nursing.

Although national guidance is still being finalised for some areas, for example within
Theatres and Community Nursing, robust assurance systems have been
established which should facilitate the use of the NMWWP tools to determine safe
staffing levels under the legislation to be introduced in 2019.

Consultant and SAS Job Planning

All Consultants, Associate Specialists and Specialty Doctors should have an agreed
job plan, reviewed annually. Job planning is a key mechanism through which
objectives are agreed, monitored and delivered. Job planning therefore contributes
significantly to the achievement of a range of NHS Fife objectives such as national
waiting time targets and HEAT standards.

Despite recording a high level of job plan compliance in the September 2018 annual
response, improvements in the job planning process to ensure it is as paper light
and efficient as possible, is a priority within NHS Fife and the Regional Work
Streams.

NHS Fife has rolled out eJob Planning for the Medical and Dental workforce to allow
users to populate, review and sign off job plans via a unified single system in 2019.
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Technology Enabled Care (TEC) Programme

Facilitating NHS Fife’s Technology Enabled Care (TEC) Programme is critical to
delivering the aims of NHS Fife’s Clinical Strategy and the Fife Health and Social
Care Strategic Plan. Scottish Government funding has already been secured to
introduce ‘Florence’, an innovative telehealth monitoring system that uses text
messages to help patients and health professionals monitor and/or manage blood
pressure levels at home or in a homely setting in the community. The benefits
identified to date have meant that a wider roll-out of Florence is being considered in
the management of other long term conditions.

Other technological solutions being explored within the context of the TEC
programme includes ‘Attend Anywhere’, a confidential video call system designed to
help health and care providers connect to service users digitally via virtual
consultation rooms accessed online; plus ‘Snap 40’, a system which allows medical
conditions and activity levels to be observed remotely via a mobile
telecommunications device to ensure health professionals can prioritise their work
and reduce admission to hospital.

Diagnostic Services

Diagnostic services will be developed to allow more diagnostic tests to be carried
out in the community or in the patient’'s own home and video links will provide new
opportunities to help people take greater responsibility for managing their own
health and wellbeing. The future NHS Fife workforce requires to develop and adapt
to implement the future service vision currently being described above within the
evolving NHS Fife Clinical Strategy ensuring at the same time, workforce models
are responsive to the integration agenda and acknowledge the changing NHS Fife
workforce profile, described within section 3 of the strategy.

Development of New Roles

NHSScotland has already invested significantly in its workforce and recognises the
benefit of new roles in the healthcare setting, but also recognises they need to do
more. NHS Fife must be able to design new roles that are based on competencies
and skills that allow the workforce to provide future care pathways and emerging
ways of working. These new roles include:

Physician Associates: Previously considered to be of limited benefit within Fife,
recent UK wide moves to regulate the role of Physician Associates may address a
number of perceived barriers in implementing this role. If successful, this could
provide an opportunity to supplement the workforce with Physician Associates, who
would be responsible for undertaking a number of day-to-day activities under the
supervision of a doctor (e.g. taking medical histories, performing physical
examinations, diagnosing illnesses, performing diagnostic and therapeutic
procedures, analysing test results and developing management plans).

Clinical Fellows: A new role of Clinical Fellow has been identified and developed
as a solution to the ongoing risk associated with unfilled DDIT posts, resulting in
non-resilient junior doctor rotas. The aim of this role is to ensure high quality, safe
and patient-centred care is maintained; improve the resilience of doctors in training
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rotas’ to ensure high quality training; and support the recruitment and retention of
high quality doctors in training.

Advanced Practitioners: Advanced Practice Nurses and AHPs have existed within
NHS Fife for some time. In order to support their continued evolution, and to
maximise their contribution in a modern and integrated health care setting, NHS Fife
published the Advanced Practice Strategic Framework in 2018. The aim of the
framework was to inspire the evolution of new clinical practice, highlighting the
importance of continuing education which underpins future role extension, and
addresses key themes to transform patient care within a multi-professional context.
The framework also advocated for the expansion of this role out with the current
disciplines, for example introducing advanced practice within Healthcare Scientists.

Modern Apprenticeships: NHS Fife’s historical approach to Modern
Apprenticeship (MA) has not been as co-ordinated as it could have been and steps
are being taken to redress this position. The introduction of the MA levy in 2017,
the resulting increase in available MA frameworks, coupled with a projected
decrease population of Fife aged between 16 and 64, and an above average youth
unemployment rate, mean that MA is an important element of achieving and
effective recruitment and retention strategy.

New clinical and non-clinical career pathways, supported by MA frameworks, are
currently being developed across NHS Fife, in line with a national drive to develop
MA’s within NHS Scotland.

In Fife work has begun to develop a Youth Employment Strategy. The purpose of
the strategy is to connect the key stakeholders in Health, Social Care, Schools,
Colleges and the partners in Skills Development Scotland and NES to promote and
co-ordinate the opportunities for young people to access and develop careers in
Health and Social Care in Fife.

Working in collaboration with Fife Council’'s Economy, Planning & Employability
Service agreement is in place for this service to support NHS Fife in identifying and
placing prospective young Modern Apprentices.

Service Manager's in Allied Health Professions, Laboratories, Nursing and
Midwifery and Support Services are identifying placements for both Modern
Apprentices and Foundation Apprentice placements.

Page | 23

58/365



25/38

Section 4 — Workforce Capacity & Capability

4.1

4.2

4.2.1

Distribution of Current Workforce

As detailed in paragraph 1.4, NHS Fife is currently made up of Acute Services, an
agreed range of NHS Fife Services delegated to Fife’s Health & Social Care
Partnership, which are managed through 3 Health and Social Care Divisions, plus a
range of Corporate Directorates such as Estates, Facilities and Capital Services,
Finance and Human Resources. The data in this section and within the rest of the
Strategy relates to all NHS Fife employees, including those who work in the Fife's
Health & Social Care Partnership. It does not include data for Fife Council
employees who work in Fife’s Health & Social Care Partnership.

Current Workforce Highlights
Staff in Post

NHS Fife employed 7,128.8 whole time equivalent (wte) staff and a headcount of
8,619 as at 31 March 2019. 43.2% of the workforce is engaged within the range of
services delegated to Fife’s Health & Social Care Partnership, with 37.7% of the
workforce engaged within the Acute Services. The previous 12 months has seen a
continuation of the trend where a greater percentage of NHS Fife’s staff is engaged
in services delegated to Fife’s Health & Social Care Partnership.

Workforce distribution by Division - 31st March 2019

Fife Health Board
Division, 1,354.4, 19.1%

Health B Social Care
Partnerchip Division,
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Workforce distribution by Job Family - 31st March 2019
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Similar to other NHS Boards, Nursing and Midwifery roles form the largest job family
within NHS Fife, accounting for 50.2% of the workforce. In contrast, non-clinical,
Administrative Services and Support Services job roles account for 27.2% of the
workforce.

4.2.2 Workforce Trends
Across NHS Fife there has been a reduction in the total wte worked by staff by
approximately 120 wte in the previous 12 months (-0.5%). This reduction was a
result of changes to the employment arrangements for Doctors in Training
introduced in 2018, which led to this staff group being employed centrally within the
East region.
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Since 2014 there has been a reduction of approximately 70 wte (-1.0%). This
reduction has largely focused on non-clinical, Administrative Services and Support
Services job roles. Restructuring systems and processes to achieve efficiencies
within these roles has meant that circa 90 wte fewer staff are engaged in these
roles over a five year period, allowing this resource to be redirected into clinical
roles.
The reduction in Medical and Dental Support roles predominantly relates to a
number of vacancies within Theatre Support roles being filled with Anaesthetic
Nurses, coded under the Nursing and Midwifery job family. This has not seen a
reduction in this function, and NHS Fife continues to review these arrangements on
an ongoing basis, appointing the most suitable staff in response to turnover.
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4.2.3 Changing Age Profile

Consistent with the demographic change in the population across Scotland, NHS
Fife’s workforce is ageing. The proportion of the workforce aged 50 and over has
increased from 37.4% to 41.6% in the previous 5 years, with the proportion of the
workforce aged 60 and over increasing from 6.7% to 9.1% in the same period.

Changes in the age demographics of the workforce over the previous 5 years are
detailed in the diagrams below.

Woaorkforce trend by age - 31st March 2014 and 31st March 2019
Agendafor Change Bands 1-4
250
200
150
m2014
100 m 2019
50 | A AE
0 .I“II“" | | | | I“I.ll.ll .

20 25 30 35 40 45 50 55 &0 65 TO 75 BO
Workforce trend by age - 31st March 2014 and 31st March 2019
Agendafor Change Band 5-9 plus non AfC grades

250
200
150
m2014
100 m 2019
% |
o . li | illl.l“ e
20 25 30 35 40 45 50 55 &0 65 O 75 BO

While the median (average) age of the workforce within NHS Fife has remained
consistent during this time (45.2), indicating significant growth in the 20-34 age
group, the distribution of the age demographics remain skewed towards older age
groups and as a result NHS Fife, along with other health boards, will require to
develop recruitment and retention strategies in order to avoid the loss of a
significant proportion of the workforce over the next decade. The development of
supply channels is necessary to enable alternative routes into the workforce to
ensure adequate recruitment.
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4.2.4 Changing Working Patterns

The ageing workforce appears to have impacted on working patterns in the previous
5 years. While whole time working remains the norm within NHS Fife, the
proportion of the workforce working full time hours or above has reduced from
49.4% in 2014 to 47.3% in 2019.

Analysis of working patters by Age Range highlights a 3.6% increase in the
percentage of staff aged 50 and over working part time hours between 2014 and
2019, while the percentage of staff aged 49 and below working part time hours has
remained consistent.

While it is recognised that increasing numbers of staff are choosing to work beyond
both the Occupational Pension Scheme Age and State Pension Age, partly to
assure their income in retirement, NHS Fife is required to consider how the output
from the national working longer steering group can be used to support the
employment needs of older people to ensure a sustainable and capable workforce.

4.3 Staff Turnover Rates
There has been an increase in the overall turnover rate within NHS Fife in recent
years, reaching a high of 8.5% in the year ending 31% March 2017, before reducing
to 8.2%in the year ending 31 March 2019. This is 1.4% higher than the published
turnover rate across NHSScotland for 2018/19 (6.8%).
Comparative workforce turnover trend
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While this increase may be symptomatic of an ageing workforce demographic, and
be driven in part by changes in the Scottish Public Pension Scheme regulations, the
increasing trend places an additional pressure on the need to recruit staff. A
greater understanding of the reasons for this is required in order to strengthen staff
retention policies.
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4.4

Local Labour Market Trends

With 75.2% of the population in employment at December 2018, the overall
employment rate within Fife continues to follow the Scottish average. As the graph
below highlights, historically there has been more variation in the employment rates
for those aged between 16 and 24, and these figures would need to be considered
along with other positive destinations for this age group, such as further and higher
education.
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Similarly the unemployment rate within Fife, which was recorded as 4.5% at
December 2018, has improved in recent years and is now aligned to the Scottish
average.

Although these trends present an improved Labour Market position for Fife, they
should be considered along with wider population changes impacting on the
demographics within Fife. With an aging population, the number of economically
active citizens in Fife has decreased by circa 1,700 (0.9%) in the previous 5 years,
with the number of economically active citizens, as a percentage of the population
aged 16-64, increasing by 1.3%. The actual reduction in the size of the population
aged between 16 and 64 within Fife is at odds with the overall trend in Scotland
where this population has increased within the same period. These trends are likely
to impact on the ability of NHS Fife to recruit from the local labour market as
increasingly organisations compete for these same individuals.
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4.5

4.6

4.6.1

Expenditure on Agency, Overtime and Additional Hours

NHS Fife spent £10,235 million on supplementary agency staffing for the year
ending 31st March 2019, an increase of 20.9% from the previous year. 76.2% of
this send was on Medical and Dental job family roles, with the majority (£5,683
million) spent on securing career grade supplementary staff, for example
Consultants and Specialty Doctors.
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Spend on supplementary nursing and midwifery staff, engaged via the internal
Nurse Bank, also increased by 27.9% for the year ending 31st March 2019.
Spend of Bank Nursing and Midwifery was £9,523 million.

Increase cost pressures for supplementary staffing vary. It includes challenges in
maintaining services in response to high levels of vacancies in certain specialties
and job families, winter bed pressures experiences in 2018/19, and levels of
sickness absence. Directorates are mitigating these cost pressures through a
series of initiatives being taken forward in conjunction with the Workforce Planning
Groups within NHS Fife and Fife’s Health and Social Care Partnership.

Key Workforce Challenges & Opportunities

Analysis of the workforce profile within the national, regional and local context of
NHS Fife identifies a number of risks to a sustainable and capable workforce.
These include:

Recruitment & Retention

Projected demographic changes, which will see a reduction in the working age
population of Fife, will lead to recruitment and retention challenges where NHS Fife,
and partner organisations providing health and social care services, increasingly
compete with each other, and other industry sectors, for a reducing resource.

To improve recruitment prospects, clearer career pathways require to be developed
which provides clarity to applicants on the wide range of employment opportunities
within NHS Fife and on the employment and progression routes within their chosen
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46.2

46.3

46.4

profession. Such pathways start with Modern Apprenticeships to ensure NHS Fife
is able to maximise the benefits of the MA levy.

In addition, and in preparation for the national Shared Services work, NHS Fife,
along with the other East Region Boards, is reviewing current recruitment practices
in line with a Once for Scotland approach. This involves the recruitment stages
being processed mapped to ensure best practice can be shared and adopted
across the three recruitment teams within the East Region.

Supplementary Staffing

As highlighted in the recent Audit Scotland report on Workforce Planning, the cost
of supplementary staffing increased throughout Scotland by 107% between 2012/13
and 2016/17. NHS Fife was not immune to this cost pressure given the levels of
vacancies within our Medical and Dental workforce.

Financial initiatives have been implemented to reduce this cost pressure, such as
the implementation of the Temporary Agency Medical Locum Framework, however,
minimising this cost pressure will require a concerted effort to move away from
external agency providers to an internal bank system, where earnings are more
closely linked to the NHS payscales.

Medical & Dental

Current levels of Consultant vacancies are presenting a range of services
throughout NHS Fife with difficulties meeting and sustaining patient demand. In
particular, specialties including Radiology and Psychiatry are all contributing to a
Consultant vacancy rate of 13.1%, 5.9% higher than the average across NHS
Scotland.

Services have responded to these challenges with a number of innovative solutions,
including the implementation of digital solutions within Radiology to support regional
collaboration, and joint appointments with neighbouring NHS Boards and
Universities to maximise the attractiveness of vacancies.

Notwithstanding these solutions, many of the services encountering the most
significant challenges have been identified as areas where regional working may be
of benefit. In addition, NHS Fife has progressed regional and national solutions for
some services, including the international recruitment campaign for Radiologists in
2018 and Psychiatrists in 2019.

Nursing & Midwifery

Although the overall Whole Time Equivalent of registered Nursing and Midwifery
staff has shown an increasing trend, as highlighted above, an increasing number of
staff are 50 years or above.

This age profile is replicated throughout NHSScotland and, therefore, the
recruitment and retention of nursing and midwifery staff is becoming more important
to ensure the sustainability of services. In response to this challenge, NHS Fife has
had success in working with neighbouring Universities in an attempt to recruit newly
qualified nurses into NHS Fife, and increasing the number of student places
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4.6.5

available on certain specialties.
Some areas of particular note include:

Mental Health — The number of newly qualified students graduating University has
proven insufficient to meet recent demand. A Service review has shown shortfalls
within inpatient areas making it difficult to deliver a full range of therapeutic
interventions and activities which prepare people for positive discharge. This is
being mitigated by using Occupational Therapy resource and activity worker roles
differently. In addition, the H&SCP is tackling stigma associated with mental health
as a key priority, and working with key partners to deliver early intervention, with the
intention of minimising the demand for inpatient care.

Advanced Nurse Practitioners — In 2016, the Scottish Government identified funding
to support an additional 500 Advanced Nurse Practitioners in Scotland within a 5
year period between 2016 and 2021. By March 2019, NHS Fife increased the
number of Advanced Nurse Practitioners by 26.9 wte within the first 3 years of this
pledge, as services introduced new models of care in responding to service demand
pressures and recruitment challenges within other staff categories. Services
continue to explore where they can use this role within new and evolving models of
care.

Theatre Nursing & Operating Department Practitioners (ODPs) — There is a
recognised shortage of ODPs throughout NHS Scotland, with new graduates often
electing to work for premium rates secured through external agencies. NHS Fife
has participated in the National Theatre Nursing & ODP Workforce Collaborative on
the development and delivery of a Dip (HE) in Operating Department Practice and
associated education pathway. The University of the West of Scotland has been
successful in tendering for this course and NHS Fife is actively participating in
discussions to confirm the number of students to take up places from September
2019.

Allied Health Professionals

The Allied Health Professions workforce has pushed historical job role boundaries
in recent years in response to service sustainability challenges. The introduction of
Allied Health Profession Consultants, Advanced Practice Physiotherapists and
Reporting Radiographers have all positively benefited the provision of care within
Fife. Continuing the introduction of advanced practice roles, in line with NHS Fife’s
Advanced Practice: Strategic Framework for Nurses, Midwives and Allied Health
Professionals in Fife, will be an important step in Fife’s Health & Social Care
Partnership Transformational Programme and the implementation of the national
GP contract.

These developments need to be maintained to maximise the contribution Allied
Health Professionals make to the transformational change agenda. National
agreement and local implementation of Workload and Workforce Planning Tools will
improve annual data collection, effective benchmarking and proactive workforce
planning.  However, closer collaborative working with national groups and
neighbouring universities is required to increase the provision of candidates in the
labour market and prevent Health Boards competing for an increasingly scarce
resource to fill future vacancies.

Page | 31

66/365



33/38

4.6.6

46.7

Psychological Therapies

Despite recruitment of additional staff, secured through Scottish Government
funding, demand for Psychological Therapies continues to exceed capacity and
clinicians continue to work through this. The H&SCP is responding to the challenge
by supporting system-wide redesign across statutory and third sector services to
reduce waiting times by improving flow, while better meeting individual needs.

GP Contract

General Practice carries out 90% of patient contacts within the Health Service,
therefore appropriate implementation of the new GMS contract is important if NHS
Fife is to realise the intended patient benefits of this contract, and allow GP’s the
opportunity to be more involved in influencing the wider Health and Social Care
system to improve local population health in their communities.

Initial multi-partnership work has been undertaken to scope this contract, and the
challenges involved in reducing the existing contractual complexity for GP’s under
the present arrangements, and establish how best to deliver improvements in the
primary and secondary care interface. Under the new GMS contract this will involve
the provision of wider multi-disciplinary professionals within practices, and the
impact this commitment has on the local, regional and national supply of these staff
groups will need to be considered.

4.6.8 Leadership Capability and Capacity

It is crucial that we ensure that those within our workforce who undertake a formal
leadership role within the Board are supported via appropriate training and
development to do so in a competent manner and displaying appropriate values
and behaviours. This will be provided by reviewing our current development
opportunities to ensure that these are fit for purpose.

Reflecting the ongoing transformation within Health & Social Care, it is recognised
that the skills and competencies held by the next generation of leaders will need to
be different. Focused on collective and collaborative working to meet the
challenges of tomorrow, Project Lift is a collaboration between the Scottish
Government and the NHS to create a digital platform supporting the development of
leadership capability and capacity to transform health and care.

The goals of Project Lift are to establish a system-wide approach to identifying,
supporting, enhancing and growing leadership talent at all levels in order to
transform NHS Scotland services and improve the experience of our people.
Specifically, its aim is to:

e Articulate, promote and develop key leadership attributes within NHS
Scotland, demonstrating the importance of values and insight as well as
ability and ambition

e Create the skills, behaviours, and culture to realise the ambitions of the
Health & Social Care Delivery Plan
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e Support a talent pipeline of our highest potential people and visible
succession planning to our most senior roles within NHS Scotland

e Make NHS Scotland an exemplar employer of proud, fulfiled and engaged
staff

4.6.9 Safe Staffing Legislation

The Nursing and Midwifery Workload & Workforce Planning (NMWWP) tools, which
will form the basis of Safe Staffing Legislation to be introduced in 2019, continue to
be rolled out and applied throughout Adult inpatient areas, Community Nursing,
Mental Health, Midwifery and Learning Disability services. Initial findings from these
exercises indicate that the number of nurses within the inpatient Mental Health
environment may need to be increased in order to optimise patient care, whilst the
complexity of patient conditions in community Adult inpatient areas may lead to an
increase in establishment levels in certain community hospital areas.

The Director of Nursing is responsible for reviewing and approving the NMWWP
exercise results, taking account of wider factors such as the Clinical Strategy,
changes to the future models of care, and a greater proportion of the population of
Fife to be cared in a community setting. In future, this will also require to take
account of the supply of staff to ensure robust triangulation between patient care,
finance and the availability of staff.

4.6.10 Sickness Absence

Levels of sickness absence remain a concern within NHS Fife, causing challenges
relating to the quality and continuity of care delivered by staff, in addition to financial
challenges associated with the costs of supplementary staff. Strategies continue to
be adopted to improve sickness absence trends, most recently involving the Well at
Work Group which has adopted approaches to embed a health promoting
organisational culture. The Well at Work Group is also exploring how wider Public
Health initiatives, such as those relating to reducing the health gap between the
more affluent areas and more deprived areas in society, could be adopted to
support staff.

4.6.11 United Kingdom’s withdrawal from the European Union

The implications of the UK’s decision to leave the European Union, popularly known
as Brexit, will be dependent on the final agreement negotiated between the UK and
the remaining 27 EU members. Currently, there remains uncertainty over the shape
of the labour market, employment law and immigration policy. All of these factors
will impact Workforce Planning at a national, regional and local level, and a variety
of solutions will need to be identified across these levels to ensure the health and
social care needs of our population are not adversely affected during the transition
period and beyond.
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Section 5: Broad Action Themes

As detailed within this plan there are a wide range of workforce demand and supply pressures that need to be planned for to ensure
workforce and service sustainability. The following section sets out broad workstreams that are being taken forward to close potential
gaps within the workforce in terms of numbers and skills within the Acute Services Division and Corporate Functions. The actions being
taken within the Health and Social Care Partnership are detailed separately within their Workforce Plan. The Partnership’s Workforce
Planning and Organisational Development Steering Group is reviewing the workstreams to be progressed within services delivered by
the Integrated Joint Board.

This Section is not a detailed implementation plan. The more detailed implementation/action plan will be developed and monitored on a

regular basis throughout the year by the two Workforce Planning Groups within NHS Fife and the Health and Social Care Partnership
respectively.

Page | 34

69/365



WORKSTREAMS

NHS FIFE STRATEGIC WORKFORCE PLANNING GROUP

AREA STRATEGIC/OVERARCHING WORKSTREAMS/ACTIONS

ACUTE SERVICES Consideration of Service Redesign across a range of clinical services in order to
meet future workforce demand and sustain services:

Audiology analysis of demand and capacity, review of existing patient pathways and a

revised skill mix

Cardio-Respiratory

Development of new roles and expansion of existing roles

Critical Care

Development of new roles and review of Technology Enabled Care (TEC)

Dermatology

Development of Advanced Nurse Practitioner roles

Emergency Medicine

Review of nurse staffing, review of medical model to determine future
sustainability, development of new roles and escalated planning of Urgent Care
Centres

Endoscopy & Gastroenterology
Service

Potential collaborative work within the East Region, review of Technology Enabled
Care (TEC), development of new roles and skill mix

ENT

Continue to review and implement new expanded ANP roles, potential
collaborative work within the East Region

Haematology

Development of new expanded ANP roles

Laboratories

Participation in potential Regional model, potential to achieve efficiencies through
regional working with shared systems and processes, introduction of Advanced
practice roles and review of Technology Enabled Care (TEC)

Medicine of the Elderly

Develop a transformational multi-disciplinary and multi-agency approach to the
MoE service, develop a nurse rotation programme supported by the Dundee
School of Nursing, review use of ANP role and review staffing via use of the
nursing workforce tool

Obstetrics & Gynaecology

Review of medical staffing skill mix, review model of care delivery consider
potential regional opportunities

Ophthalmology

Potential service redesign via Waiting List/Access bid and consideration of
potential regional opportunities

Orthopaedics

Development of successful Orthopaedic bid, review Consultant workforce and
consideration of potential regional opportunities

Paediatrics and Neonates

Review model of care delivery including skill mix required to deliver this to ensure
sustainability of the nursing service consider development of ANP roles

Page | 35

70/365



AREA

STRATEGIC/OVERARCHING WORKSTREAMS/ACTIONS

Radiology Consideration of regional options for service delivery, participation in any national or
international recruitment initiatives and consider the use of expanded roles within the
service

Renal Review use of ANP roles, review of medical/nursing workforce model

Theatres & Anaesthetics

Contribute to revising the national approach to train ODP’s within Scotland, review of
skill mix, introduce Physician Assistants and consider development of other Bank
options to provide a workforce supply

CORPORATE & WHOLE SYSTEM
PROFESSIONAL SPECIFIC AREAS

Medical and Dental Vacancies

Agree optimal regional operating models, implement regional medical bank and
review recruitment practices including local, regional, national and international

Doctors and Dentists in Training

Delivered for Doctors future development to integrate Dentists into the same model,
consider new models of care including new roles and use of Physicians Assistants,
Physician Assaociates, Clinical Fellows and Advanced Practitioners

Consultant and SAS Job Planning

Rollout of e-job planning

Nursing, Midwifery and AHP
Recruitment

Continue positive liaison with universities, colleges and schools, development of
additional placements for Dundee campus students within Fife, engage with national
workload and workforce planning group to support proactive workload planning

Administrative Services

Measurement of this element of the workforce and benchmarking nationally and
identification of any transformational change that may release resource efficiencies

Estates and Facilities

Participate in National Laundry & Catering Groups, explore potential regional
recruitment solutions if appropriate, continue in year review of vacancies to support
service redesign

Human Resources

Develop youth employment strategy and opportunities with DYW Board and directly
with schools, deliver a programme of open events, develop a programme for
broadening employment opportunities for other social inclusion groups within the
community, participate in East Recruitment transformation programme, participate in
national once for scotland policy programme, implement eESS and other workforce
related IT systems

Finance

Participate in local, regional and national programmes of service redesign
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Section 6: Implementation, Monitoring and Refresh

The implementation of the plan is the responsibility of the Chief Executive, Directors and
General Managers of NHS Fife. Levels of partnership working are supported by the Local
Partnership fora and the Area Partnership Forum. Performance scrutiny is provided by the
management structure of NHS Fife and assurance through the Staff Governance
Committee.

Whist the Director of Health & Social Care is a Director of NHS Fife, it is recognised the
post holder is responsible for a range of delegated services operating within an integrated
environment and responsible to the Chief Executive Officers within NHS Fife and Fife
Council. The Director of Health & Social Care, along with their Senior Leadership Team,
is responsible for implementing the actions detailed within Section 5 that impact on NHS
Fife staff engaged within the Partnership. Working with colleagues from NHS Fife, Fife
Council, Voluntary and the Third Sector, these actions will be progressed via the
appropriate governance arrangements.

The Strategy is a live document that is flexible and adaptive in response to change. The
Strategy, therefore, will remain a live document continually under review.
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Staff Governance Committee N—
Fife
DATE OF MEETING: Friday 28 June 2019
TITLE OF REPORT: Elgzgérr?nlc Employee Support System (eESS) Implementation

Barbara Anne Nelson, Director of Workforce (Senior

EXECUTIVE LEAD: Responsible Officer)

REPORTING OFFICER: Sandra Raynor, Senior HR Manager (Lead for eESS)
Purpose of the Report (delete as appropriate)

For Decision For Discussion For Information
Situation

The e-Payroll interface with eESS switched on successfully within NHS Fife on 26 March 2019 and
was made available to all managers and employees from 1 April 2019. From that date the data input
into eESS affecting remuneration of the workforce has fed payroll in addition to the data already
provided by SSTS.

Background

In advance of the e-Payroll interface switch on, NHS Fife rolled out to managers and employees the
self service modules and provided both a training pack including Standard Operating Procedures and
Learnpro modules for both managers and employees.

In switching on the interface this means that managers who previously input data by completing
payroll documentation, e.g. change forms or termination forms now input the data directly onto eESS
with an inbuilt approval process which feeds e-Payroll. There is still a requirement for a percentage of
payroll information to be undertaken manually for specific workforce issues, but the majority will be via
eESS.

New Start Engagement forms anticipated until the implementation of the recruitment module (JobTrain)
require to be completed by the new employee and the recruiting manager on an interim basis. JobTrain
is expected to be rolled out within NHS Fife between July and September 2019

Employees are now able to change any personal details, i.e. surname and marital status for example
directly onto the system which will also negates the need for any manual payroll forms that were
required to make such a personal change. This will also ensure that personal data is as up-to-date as
possible.

Assessment

The electronic interface between eESS and ePayroll has now been operational in NHS Fife for two
months, during which time managers and employees have been able to update personal and contractual
information electronically without the need to complete paper based forms.

In this time 1,887 transactions have been processed successfully through the electronic interface with
ePayroll.

Transaction Type Numbers
New Start Engagements 266
Terminations 286
Electronic Notification of Change transactions 978
Paper Notification of Change transactions 357
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As with any new system, there have been some lessons learned and further guidance and
communications are ongoing to continue to improve the interface interaction with ePayroll.

Should further tailored training be required for managers this will be developed as the need arises and will
continue to be monitored and reviewed through the data gathered from the eESS Service Desk Portal.

Next Steps

JobTrain is the national Recruitment System currently being piloted within three Boards, NHS Lothian,
NHS Lanarkshire and National Services Scotland. It is anticipated that all Boards within NHS
Scotland will have JobTrain rolled out over 2019 and there is a national implementation plan for this.

NHS Fife is within Phase 2, which means JobTrain will be rolled out between July and September
2019. Work is now ongoing to create an Implementation Group and Steering Board to oversee the
implementation plan for the roll out of JobTrain within NHS Fife. This system will bring about a
fundamental change to the way in which recruitment is processed within the Board and as part of the
overarching communication plan, as with eESS, there will be a need to advise managers who are
involved in any recruitment processes within the Board of what changes the new system will bring in
relation to changes to current practices.

Recommendation

Staff Governance Committee members are asked to note the switch on of the eESS interface on 1 April
2019 and to note the further implementation plan for JobTrain between July and September 2019 within
NHS Fife.

Objectives: (must be completed)

Healthcare Standard(s):
HB Strategic Objectives: Give staff the skills, resources and equipment to do their jobs.
Equip managers to be the best leaders.

Increase efficiency and reduce waste.
Further Information:

Evidence Base: Not applicable.

Glossary of Terms: HR:  Human Resources

eESS: Electronic Employee Support System
iRec: eESS Recruitment Module

OLM: Oracle Learning Module

Parties / Committees consulted prior to

Health Board Meeting:
Impact: (must be completed)

Financial / Value For Money The implementation is being met within the current HR
resources by prioritising workloads.
Risk / Legal: An overall Risk for the eESS project has been recorded on

Datix and a full eESS Project Risk and Issue Register has
been developed. This will be mirrored for Job Train.

Quality / Patient Care: A workforce information system will improve access to data
which in turn will improve decision making and staff
management. A workforce information system will also
provide quicker and more automatic reporting on workforce
information. Jobtrain will support consistent processes for
recruitment.
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Implementing eESS will have an impact on all NHS Fife staff.

Workforce:
Implementing Jobtrain will have an impact on all of those
involved in recruitment currently and also those who are
seeing to join the Board.

Equality: The completion of an Equality and Diversity Impact

Assessment has been undertaken.
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STAFF GOVERNANCE COMMITTEE

DATE OF MEETING: 28 June 2019

TITLE OF REPORT: Nursing and Midwifery Recruitment
EXECUTIVE LEAD: Helen Buchanan

REPORTING OFFICER: Janette Owens

Purpose of the Report (delete as appropriate)

For Information For Discussion

SBAR REPORT

Situation

This report has been prepared to provide an update to the Staff Governance Committee on recruitment
activity in nursing and midwifery across NHS Fife.

A number of initiatives and actions have been undertaken to increase recruitment of registered nursing
and midwifery staff in NHS Fife. There has been a particular focus on Student Nurses / Midwives who
are our largest pool of potential recruits.

Background

Vacancies:
e ISD Scotland National Statistics indicate that there has been an increase of 31.2 WTE registered
nursing and midwifery establishments between March 2018 and March 2019 (March 2018:
2733.1 WTE; March 2019: 2764.3 WTE).

e The number of vacancies reported as of March 2018 was 113.5WTE; March 2019 is 142.4. This
increase in vacancies has been affected by the number of staff opting to retire; the increase in

establishments — particularly in Advanced Nurse Practitioners.

e Vacancy Rate % for Registered Nurses and Midwives:

Mar 2017 | Mar 2018 | Mar 2019
NHS Scotland 4.9% 5.0% 5.0%
NHS Fife 3.4% 4.2% 4.7%
Recruitment of Student Nurses and Midwives:

BRANCH 2016 2017 2018 2019
Adult 68 96 91 124
Mental Health 15 17 17 30
Learning Disability 1 8 16 25
*Midwifery 10 23 22
Total 84 131 147 201

*Note that there was an ‘over-recruitment’ to midwifery by 20 staff prior to current student recruitment

Page 1 of 4
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Return to Practice:
e InJune 2019, 4 staff commenced the RtP programme with the University of Dundee.

HNC:
e In 2019, 9 HNC Students (NHS Fife Health Care Support Workers (HCSW) ) will commence 2"

year nursing at the University of Dundee; 15 HCSWs will begin HNC programme in September.

Age Profile, Contract Type and Gender:

e The median age of a nurse / midwife (registered and non-registered) in NHS Fife is 46 years,
with 20.1% age 55 years or over

e The median age of a nurse / midwife (registered and non-registered) in NHS Scotland is 46
years, with 19.7% age 55 years or over

NHS Fife:

Assessment

The table below describes actions taken in relation to a number of recruitment initiatives; their
outcomes and the way forward in 2018 / 19:

INITIATIVE OUTCOME

Due to commence

e Student recruitment e 201 appointments made .
employment in September.

Page 2 of 4
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INITIATIVE OUTCOME 2019
e Earlyin 2019, DoN / senior Increased student awareness of
nurse ‘visits’ to Fife Campus opportunities available within NHS
and University of Dundee Fife.
(mental health) to meet Positive feedback from students and .
. Continue
students, encouraging them lecturers. Students welcomed the
to take up posts in Fife. opportunity to meet DoN and senior
Application packs distributed nurses and go through an ‘informal’
at these events interview
Di i ith Abert
e Mental health Nursing - |scuss!onsj underway wi ber .ay .
to provide increased placements in Ongoing
Abertay .
Fife
e UoD — Mental health nursing
. . To encourage mental health students . .
commencing on Fife Campus Will review

in September. 50 places

to work in Fife on qualifying

e Permission to ‘over-recruit’

Positive message

20 midwife posts ‘over-
recruited’

HCSW posts over
recruited in ASD

e Returning to work on part-
time basis following
retirement

A number of experienced staff have
expressed an interest in returning to
work on part-time basis

e Induction

Agreement reached with universities
for students to attend induction over
the summer months

Continue

e Return to Practice

Course has commenced at UoD
(previously only Stirling, Glasgow and
Aberdeen)

4 commenced June 2019

e HNCroute

HNC students commence 2" year
nurse training in September

8 HCSW commence
programme in September

e HNC Health and Social Care

Develop NHS Fife as an employer of
choice for Fife College students
undertaking healthcare related
studies.

Link with college

e School pupils

School fairs

5th and 6% year pupils attended
taster session run by PEFs. Positive
feedback from students

Linking with AHPs on programme for
2" year pupils (prior to choosing
school subjects)

Continue to raise
awareness of
opportunities in NHS

e Nurse Bank

Recruitment initiative to commence
in Nurse Bank to reduce reliance on
agency

Recommendation

The Staff Governance Committee is asked to this consider this update and note the actions planned for

20109.
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Objectives: (must be completed)

Healthcare Standard(s): Nursing 2030
Staff Governance

HB Strategic Objectives: Clinical Strategy
H&SCP Strategic Plan

Delivery of patient care. Employer of choice

Further Information:

Evidence Base:

ISD

Glossary of Terms:

Parties / Committees consulted
prior to Health Board Meeting:

Associate Directors of Nursing / Midwifery; SEND

Financial / Value For Money

Impact: (must be completed)

Increasing use of bank and agency staff to support vacancies

Risk / Legal: Clinical risk: inexperienced staff unsupported

Quality / Patient Care: Potential inability to maintain service delivery, quality of care.
Workforce: Risks identified above.

Equality: N/A

Page 4 of 4
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Report to Staff Governance Committee Fife
DATE OF MEETING: Friday 28 June 2019 -
TITLE OF REPORT: The “Sturrock” Review to the Cabinet Secretary for Health
and Sport
EXECUTIVE LEAD: Barbara Anne Nelson, Director of Workforce
REPORTING OFFICER: Barbara Anne Nelson, Director of Workforce

Purpose of the Report

ForDecision ForDiscussion For Information
SBAR REPORT
Situation

On 23 November 2018, John Sturrock, QC, was asked by the Cabinet Secretary for Health and
Sport to undertake a fully independent external review into “Cultural Issues related to allegations of
Bullying and Harassment in NHS Highland. The report was published on 9 May 2019, along with
the Scottish Government response. The hyperlinks for both of these documents will be provided to
Staff Governance Committee members separately to this SBAR.

Background

The stated purpose of the review was to; create a safe space for concerns to be raised and
discussed with an impartial third party; to understand if any cultural issues have led to any bullying
or harassment where such allegations could not be raised and responded to locally and to identify
proposals and recommendations to improve the culture within NHS Highland.

Whilst the review dealt with NHS Highland specifically, the response from Scottish Government
also includes the view that the “findings present a number of timely considerations that may have
relevance across the whole of NHS Scotland”. The Cabinet Secretary for Health will be convening
a Ministerially-Chaired Short-Life Working Group, directly responding to the recommendation that
efforts should be made to create a more cohesive and joined-up approach to address the issues of
culture, particularly in relation to bullying and harassment.

Assessment

It is the intention of the Scottish Government to write to all NHS Scotland Boards to invite them to
consider the reviews findings and recommendations and will explicitly be looking for the assurance that
Boards are:

o Fostering opportunities for open and active dialogue with all staff, in the spirit of our Everyone
Matters Workforce Vision and Values;

o Senior leaders are challenging themselves and their teams to ensure that a culture in which our
vision and values are routinely modelled, and that positive behaviours permeate throughout the
whole organisation;

o Remain assured that their local Staff Governance Monitoring arrangements effectively scrutinise
implementation of the Staff Governance Standards, in particular that staff continue to be treated
fairly and consistently, with dignity and respect, in an environment where diversity is valued;

) Using systems for staff engagement and feedback, including iMatter, effectively and that Boards
continue to take action where issues are identified;
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managers of people

Next Steps

be required.

o Reviewing the implementation of workforce policies relating to bullying and harassment and
whistleblowing; that they promote staff awareness of these policies including how they can
safely and confidentially raise concerns, the sources of support available and that staff are
supported throughout the process;

o Reviewing their existing workforce training and development needs and make use of the talent
development and management programmes NHS Scotland has in place, including Project Lift,
to ensure that we are equipping all our staff with the skills and abilities they need to be effective

There will be a need to consider both the recommendations of the full Sturrock review in addition to
carrying out an assessment of the questions which will be posed by Scottish Government in the
coming weeks and months ahead. This assessment will be carried out in the first instance by the
Director of Workforce, in order that a further report can be presented to EDG and Staff
Governance. This report will highlight where NHS Fife sits in respect of this initial assessment, in
addition to a plan outlining the actions currently being progressed in this area, such as that
regarding Dignity at Work via the Area Partnership Forum, and also any additional actions that may

Recommendation

Staff Governance Committee Members are requested to note the content of both the Sturrock Review
and the Scottish Government response to the review to inform future discussion (these documents are
attached to this SBAR) and the next steps detailed above.

Objectives: (must be completed)

Healthcare Standard(s):

Staff Governance Standards

HB Strategic Objectives:

Meeting the requirements of the Staff Governance Standards
and in particular: Staff continue to be treated fairly and
consistently with dignity and respect in an environment where
diversity is valued

Evidence Base:

Further Information:

Evidence which underpinned development of the Staff
Governance Standards

Glossary of Terms:

N/A

Parties / Committees consulted prior
to Health Board Meeting:

Report and response will be considered by EDG, APF, LPFs,
Staff Governance Committee and other committees, as
appropriate

Financial / Value For Money

A positive working environment supports performance delivery,
attendance and recruitment and retention of the workforce

Risk / Legal:

A positive working environment reduces the risk of potential
claims being lodged

Quality / Patient Care:

A positive working environment supports performance delivery,
attendance and recruitment and retention of the workforce

Workforce: A positive working environment supports performance delivery,
attendance and recruitment and retention of the workforce
Equality: N/A
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The Scottish Government Response to the Sturrock Review

Ministerial Foreword

| am extremely grateful to John Sturrock QC for the commitment, energy and
diligence he has demonstrated in undertaking this Review, and for producing such
an expansive, thoughtful and considered report, in a relatively short period of time. |
would also like to express my sincere thanks and gratitude to everyone who
engaged with the Review and who shared their own, and sometimes difficult,
personal experiences. | am pleased to be able to now publish the review report and
to respond directly on behalf of the Scottish Government.

It is important for me to restate that bullying and harassment in any form is
fundamentally unacceptable. When | commissioned this review in November 2018, |
chose to do so because it concerned me greatly to hear that a small group of
individuals in NHS Highland felt that they had no option but to raise their concerns in
public. For those individuals, the staff of NHS Highland and indeed the people of
NHS Highland, it was essential the Scottish Government listened to those concerns,
and took appropriate action. In commissioning the review, | sought to ensure that
staff in NHS Highland would have the opportunity to access a safe space in which
individual and collective concerns could be raised. | also sought an independent
perspective on proposals for ways forward, to assist NHS Highland with taking action
to ensure an open, transparent and inclusive workplace culture.

| believe passionately in the NHS Scotland values of care and compassion, dignity
and respect, openness, honesty and responsibility, quality and teamwork. | know that
the staff of NHS Highland believe passionately in those values too and | was pleased
to see just how strongly that this is reflected in the Sturrock Review. NHS Highland
benefits greatly from very caring, supportive, diligent and highly skilled staff.

Nevertheless, the Review has identified a number of significant cultural issues that

have potentially contributed to a variety of situations and circumstances in which
there has been behaviour that might reasonably be described as bullying, or at the
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very least, inappropriate. It is important now that we take the opportunity to reflect
on these findings and that we engage constructively in dialogue, in the spirit of the
Review, to support implementation of the recommendations.

It is however only right and proper that the staff of NHS Highland are at the centre of
that dialogue. A sustainable way forward can only be found if staff are collectively
included in, and feel a sense of ownership of, that way forward. So | now expect the
Board of NHS Highland to carefully consider this substantive report and actively
engage with staff at every level to consider its conclusions and recommendations
and how these can be positively applied in NHS Highland.

Notwithstanding that, the Review only examined matters in NHS Highland; | want to
acknowledge that there is important learning and reflection here for other NHS
Scotland health boards and for the Scottish Government. In many respects, what the
Review states about how we work to build supportive cultures that engender and
encourage the right behaviours, is of general application. For that reason, | will be
convening a Ministerially-led Short-Life Working Group, with representation from
NHS boards, staff-side, the Royal Colleges and the Professional and Regulatory
bodies, to examine how we collectively take forward measures that support open
and honest workplace cultures. In particular, | will be tasking this group to look
specifically at what more we need to do to effectively deliver the behavioural and
attitudinal approach to leadership and management that is at the heart of the
Sturrock Review. Meantime, | will also be writing to all health boards in Scotland to
consider the Review and look again at the effectiveness of their own internal
systems, leadership and governance. Further, | will be working with my officials to
consider how the Scottish Government works to improve its existing relationships
with health boards, reflecting on a number of the observations made in the Review in
relation to board governance, and noting the programmes of work already under way
to reform health board selection, appointments and training.

In addition to this commitment to building more open, honest and inclusive cultures
going forward, | have also reflected at length on how we can ensure that all NHS
Scotland staff, irrespective of their role, have faith in the systems we have put in
place to allow them to raise their concerns, and feel safeguarded. This response
sets out a number of specific measures being taken forward in order to strengthen
our existing policy architecture. This includes a transformational approach to
refreshing our existing suite of workforce policies through co-production with NHS
Scotland and our staff-side partners with a view to delivering people-focussed and
user friendly policies that operate on a Once for Scotland Basis.

In order to ensure that all staff can have absolute confidence in the effectiveness of
our whistleblowing policies, the Scottish Government is taking forward new
legislation to introduce an Independent National Whistleblowing Officer for NHS
Scotland (the Scottish Public Services Ombudsman), who will have the authority to
investigate the handling of whistleblowing complaints, make recommendations and
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lay reports, before the Scottish Parliament. We will now also proceed with recruiting
new Non-Executive Whistleblowing Champions to every NHS Scotland health board,
and have these in post by the end of 2019. These Champions will scrutinise health
board’s application of whistleblowing processes and will have the authority to raise
concerns directly with the Scottish Ministers where they feel that issues have not
been appropriately addressed.

Beyond this response, | will continue to monitor how NHS Highland take forward and
implement the recommendations to this review. | will be visiting the board shortly to
hear first-hand how matters are progressing. | remain committed to ensuring that
that everyone in NHS Scotland feels welcome, safe and supported in their role. That
matters greatly to everyone who works in our NHS and it matters greatly to every
patient we serve.

Jeane Freeman
Cabinet Secretary for Health and Sport
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Background

On 23 November 2018, the Scottish Government announced that John Sturrock QC
would lead a fully independent external review into allegations of a bullying culture at
NHS Highland. The Review was commissioned following the public disclosure of
concerns about bullying and harassment in September 2018. The Review was given
a remit to:

e Create a safe space for individual and/or collective concerns to be raised and
discussed confidentially with an independent and impartial third party.

¢ Understand what, if any, cultural issues have led to any bulling, or
harassment, and a culture where such allegations apparently cannot be
raised and responded to locally.

¢ |dentify proposals and recommendations for ways forward, which help to
ensure the culture within NHS Highland in the future is open and transparent
and perceived by all concerned in this way.

In setting that remit, it was hoped that the Review would consider expressly the
cultural and contextual circumstances that led to public allegations being made in the
first place. Importantly however, there would be specific and explicit focus on
repairing and restoring trust, and building a foundation of cooperation and respect
going forward. It is important therefore to keep the particular terms of the
commission in mind; the Review has not forensically examined individual complaints
or concerns, but rather it has explored the environment in NHS Highland more
generally. Nevertheless, in a comparatively short period of time, the Review has
considered many voices and experiences, which have allowed John Sturrock QC to
provide a robust and balanced synthesis of these perspectives.

Shortly after John Sturrock QC commenced the evidence-gathering phase of the
review; it became apparent that a greater number of individuals would like to engage
with the Review than had initially been anticipated. The Scottish Government
agreed with Mr Sturrock QC that the Review should hear from these additional
voices, noting that this would have an impact on the timing of the publication of any
final report. Nevertheless, in order to strike the balance between hearing as many of
those who would like to contribute as possible, and producing a timely review, it was
also agreed with Mr Sturrock QC in January 2019, that he would commit only to
seeing those who had already engaged with the Review at that time.

Mr Sturrock QC submitted interim findings and recommendations to the Cabinet
Secretary for Health on 05 February 2019. The Cabinet Secretary subsequently met
with John Sturrock QC on 14 February 2019 to discuss those interim findings and his
emerging thoughts about potential ways forward.
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John Sturrock QC provided a draft report to Scottish Government officials on 27
March 2019, thereafter an appropriate representations process commenced. John
Sturrock QC subsequently revised the report to take account of any direct
representations made as part of that representations process. A final review report
was submitted to the Scottish Government on 03 May 2019; arrangements were
then progressed for its immediate publication.
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The Scottish Government Response to the Sturrock Review

The review presents a comprehensive suite of specific proposals through which NHS
Highland can take forward a package of actions in partnership. Helpfully, many of
the proposals are characterised as either for the immediate term (restorative) or for
the future (preventative). The proposals are also thematic, covering many topics
including present support, person-centred leadership, collaboration and
responsibility, governance, engagement in partnership, and the management of HR
processes. Taking forward these proposals meaningfully will require time and, as is
acknowledged in the Review, there is a need to develop a measured, thoughtful and
coherent strategy.

The Scottish Government accepts that there is value in progressing all of the
proposals put forward by John Sturrock QC in his report. Collectively, they have the
potential to deliver real and lasting change to the workplace culture(s) that existing in
NHS Highland, making it a better organisation that more effectively serves its
workforce and the people of Highland. It should be noted however, in the spirit of the
Review, that questions relating to how the proposals are implemented and the voices
that are included in that decision making process, are matters for NHS Highland to
now take forward.

Given the wide-ranging nature of the proposals, it will be important for NHS Highland
to urgently prioritise the action it is taking forward. The Sturrock review recommends
convening an appropriate and representative working group to oversee the board’s
response, particularly in its initial phase. The Scottish Government also expects that
the board heeds the Review’s recommendations in appointing an appropriate
executive lead (or leads) to oversee the short to medium team response, and that
early priority should be given to setting out the five initiatives the board will take
forward to make the biggest short-term improvement. Such a group should also be
used to support the organisation to identify and respond to areas where it needs
investment in resources, time and skills, to deliver agreed actions and build a longer-
term plan for implementing the preventative recommendations, particularly around
training and development. Effective oversight of the prioritisation and sequencing of
proposals will also be needed. It should also be kept in mind that whilst the
composition of such a group needs to be representative, it also needs to be
sufficiently agile to allow it to respond dynamically.

Notwithstanding that the board now requires time, space and support to set out a
coherent long-term response to the review, it is also acknowledged that immediate
action should be taken to ensure that staff are able to access confidential sources of
advice and support, that they are fully informed, and that any individual concerns
now raised are dealt with efficiently, effectively and, above all, sensitively. Once
again, in keeping with the spirit of the Review, consideration should be given to how
historical matters, and concerns where there is no immediately apparent resolution,
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are dealt with, in line with the principles of restorative practice. The Scottish
Government is already providing support to the board through a senior HR
professional adviser and will continue to do so for the foreseeable future.

Equally, underpinning both the immediate and longer-term responses, and central to
the findings of the Review, are observations and proposals about effective senior
leadership within NHS Highland. It should be acknowledged that there has been
change in the composition of the executive leadership of the board. The Scottish
Government supports the Review’s observations that the recent changes in senior
leadership may well prove refreshing and will be an opportunity for working
relationships to be reset in a way that fosters collective leadership. We are fully
committed to supporting the new Chief Executive and Interim Chair in setting the
“ethical tone at the top”. This begins with acknowledging formally that for many staff

who engaged with the Review matters have been very serious for a number of years.

The Scottish Government recognises that the various perspectives of those who
engaged with the review all need to be acknowledged. We are proud of the fact that
people take pride in working for our health service and staff deserve our recognition
and thanks for doing an excellent job in delivering world-class healthcare.

It is accepted that the Review makes a number of observations about the
relationship between NHS Highland and the Scottish Government, including in
relation to how and when the Scottish Government intervenes where issues have
arisen. lItis also noted that the Review makes a number of proposals in respect of
ensuring that effective governance is in place; work is well underway in this area.

Across Scotland, all appointments of non-executive members are now conducted
using a Values Based approach, using the values of NHS Scotland that were set out
in Everyone Matters: 2020 Workforce Vision. This means that the Values of
individuals are assessed as well as their skills and competencies. In recruiting
senior executives too, a values based approach is used. Equally, appraisal systems
have been realigned with our values and a programme of work is underway through
NHS Education Scotland to scope and deliver the development and support required
by those who lead our NHS Boards.

Work to review Governance in NHS Scotland began in autumn 2017, led by John
Brown, Chair of NHS Greater Glasgow and Clyde and NHS Tayside. That work
helped develop “A Blueprint for Good Governance”, published in January 2019,
against which all NHS Boards are now assessing themselves. A Corporate
Governance Steering Group has also been established to look at good governance
in NHS Scotland and identify areas for improvement — such as opportunities around
recruitment, training and development of board members and achieving greater
consistency in approach to governance across all boards. The Scottish Government
will continue to progress in earnest with this programme of work.
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Looking outward, the Review and its findings present a number of timely
considerations that may have relevance across the whole of NHS Scotland. The
Scottish Government believes that, without exception, all NHS Scotland staff should
be able to work in safe, rewarding and inclusive environments. Our staff should also
feel that they have the confidence and freedom to speak up when something has
gone wrong. For that reason, the Scottish Government is taking steps to actively
strengthen both our workforce policies and the effectiveness of board governance in
relation to whistleblowing matters. We are also currently working with in partnership
with the whole of NHS Scotland to deliver a transformation programme through
which we will deliver a revised suite of “Once for Scotland” workforce policies,
explicitly designed to be both people-centred and user-focussed. Further detail is
provided on each of these three initiatives in the sections that follow below.

In order to ensure that we harness the contribution of all stakeholders, The Cabinet
Secretary for Health will be convening a Ministerially-chaired Short-Life Working
Group, directly responding to the recommendation that efforts should be made to
create a more cohesive and joined-up approach to address issues of culture,
particularly in relation to bullying and harassment. The Scottish Government
recognises that the trade unions, professional and regulatory bodies all have an
interest in this topic, which is at the centre of employee experience and welfare. The
Short-Life Working Group will be convened this summer and will have a remit to
examine how we drive forward the attitudinal and behavioural approach to
leadership, management, engagement and wellbeing that is at the heart of the
Sturrock Review. The group will ensure that our efforts across the system are
achieving the sum of their parts and that we are taking a whole-systems approach to
delivering improvements in workplace culture in line with our vision and values, and
aligned to the Once for Scotland workforce policies transformation programme that is
already taking place.

In the immediate term, the Scottish Government will shortly be writing to all NHS
Scotland boards to invite them to consider the reviews findings and
recommendations. We will explicitly look for assurance that all boards:

o Are fostering opportunities for open and active dialogue with all staff, in the
spirit of our Everyone Matters Workforce Vision and Values;

o Senior leaders are challenging themselves and their teams to ensure that a
culture in which our vision and values are routinely modelled, and that positive
behaviours permeate throughout the whole organisation;

o Remain assured that their local Staff Governance Monitoring arrangements
effectively scrutinise implementation of the Staff Governance Standards, in
particular that staff continue to be treated fairly and consistently, with dignity
and respect, in an environment where diversity is valued;

o Are using systems for staff engagement and feedback, including iMatter,
effectively and that boards continue to take action where issues are identified;

90/365



10/19

o That boards review the implementation of workforce policies relating to bullying
and harassment and whistleblowing; that they promote staff awareness of
these policies including how they can safely and confidentially raise concerns,
the sources of support available and that staff are supported throughout the
process;

o That boards review their existing workforce training and development needs
and make use of the talent development and management programmes NHS
Scotland has in place, including Project Lift, to ensure that we are equipping all
our staff with the skills and abilities they need to be effective managers of
people.

It should be acknowledged that this response to the Review only constitutes the first
stage of a much longer process of improvement and reform that will require both
monitoring and reflection. The Scottish Government will work with NHS Highland in
the coming months as it undertakes its short, medium and longer-term action
planning in response to the publication of this Review. Shortly, the Cabinet
Secretary for Health will visit NHS Highland to meet with the board, the senior
management team and staff to examine the implementation of short-term actions
and to hear how longer-term action planning is progressing.

10
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An Independent National Whistleblowing Officer (INWO) for NHS Scotland

On 30 April 2019, The Scottish Government laid a Public Services Reform Order for
consultation in the Scottish Parliament. The draft Order makes provision to allow the
Scottish Public Services Ombudsman (SPSO) to investigate complaints made about
healthcare whistleblowing matters. The Order allows the SPSO to become a final
stage complaints handling authority for whistleblowing complaints. It is envisaged
that this will improve the efficiency and effectiveness with which whistleblowing
complaints are handled within NHS Scotland as all health boards will be required to
comply with the Model Complaints Handling Procedure for Whistleblowing
Complaints that the Ombudsman intends to publish. Where there are concerns
about how a complaint has been handled, the Ombudsman will provide an impartial
review function. Where the Ombudsman has chosen to investigate, it will lay a
report before the Scottish Parliament, ensuring that there is effective public
accountability and scrutiny of the handling of whistleblowing cases in NHS Scotland
organisations.

The principal policy objectives that the Scottish Government seeks to deliver through
introduction of the INWO function relate to the need to promote positive culture
change, improve the handling of cases, support good practice and strengthen
current assurance arrangements.

It is our intention that any reviews undertaken by the Ombudsman will consider the
procedure followed, the decision-making and the outcome, how the individual has
been treated as a result of raising a whistleblowing concern, and the culture of the
organisation in relation to whistleblowing. The INWO will also provide a national
leadership role, offering support and guidance to health boards, primary care and
independent providers under arrangements with NHSScotland.

A consultation with stakeholders is currently taking place and will conclude on 28
June 2019. Separately the SPSO are consulting on a set of Whistleblowing
Standards; that consultation will also conclude on 28 June 2019. Following the
consultation period, the Scottish Government will consider any representations
received in determining whether to make changes to the draft Order before laying
again in the autumn for Parliamentary approval. We will then work with the SPSO
and health boards to support a 6-month implementation and training process. It is
anticipated that the INWO function will go live in summer 2020.
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New Whistleblowing Champions (Non-Executive Board Appointments)

Following a period of engagement with the service, the Scottish Government intends
to appoint non-executive Whistleblowing Champion to every NHS Scotland health
board. The appointments will further promote a culture of openness and
transparency in NHS Scotland, where all staff feel confident that they can raise
concerns, safe in the knowledge that they will be supported and their concerns
properly investigated. In order to maintain their integrity, the Whistleblowing
Champion will not have an operational or investigative role, but will perform a
scrutiny function, as well as signposting staff to sources of support.

The Whistleblowing Champion will provide assurance that boards are complying with
workforce policy on whistleblowing. Where a Whistleblowing Champion has
concerns about the investigation or handling of concerns, then the Whistleblowing
Champion will be able to escalate their concern to the Cabinet Secretary for Health
and Sport, via the Scottish Government Director-General for Health and Social Care.

The Whistleblowing Champion will have a role in reporting on cases that have been
identified and in raising awareness of issues and areas of good practice; they will
also work to support the health board to ensure that the wider environment is one in
which any staff member feels safe and supported to raise concerns.

Recruitment to these new posts will commence shortly with all new Whistleblowing
Champions taking office before the end of 2019. Upon taking appointment, it is
anticipated that the Champions will work to support the 6-month implementation and
training process, in anticipation of the introduction of the Independent National
Whistleblowing Officer.
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Once for Scotland Workforce Policies
Delivering User-Friendly and People-Centred HR Policies for NHS Scotland

On 17 April 2019, NHS Scotland launched a public consultation on a suite of revised
workforce policies covering Bullying and Harassment, Capability, Conduct,
Grievance, Attendance and a single Workforce Policy Investigation Process. The
consultation is being taken forward under the auspices of the Once for Scotland
Workforce Policies Programme.

The objective of the programme is to refine the existing suite of NHS Scotland HR
policies, making them cleaner, leaner and more user-focussed. The Programme
works in partnership with NHS Scotland employers and staff-side organisations to
produce revised policies. It is anticipated that this first tranche of policies will be
formally adopted over the summer. A second-phase of the programme will
commence in the autumn.

The policy development process is running in tandem with the wider suite of
initiatives already set out in this response and contributes to the Scottish
Government’s core policy objective of ensuring that all staff can have confidence in
the rigour, fairness and effectiveness of NHS Scotland’s employment safeguards.
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Summary of Recommendations set out in the Sturrock Review

The following summary sets out a numbered list of the principal recommendations
emerging from John Sturrock QC’s independent review. The list should be read in
consultation with chapter 2 and with chapters 33 et seq. of the Sturrock Review
where additional important context and narrative is provided.

The Review report sets out proposals for the present (restorative) and for the future
(preventative). The Review also makes clear that these proposals should not be
taken forward in a pressurised way and that a coherent strategy should be
developed as opposed to taking a technical/transactional approach.

Noting that a number of the recommendations are for the immediate term and others
will require investment of time Skills and resources, John Sturrock QC has not
offered specific order of priority and states this is for NHS Highland to determine as
part of its collaborative approach going forward.

In order to assist, urgent and/or “restorative” recommendations are set out in bold.
Recommendations made by Mr Sturrock requiring the input and/or leadership of the
Scottish Government are underlined. These are based on an initial analysis of the
report by the Scottish Government.

Leadership

1. The lynchpin of this suite of recommendations is that the new
leadership in NHSH adopts a collaborative mind set; it must take its
ideas to the community at large and work with all the very able people in
NHSH to build a new culture.

2. There should be a facilitated early gathering of a selected group of
people who have responded to this review, to consider the report,
assess its proposals and plan the way ahead. (The Cabinet Secretary
could attend on the final day.)

3. A Priorities Task Force could identify and lead on the five initiatives
likely to make the biggest short-term difference.

4. An executive lead should be appointed to oversee short-term tasks
(John Sturrock QC describes this as an Associate Medical Director).

5. Thereafter regular reviews should benchmark progress, with a full review after
12 months.

6. Individuals should be encouraged to provide the Chief Executive with
confidential information provided to the Review.

7. Thought should be given to the chairing, remit and design of any Short-Life
Working Group established to take these priorities forward (this comes on the
back of concerns that a SLWG convened in the Autumn did not have an
appropriate membership, following a report produced by Sandy Gallanders for
the board).

People-Centred Leadership
8. There should be a renewed focus on people-centred leadership; in order to do
so there needs to be a resetting at senior manager and board level.
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9. Ongoing training and support should be provided for the new leadership team
in the months ahead.

10. Leaders within the board should seek coaching and support from other
leaders across the public sector in Scotland and engage with the Scottish
Leaders Forum.

11.Leaders within the board should consider how their approach to leadership
and management reflects the outcomes of the National Performance
Framework.

The Chief Executive

12.The Chief Executive will need to engage with people at a personal level, listen
well and seek to understand the constraints that people within the
organisation are operating under; he will wish to be seen and recognised at all
levels in the organisation.

13.He will need to build and to encourage the building of relationships.

14.The Chief Executive will require the support of like-minded colleagues and he
will benefit from a thoughtful and open approach from the Scottish
Government.

Acknowledgement & Civility

15.There needs to be authentic and meaningful acknowledgement, and
acceptance of how serious matters have been for many in NHSH over a
number of years, together with recognition and reassurance that these
matters will be dealt with rigorously going forward.

16.Equally, there should be acknowledgement of those who have been
affected by the fact that allegations have been made and who are
concerned about the adverse impact on NHSH.

17. All staff deserved to be thanked for doing a difficult job, often in difficult
circumstances.

18. Communication and visibility are deeply important. Regular
communication from senior staff and the chief executive should be a
priority, as should opportunities for staff feedback and suggestions,
including open forums with senior staff.

Governance

19. The board must prioritise being able to hold senior executives to account and
should review its structures, committee network and culture. Allied to this the
board will wish to oversee a review of the management structure.

20.There should be a review of board appointments, together with training and
support for all non-executive directors. This should take place at a Scottish
Government Level.

21.The Scottish Government may wish to review governance generally, including
ensuring that candidates have the skills, knowledge and expertise to be able
to serve on boards.

22.External support should be sought, and existing non-executive directors
should reflect on their role.
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23.1 endorse the suggestion that there should be an independent person for non-

executives to go to if they have concerns that their actions are not being
addressed after having raised these with a chair or chief executive.
24.Regular assurance should be provided that there is a robust working process

available for anyone who wishes to raise concerns around bullying and safety.

25.Recognition should be given to the time and skills needed and devoted by
non-executive directors.

26.The board should have a forward-looking strategic plan and shared vision,
which places an effective and people-centred approach at the centre.

27.There is an urgent need to engage all clinical staff in the realisation of an
effective clinical strategy.

28.The board should take primary responsibility for ensuring that the issues
raised in this report are implemented and progress is maintained in the future.
There should be a regular review of activity.

Clinical Engagement

29.Evidence from around the world suggests that improved clinical outcomes
follow from greater clinical involvement in management. There should be
reflection on the NHSH approach to clinical involvement in leadership as the
board moves towards a collaborative approach.

30. There should be clearer structures and a better understanding of the needs
and motivations of both management and medical staff.

31.The existing “Clinical Compact — The Highland Pledge” should be reviewed
with a view to effective implementation.

32.The board should have a system for rapidly addressing concerns; the use of
facilitation and mediation should be considered.

33. Similarly, there should be a reflection on the relationship between GP
practices and NHSH.

Trade Unions
34.The role of trade unions and staff-side representation merits review to ensure
that there is really effective representation. Trade Unions may wish to
reorient their approach to assist in creating a supportive culture.
35. There needs to be buy-in to a more rigorous and transparent overall
environment.

Argyll and Bute
36. A separate review in and about the functioning of management in Argyll and
Bute should be commenced, conducted by a person or persons from outside
the area.

Patient Safety
37.Where there are specific concerns about patient safety, these should be
referred to the chief executive or a specified independent person.

Present Support & Listening
38.There should be safe spaces provided for the many current and
outstanding issues to be addressed fairly and urgently.
39.This support should be provided by facilitators who have a variety of
skills including trauma recognition, pastoral care, other counselling and
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complaint handing skills. It may take months and will need to be well
resourced.

40. Specific support should be offered to those who have encountered
“bystander guilt”.

41.There needs to be clarity around the purpose and objectives, in order to
avoid creating unrealistic expectations.

42.There should be an opportunity for those who have not been able to
engage with the review to participate in a simple listening exercise; this
should be time-limited in duration. This needs to be well-communicated
and widely disseminated. The expected objectives, outputs and
timescale should all be publicised.

Specific Complaints: Independent Process & Safe Spaces

43. A strategy to resolve any outstanding cases, as speedily as possible,
should be devised, within a clearly set timescale, so people can move
on.

44.1t is for discussion whether this should be provided independently of
NHSH; in the short-term, there is likely to be much more confidence in
external provision.

45.Many complaints that are potentially amenable to resolution via the grievance
process could be resolved through facilitated conversations and mediation.

46. Safe spaces should be provided to support breaking the cycle of accusation
and counter-accusation as between “victims” and “perpetrators”.

47.Steps should be taken to rehabilitate, retrain and reintegrate those who have
been subject to or accused of bullying. Where necessary, steps should be
taken to make staffing changes.

Meetings
48.There could be a suite of well-facilitated meetings across NHSH to take
forward current concerns — but thought should be given to composition to
prevent issues arising. Efforts should be taken to listening to all points of
view.

Financial Matters
49. Consideration should be given to independent scrutiny of cases where
individuals have suffered loss or detriment as a result of the alleged
mishandling of their cases.

Training, Management and HR

50. There should be a preventative programme delivered looking at appropriate
behaviour, with a clear definition of what constitutes bullying and harassment.
Importantly this should include information about the effects of bullying on
individuals and on others.

51.There should be a preventative programme of action learning, training,
review, coaching and management; this support is essential at all
management levels.

52.Management culture should shift towards managers being viewed as
facilitators of other staff and their performance.

53.Mentoring and the sharing of best practice across all levels should be built
into working practice.
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54.There should be standards adopted in relation to meetings and relationships,
social media and communication generally.

Other HR Related Matters

55.There needs to be urgent direction given to HR and Organisational
Development, at the highest level. There should be organisation-wide
clarity about the role of HR.

56.HR practice should be reviewed, in the context of existing national
reviews.

57.Policies and procedures already existing that purport to deliver the goals to
which everyone aspires. The apparent gulf between what is written and what
actually happens in practice needs to be addressed.

58.National PIN policies need revision or perhaps to be better understood and
implemented.

59.HR practice in relation to the use of suspension, grievance and other formal
procedures should be reviewed and lengthy delays should be avoided.

Mental Health
60. Effective mental health supervision, including Occupational Health diagnosis
of Trauma where this is relevant to issues being raised.
61.A “Compassion Champion” and or “mental health first-aider” could be
appointed within the organisation to look for signs of stress.

Bullying Generally

62. Efforts should be made to create a more joined-up and cohesive approach to
address bullying and harassment issues which have been recognised and are
being addressed in various ways by the BMA, the GMC and others.

63. Senior Scottish Government Officials were aware of the dysfunctional
situation in NHSH for a considerable period of time prior to matters being
made public. There is a tension for the Scottish Government between
intervening and allowing bodies to deal with issues. Judging how and when to

intervene isn’t easy.

64.The Scottish Government is an essential part of the system, how it acts and
reacts impacts on those in boards and executive positions in local areas.
Now seems like a good time to review that relationship.

The Francis Report
65. Time should be spent considering and implementing the recommendations of
the earlier Francis Report “Time to Speak Up”.
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“There was never any physical violence. Only the fear. That nauseous feeling in my
stomach. Hyper vigilance. It would start on a Tuesday and culminate on the Friday when
we met. The intimidation was horrible. | would do everything | could to avoid it. | was
blamed for leaving early. | never told anyone at the time. They, those in charge, must have
known. But | felt powerless. Ashamed. As if it was my fault. It affected everything. | suspect

it has had a huge impact on my life.”

“I found it really hard being called a bully. It was shocking in fact but | couldn’t admit it to
anyone outside. | hadn’t been trained to take on this role. | had tried my best. But there
was huge pressure to conform, to do things a certain way. | knew | was hard to work for at
times and would tend to be demanding. In reality, | was struggling. | couldn’t show that or
tell anyone. | didn’t mean to cause harm. Sometimes, it felt like | was the one being bullied

even though | was supposed to be in charge. Even now, | feel ill at the thought of it...”

(see Personal Note at paragraph 1.17)

Report to the Cabinet Secretary: NHSH, April 2019
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“We can’t solve problems by using the same kind of thinking we used when we
created them”.
(attributed to Albert Einstein)

“The key to doing well lies not in overcoming others, but in eliciting their co-

operation.”

(Robert Axelrod)

“We have far more in common than that which divides us”

(Jo Cox MP)

“There is no us and them, only us.”

(Ken Cloke)

“When in doubt, do the kindest thing”
(unattributed)

“We are mirrored not by concepts, but by faces delighting in us—giving us the
Y P )4 9 9 giving
face we can’t give to ourselves. It is “the face of the other” that finally creates us

and, | am sorry to say, also destroys us. It is the gaze that does us in....”

(Richard Rohr)

“I’ve learned that people will forget what you said, people will forget what you

did, but people will never forget how you made them feel.”

(Maya Angelou)

2 Report to the Cabinet Secretary: NHSH, April 2019
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Questions

“Everyone thinks of changing the world, but no one thinks of changing
him or her self.”

(qdapted from words of Leo Tolstoy)

It is perhaps only by asking, and continuing to ask, ourselves and each other

difficult questions that a constructive way forward will emerge.

Before you read this report, | invite you to ask yourself some questions:

What am | hoping to find in this report?
What assumptions have | made before | start?
What do | hope to learn from reading this?
How open am | to new perspectives?

How willing am | to see another side of the story?

After reading the report, you might ask:

What have | learned?

What needs to change?

Who do I now need to talk to?
What else do | now need to do?
What do | need to let go?

How can | help to change things for the better?

If you are affected by what has happened in NHS Highland, | invite you to ask these
further questions:

What was my role in things which happened?

What might | have done differently?

What do | now regret doing or not doing?

What do | need to acknowledge in myself or about others?
What might it be like to be the person | dislike or fear most?

How might others see me?

“O wad some Power the giftie gie us, to see oursels as ithers see us!”

(Robert Burns)

3 Report to the Cabinet Secretary: NHSH, April 2019

5/176 105/365



Index

Introduction and Summary. . . . . . . . . 12

l. Introduction tothe Report. . . . . . . . . . . . .13
Remit. . . . . . . . . . . . .. ... ... ... ... .13
Public Announcements . . . . . . . . . . . . . . . . . . . ... .13
ReviewandReport . . . . . . . . . . . . . . . . . . . . ... .03
ReportSections . . . . . . . . . . . . . . . . . ... ... .. .14
PersonalNote. . . . . . . . . . . . . . . . . . . ... .. ... 14
Gratitude . . . . . . .. .. L0000 0000000 ... 14
AReflection . . . . . . . .. 0000000000014

2.Summary of the Report . . . . . . . . . . . . .15
Overview . . . . . . . . . . . . . . . . .. ... ...
TheReview. . . . . . . . . . . . . . . . . .. ... . ... ... 05
What the ReviewwasTold . . . . . . . . . . . . . . . ... ... .15
Understanding the Cultural Issues . . . . . . . . . . . . . . . . .. .16
Management and Leadership . . . . . . . . . . . . . . . . . ... .16
Governance . . . . . . . . . ..o oo e e e e T
HR and OtherProcesses . . . . . . . . . . . . . . . . . . . ... .10
Scottish Government . . . . . . . . . . . . . . . . . . .. ... .18
Whistleblowers . . . . . . . . . . . o . 0 oo o oL ..o ... .18
Ways ForwardforNHSH. . . . . . . . . . . . . . . . . ... .. .18
People-Centred Culture . . . . . . . . . . . . . . . . . . . ... .18
Other Considerations . . . . . . . . . . . . . . . . .« .« . . .. .19
Leadership, Governance and Management . . . . . . . . . . . . . . . .19
Supportfor NHSHEmployees . . . . . . . . . . . . . . . . . . .. .20
TrainingandHR . . . . . . . . . . . . . ... .. . . .. ... 20
Whistleblowing . . . . . . . . . o oo o000 000000002

Context. . . . . . . . . . . . . .22

3.NHS Highland . . . . . . . . . . . . . . .23
APlaceofWork . . . . . . . . . . . . . . . . . . . . . . . .. .23
The People who WorkinNHSH . . . . . . . . . . . . . . . . ... .23
Pressures and Priorities . . . . . . . . . . . . . . . . . . . .. . .23

A Word about Patients . . . . . . . . . . . . . . . . ... ... .2

4. My Approach to Conducting the Review. . . . . . . . .25
General . . . . . . . . . . . . . . . ... ... ...25

4 Report to the Cabinet Secretary: NHSH, April 2019

6/176 106/365



Content. . . . . . . . . . . . . . . . . . ... .25
Confidentiality . . . . . . . . . . . . . . . . . . . . .. ... .26
GettingUnderthe Surface . . . . . . . . . . . . . . . . . . ... .26

Scotland’s National Performance
Framework . . . . . . . . . . . . . .o 27

Dignity . . . . . . . . . . . . . . ... .02

5. Creating a Safe Space for Confidential Discussions. . . . . .30
O (0
The Meetings Themselves . . . . . . . . . . . . . . . . .. ... .30
Feedback about Meetings . . . . . . . . . . . . . . . . .. . ... 3

6. Adequacy of the Review . . . . . . . . . . . . .32
ExtentofResponse . . . . . . . . . . . . . . . . . .. .. ... .32
Publicity for the Review . « + « « v o B2
Limitations. . . . . . . . . . . . . . . . . . . . ... . ... .33
MSPs . . . . . . . . . . . . . . . .. ... ... .. .....33
CriteriaforMeetings . . . . . . . . . . . . . . . . . .. . ... .33
Spread of Views .« . . . . o e ... .33

Reasonable Cross-Section . . . . . . . . . . . . . . . . . . . .. .34

7. Initial thoughts . . . . . . . . . . . . . . .35
Understanding . . . . . . . . . . . . . . . . . .. ... ... .3
Process . . . . . . . . . . . . . . . . .. ... ... .....3
Relationships . . . . . . . . . . . . . . . . .. .. .. .. ...3
Change . . . . . . . . . . . . . . . .. . ... ... .. ...36
Learning. . . . . . . . . . . . . . . . . . . . . . .. .....036

8. A Few Words about Human Nature . . . . . . . . . .37

Introduction . . . . . . . . . . . . . . . . . . . . . . . . ... 37

Complexity. . . . . . . . . . . . . . . . . ... . ... ... .37
Fight, FlightorFreeze . . . . . . . . . . . . . . . . . . . . . . . .38
Mixing People and the Problem . . . . . . . . . . . . . . . . . . . .38
Assumptions, Perceptionsand Biases . . . . . . . . . . . . . . . . . .39
Why Does Any of ThisMatter? . . . . . . . . . . . . . . . . . .. .39
Choices . . . . . . . . . . . . . . .. ... ... .. .. 40

9. Navigating the Substance of the Report . . . . . . . . .4]
Symptoms, Diagnoses and Remedies . . . . . . . . . . . . . . . . . . 4

Themesand Topics . . . . . . . . . . . . . oo o004
ANoteof Caution . . . . . . . . . . . L Lo Lo 42

10. Bullying and Harassment . . . . . . . . . . . .43
Definition . . . . . . . . . . . . . . . . . . . . . . . . ... .43

5 Report to the Cabinet Secretary: NHSH, April 2019

7/176 107/365



8/176

Dame Laura Cox Descriptions .
Sir Robert Francis Report.
Language .

Why Bullying is Bad.

11. Culture
Definition
Many Different Cultures
An Iceberg?

What the Review was Told .

12. A Culture of Bullying and Harassment? .

General .

The Minority View .

Other Similar Views

Confusion .

A Spectrum? .

The Majority View .

A Bullying Culture?.

The Gallanders Report

The Gallanders Report in Context

Use of the Gallanders’ Report .

13. Experiences of Inappropriate Behaviour

A Matter of Concern

Range and Scale.

Views Expressed .

A Rural Practice .

An Individual View .
Historic Concerns

A Former Employee.

Other Experiences .

An Experience of the Board .

Managers’ Concerns .

14. Unwillingness to Raise Concerns

Introduction

Themes .

Understanding the Cultural Issues .

. 44
. 45
. 45
. 46

.47
. 47
. 47
. 48

49

.50
. 50
. 50
. 52
. 52
. 52
. 53
. 54
. 54
. 55
. 55

.56
. 56
. 57
. 57
. 57
. 58
. 58
. 59
. 59
. 60

61

.63
. 63
. 63

65

15. Possible Causes: Health Sector Generally . . . . . . . .66

Report to the Cabinet Secretary: NHSH, April 2019

108/365



9/176

Introduction

Changes in Expectations and Behaviour .
Medicine and Hierarchies

Resistance to Change .

Government Targets

Economic and Resource Factors .

Clinical Governance and Quality Improvement.

Other General Factors.

16. Possible Causes: NHSH and the Highlands .

Geography and Scale .

The Highlands

Many Positives

Insiders and Outsiders? .
Communication .

Rural Communities .

Social Care.

Importation of Ideas from Virginia Mason Hospital in Seattle
Highland Quality Improvement
Collective Trauma?.

Some Specific Observations about NHSH
Contrasts with Other NHS Bodies

Last Word? .

17. NHSH as a Dysfunctioning Family

18. Management Roles and Behaviours.

Introduction
Concern about Senior Management
The Medical Director .

Middle Management .
85

Vulnerability of Managers
A Very Real Concern
The Future .

19. Management and Clinicians.

Introduction

Observations .

Addendum .

20. Some Broad Management Issues

Introduction

Appointment and Recruitment

Report to the Cabinet Secretary: NHSH, April 2019

. 66
. 66
. 67
. 68
. 68
. 70

71

.72

73
.73
.73
. 74
.75
.75
. 76
. 76
.77
.77
.77
. 78
.79
. 80

. 81

.82
. 82
. 83
. 85

. 86
. 86
. 87

.89
. 89
. 89

91

.92
.92
.92

109/365



10/176

Promotion and Training .
Lack of Diversity .
Friendship and Family Ties .

21. The Board and Governance .

Introduction

A Failure of Governance?
Accountability and Competence .
Governance Structure .

The Jan Polley Review .

Strategic Plan .

Board Meetings .

Finally

Note .

22. Role of Non-Executive Directors (NEDs)

Information
Appointment and Training .
Looking Ahead

Remuneration.

23. Senior Leadership

Concerns Expressed
Other Perspectives .
Inability to Speak Up .
Leading by Example
Learning? .

A Note of Caution .

24. Role of Staff Representatives and Unions
Introduction
The Partnership Model
The Role of the GMB .

25. Human Resources Procedures, Policies, Processes and Related Issues
Introduction
Resources
Lack of Implementation .
Other Specific Concerns .
The Grievance Process
Delay .
Perceptions of Lack of Confidentiality and Bias.
Suspension, Capability and Redeployment .

Diversity and Discrimination

Report to the Cabinet Secretary: NHSH, April 2019

. 93
. 94
. 94

.95
. 95
. 96
. 98
. 98
. 99
. 99
. 99
. 99
. 100

102

. 102
. 103
. 104
. 104

105

. 105
. 105
. 106
. 107
. 107
. 108

110
. 110
. 110
. 110

112
. N2
. N2
. N3
. 13
. 115
. 116
.7
.17
. 118

110/365



11/176

Failure to Join Up Events .
Occupational Health .

Loss of Earnings .

Datix .

iMatter Survey

The Need for a Different Approach .
HR Views

Confidentiality

26. Trauma and Mental Health .

A Significant Issue?.

Confidentiality

27. Other Concerns about Behaviour

Introduction

Concerns Regarding GPs.

Nairn GP Practice

Radiology .

Chaplaincy.

Mental Health and Other Departments
Belford Hospital, Fort William .

Argyll and Bute .

28. The Role of Scottish Government

Tension and Balance
Awareness of Situation in NHSH .

Relationships .

29. The Whistleblowers .

Introduction
Context .
Damaging Effect.

Board and Management Reaction

Concerns about the Whistleblowers’ Behaviour

An Appropriate Whistleblowing Facility .

Introduction
A Better Way .
Resetting the Organisation .

Collaboration and Interdependence.

. 18
. 119
. 19
. 19
. 119
. 19
. 120
. 120

121
.21
122

123
. 123
123
124
124
. 125
. 125
. 125
. 125

127
127
127
. 128

129
. 129
. 129
. 130
131
. 131
132

Ways Forward for NHSH: General Underpinning. . . 134

30. Leadership: Creating a Collaborative, Compassionate Place of Work. . 135

. 135
. 135
. 136
. 136

Report to the Cabinet Secretary: NHSH, April 2019

111/365



12/176

Process and Relationships

Command and Control to Collective Leadership .

Compassionate People-Centred Leadership.

Understanding and Complexity .

31. Looking Ahead

Acknowledgement .
Healing .

Resilience

Realism .

An Example to Others?

Trust .

32. Dealing with Disagreement and Difficult Situations

Introduction

Dealing with Disagreement Generally .
Mediation .

Scottish Government Initiative.

Mediation in NHSH

Facilitation .

Ways Forward for NHSH: Specific P

33. Specific Proposals: Leadership .

Introduction

Collaboration and Responsibility .
Short-Life Working Group

A Reset: People-Centred Leadership
The Chief Executive. A
Acknowledgement of NHSH Staff
Civility

Governance

Clinical Engagement in the Contemporary NHS .

Trade Unions .
Argyll and Bute .

Patient Safety .

34. Specific Proposals: Present Support
Individual Support .
Listening is Key
Independent Process
Safe Spaces
Meetings and Workshops

. 137
. 138
. 138
. 139

141
. 141
. 141
. 142
. 143
. 143
. 143

144
. 144
. 144
. 144
. 145
. 145
. 146

147

roposals

148
. 148
. 148
. 149
. 149
. 150
. 150
. 151
. 151
. 152
. 153
. 153
. 153

154
. 154
. 154
. 154
. 155
. 155

Report to the Cabinet Secretary: NHSH, April 2019

112/365



FinancialMatters . . . . . . . . . . . . . . . . . . . . . . . . .15

35. Specific Proposals: Training, ManagementandHR . . . . 156

Training in Better Conversations and Appropriate Behaviour . . . . . . . . . 156
Managers . . . . . . . . . . . . . . . . . . . . ... ... ..156
Meetings and Relationships. . . . . . . . . . . . . . . . . . . . . .157
Mediation . . . . . . . . . . . . . . . .. . .. ... 057
Social Media Standards . . . . . . . . . .. .o o . 000 o o0 157
CommunicationGenerally . . . . . . . . . . . . . . ... .o 157
Other HRRelated Matters . . . . . . . . . . . . . . . . . . . . . .158
Mental Healthlssues . . . . . . . . . . . . . . . . . . . . . . . .158
Bullying Generally . . . . . . . . . . . . . . . . . . . . . . .. .15
36. Freedom and SafetytoSpeakUp . . . . . . . . . 160
Discussion . . . . . . . . . . . . . . . . . . ... ... ....0060
The FrancisReport . . . . . . . . . . . . . . . . . . . ... ...160

37. Quick Summary of Main Points and Proposals . . . . . . 162
38.Final Thoughts . . . . . . . . . . . . . . 163

Appendices. . . . . . . . . . . . .lo4

Appendix1 Useful Resources . . . . . . . . . . . 165

Appendix2  Excerpts from the Gallanders’ Report . . . . . 167
Appendix3 ViewsfromHR . . . . . . . . . . . 169
Bullying and Harassment in NHS Highland . . . . . . . . . . . . . . . .169
Bullying and Harassment Policy and Procedure. . . . . . . . . . . . . . .169
People Management . . . . . . . . . ... ....T70
Management Capability . . . . . . . . . . . . . . . . . . ... . .170
Improvement Ideas . . . . . . . . i ... .T70

Appendix 4  Respectful Dialogue and Civility. . . . . . . 172

Commitment to Respectful Dialogue . . . . . . . . . . . . . . . . . .172

Appendix5 Acronyms. . . . . . . . . . . . . 173

1 Report to the Cabinet Secretary: NHSH, April 2019

13/176 113/365



Introduction and Summary

14/176 114/365



1. Introduction to the Report

On 23 November 2018, | was asked by the
Cabinet Secretary for Health and Sport to
undertake a fully independent external review

into allegations of a bullying culture at NHS
Highland.

Remit

1.2

The stated purpose of the review was to:

Create a safe space for individual and/
or collective concerns to be raised

and discussed confidentially with an
independent and impartial third party.

Understand what, if any, cultural issues have
led to any bullying, or harassment, and a
culture where such allegations apparently
cannot be raised and responded to locally.

Identify proposals and recommendations
for ways forward which help to ensure
the culture within NHS Highland in

the future is open and transparent and
perceived by all concerned in this way.

Public Announcements

1.3

The press release announcing my appointment
included these words from me:

“My primary role, therefore, is to provide a safe
and confidential place for people to be heard
and to explore with them what the underlying
issues might be.”

In publicising the review, | added that | hoped

to make recommendations and proposals

with a view to helping to improve culture and
behaviours both now and in the future and
restore the trust between the management of
NHS Highland, the clinical community, and local
staff-side representatives, in order to build and
maintain a culture of cooperation and respect.

| note also that following a meeting hosted

by Shirley Rogers, Director of Healthcare
Workforce and Strategic Change in the Scottish
Government, with union representatives on

19th November 2018, a statement was made

1.6

by the Scottish Government that an externally
led independent review into the allegations of
bullying at NHS Highland “will consider all the
circumstances that have led to the allegations and

make recommendations” (my emphasis).

The Cabinet Secretary expressed the hope in
the Scottish Parliament on 27 November 2018
that | would at least present her with interim
recommendations in early 2019. That guided
my conduct of the review. | submitted interim
findings and recommendations on 5 February

2019.

Review and Report

1.7

1.8

1.9

1.10

This full report was submitted in draft form on

27 March 2019. | am conscious that this means
that the review was conducted in approximately
eighteen weeks (which included the Christmas
break). | am mindful that such a relatively short
period of time places some restrictions on the
scope of the review but hope that this report does
sufficient justice to what | have heard and read in

that time to enable others to build on it.

I have been able to revise the report to take
account of representations made since the first
draft and | am also aware that, since | gathered
information in late 2018 and early 2019, matters
have moved on with a number of changes at

senior levels.

| should also record, as | expand on later, that the
number of responses | received greatly exceeded
what had been anticipated when | was appointed
and this has impacted on the management of
time and resources. Nearly all respondents had
serious confributions to make and concerns to
express, and the majority requested meetings

with me.

Against that background, this report is designed
to enable the Cabinet Secretary to reach
conclusions about the matters | have explored in
connection with NHS Highland and, if she wishes
to do so, to act on my proposals and invite others

to do so. It is also written with a wider audience
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in mind including those in NHS Highland who
will need to take matters forward and all those
interested in the circumstances which | have been
asked to review.

1.1 Thisis by no means the final word. | fully
appreciate that some of those with whom | met,
and others with whom | have not met, will have
views to express about the content of the report.
That should be part of the continuing dialogue. |
have sought to reflect what | have heard and how
| have seen things. This report reflects a stage in
a longer journey of consideration and discussion
about these important issues.

Report Sections

1.12  To aid navigation through the report, it is
presented in six broad sections:

() Introduction and Summary (from page 12)

(I)  Context (from page 22)

() What the Review was Told ~ (from page 49)
av) Understanding the Cultural Issues
(from page 65)

(V) & (VI) Ways Forward for NHSH
(in two parts, from pages 134 and 147)

1.13  Some readers may wish to skim through the
Context section which contains a number
of general observations not all of which, |
acknowledge, will be of interest to every reader.

1.14  There are a number of chapters in each section.
Inevitably topics and themes overlap and
intersect.

1.15  For those who wish a quick overview, the
Summary of the Report, which follows after this
Introduction, provides that. Please do bear in
mind, however, that the full explanation of, and
context for, the points made there are found in
the detail of the report. There is also a Quick
Summary of Main Points and Proposals towards

the end, in Chapter 37.

1.16  For ease, | refer in this report to NHS Highland as
“NHSH”.

Introduction to the Report

Personal Note

1.17

| have some limited experience myself of what is
called bullying. The two quotations on page 2
relate to my own life experience: at school in the
early 1970s and some years ago as the founder
of a small business. Bullying affects many of us in

many ways.

Gratitude

1.18

1.19

| am grateful to my colleague Miriam Kennedy
for all her hard work behind the scenes and to
my colleagues Charlie Woods and Liz Rivers for
bringing compassion, insight and wisdom to the
process. Ainsley Francis also provided invaluable
support in the presentation of this report.

However, my biggest thanks go to the 340
people who came forward, often reluctantly and
with some trepidation, most of whom candidly
shared their experiences and offered their views.
While | have not been able to incorporate or
reflect all that | heard, | hope they feel that this
review does some justice to what they said.

A Reflection

1.20

1.21

We often wish that things had not happened

in our time. But we have to deal with what we
have been given. If challenges seem impossible
and overwhelming, all we can do is look to the
present and the future. We each have the choice
to do something, to make our contribution,
however small. In that way, our sense of
powerlessness can be converted into empowerment.

It is often said that “little things can make a big
difference.” | hope that this report will empower
many people in NHSH to choose to accept the
challenge to make contributions, however small,
to a better future for the organisation.
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2. Summary of the Report

Overview

2.1

2.2

2.3

2.4

2.5

2.6

2.7
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NHSH is and has been for many a great place

to work. There are thousands of well-motivated,
caring and supportive people providing excellent
caring services to thousands of patients in the
area served by NHSH, often sacrificially and well
beyond the call of duty.

This has been a very hard time for many
employees of NHSH and those connected with
NHSH. It may be that focus on the primacy of
patient care and safety in recent years, through
quality and performance initiatives, has not
been matched in all situations by care for those

delivering the services.

Patients and others in the NHSH community
need to be reassured that the day to day work of
the organisation is designed and able to do the

very best it can for all concerned.

The only way to optimise the use of limited fiscal
resources is to draw upon and acknowledge the
deep well of goodwill that exists in the NHSH
workforce. That goodwill has been seriously
tested in recent years for a number of those
working in NHSH.

Thereis a great opportunity now to create an
open, safe and inclusive organisation in all of its
component parts, perhaps even to be a leading
exemplar to other organisations. If real learning
can be taken from what has happened, and if
kindness and compassion can be restored in
NHSH, there is a great opportunity to build a

new kind of organisation.

There may be no greater leadership challenge

in 2019 than to help people under pressure to
feel valued and for everyone to appreciate the
benefits which come from rebuilding strong
relationships, bringing out the best in each other
and enabling everyone to be more effective in

every way.

It seems necessary, at a deep level, to
explore and understand why individuals and

organisations behave as they do, especially when

2.8

under pressure, and to find enduring remedies,
not transient sticking plasters. Current research
into behavioural psychology and neuro-science

provides an excellent resource to draw on.

This is an organisation with an £800 million
budget funded by the taxpayer. The current

situation merits serious analysis. This

report reflects a stage in a longer journey of

consideration and discussion about these

important issues.

The Review

2.9

2.10

2.1

Of the 340 people who made contact, the review
engaged directly with 282 respondents in face

to face meetings and in written form. They came
from a broad cross section of the staff employed
by or associated with NHSH, from most
departments, services and occupations, mostly

current and some former.

In total, the review has enabled a total of 186
individuals to express their views personally on
a one to one basis or in a group setting. This
was not easy for many. Most people expressed
satisfaction with the opportunity afforded to

them.

Those coming forward in response offered a
wide range of views, from those who wished to
say that they are not aware of bullying in NHSH
at all to those who provided details of their own
and others’ experiences of bullying behaviour,

both individually and collectively.

What the Review was Told

2.12

The majority (66%) of those responding to this
review wished to report experiences of what
they described as bullying, in many instances
significant, harmful and multi-layered, and in
various parts, at all staffing levels, and in many
geographic areas, disciplines and departments

of NHSH.
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2.13  There are issues common to the whole of NHSH,
some which are particular to the Inverness area
and Raigmore, and some which are particular to
more rural areas and to Argyll and Bute. These

affect wider communities too.

2.14  Asignificant minority of respondents expressed
views with varying degrees of firmness to the
effect that there is not a problem, or at least that
there is no bullying culture as such, and that any
conduct of concern is nothing other than what
might be expected in any similar organisation
with day to day pressures. They have been
hurt and angered by the adverse impact of the
allegations which have been made, on patients,

staff and local communities.

2.15 Asignificant majority of those with whom
the review engaged have, over a number of
years suffered, or are currently suffering, fear,
intimidation and inappropriate behaviour at
work. The issues raised are also wider and more
complex than “bullying”, however that is defined.

Bullying cannot be assessed in a binary way.

2.16  While it is not possible to conclude conclusively
that there is or is not a bullying culture in NHSH,
it may be possible to conclude that the majority
of employees of NHSH have not experienced
bullying as such. Having said that, extrapolating
from the evidence available to this review, it
seems equally possible that many hundreds have
experienced behaviour which is inappropriate.

That seems far too many.

2.17 The number of individual cases in which people
have experienced inappropriate behaviour which
falls within the broad definitions of bullying and
harassment described earlier is a matter of the
utmost concern. Many appear to have suffered
significant and serious harm and trauma, feel
angry and a sense of injustice and want to have
their story heard.

2.18 A number of those against whom bullying
allegations have been made are also, or have
been, the subject of inappropriate behaviour

themselves.

2.19 Many people have been afraid to take steps
to address issues internally or to speak out,
currently and over a period of many years. Many
feel that no really effective, safe mechanism to

do so has existed.

Summary of the Report

2.20 Asignificant number of employees, at all levels
of seniority, have resigned, moved to other jobs
or retired as a direct result of their experiences
in NHSH and inability to achieve a satisfactory
resolution, some to their financial detriment.

2.21 Themes emerged for staff who feel they are not
valued, not respected, not supported in carrying
out very stressful work and not listened to
regarding patient safety concerns, with decisions
made behind closed doors. They feel sidelined,
criticised, victimised, undermined and ostracised
for raising matters of concern. Many described a
culture of fear and of protecting the organisation
when issues are raised.

Understanding the Cultural Issues

2.22  The experiences of many NHSH staff are likely
to be attributable to a number of factors which
have built up over many years, a number of
which have also created difficulty in raising and

addressing matters locally.

2.23 Some factors could be described as cultural
and are possibly unique to the specific local
and geographic circumstances of NHSH and its
employees. Other matters are relevant in general
to the NHS in Scotland and to the provision of
health care overall. There are other significant
factors which will be common to all large
organisations.

2.24 These are explored in detail in this Report.

Management and Leadership

2.25 Many of the difficulties experienced in recent
years in NHSH are said to be attributable to a
management style which has not been effective
in the challenging circumstances of the modern
NHS, and relate also to the effectiveness of the
governing body to provide effective oversight.

2.26 Asignificant number of respondents expressed
concerns about the role of senior management.
The senior leadership of NHSH has seemed to
many, though not all, to have been characterised
over some years by what has been described as
an autocratic, infimidating, closed, suppressing,
defensive and centralising style, where challenge
was not welcome and people felt unsupported.

2.27 Asignificant number of managers who
engaged with the review reported operating
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in circumstances in which they felt unable to 2.35
manage effectively because of the uncertainties

and pressures presented by the current situation.

There is a real concern that allegations of

bullying can be used to avoid or deflect

appropriate management of performance and

other difficult issues.

2.28 It appears that the intersection in decision- 2.36
making between management and clinicians is
not working well enough and is a cause of much

Summary of the Report

In a public service with a budget of £800
million, new leadership should look seriously

at the learning arising from what has occurred,
especially in connection with holding to account.
If this is done, it should be possible to assess and
respond to allegations, such as those of bullying,

more fully at an earlier stage.

The absence of a proper strategic vision with
specific goals and timelines seems to be a
contributor to the current sense of lack of

frustration and sub-optimal performance. direction.

2.29 lIssues were raised about appointment, 2.37 The governance structure seems extensive
recruitment, promotion, training, diversity and and impenetrable to many. It does not seem
relationships of managers. conducive to open, transparent and effective

operation.

2.30 Many who were concerned at director and _ o
senior management level and who themselves 2.38 The l’0|e,.0'pp0|:1.‘n;enf, frc'Jlnmg and supporT of,
experienced bullying behaviour have left the o.nd provision of information to, .non—exe?cuhve

- directors appears not adequate in practice to
organisation. Some people have been very )
. meet the needs of the Board of a large publicly
damaged by the experience. o ] .
funded organisation with an £800 million
. budget.

2.31 ltis understandable that some have concluded udg

that what was being experienced at the to

s being expenienced ot T P 2.39 Unless people with the necessary skills,

of the organisation led to a situation in which . k

) e o . knowledge, expertise and experience (and

identifying and addressing inappropriate . . . . .

| . ability to ask the right questions in the right way

behaviour was difficult. . L L
while understanding financial, risk and other
management issues) are appointed to NHS
boards, there is a danger that governance will

Governance . . L

not be effective and national policies will not be
implemented effectively.

2.32  For a number of reasons, including inadequate P Y

rovision of information to the Board which .
P ] ) . 2.40 Many people expressed their concerns about the
was not conducive to effective and informed . . .

. ) ) partnership agreement for staff involvement in

decision-making and a culture which tended to y ; .
gi bl ) hat the Board decision-making and the role of trade unions and

iscourage challenge, it appears that the Boar staff-side representation, which appears to many
has not functioned optimally in its governance | fai

. . ) . employees to have failed adequately to represent

and oversight role leading to a situation where the interests of employees of NHSH in regard to
allegations apparently could not be raised and bullying claims
responded to, adequately, locally.

2.33  Over a period of time, concerns have been HR and Other Processes
expressed about a style of management and type
of behaviour which many contended was not 2.41 |t appears there has been, and continues to be,

acceptable in a large and complex organisation.
It seems clear that people in leadership positions
were or should have been sufficiently aware of
the concerns expressed as late as mid-2017 and
probably earlier.

2.34 Both the Board and the Scottish Government
were, or should have been, sufficiently alerted by
developments to act more decisively at an earlier

stage.

19/176

serious delay in addressing many of the issues of
significant concern to members of staff in NHSH.
This is often because of failures and delays in
recording, reporting and investigating, and in
grievance and other procedures and policies

for dealing with complaints and other concerns
(including the inconsistent and inappropriate
use of suspension and capability assessments,
breaches of confidentiality and perceived loss of
impartiality).
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2.42  While there is a lot of criticism of “HR”, that may

be a catch-all which conflates management
roles and the HR function and does not fully
acknowledge the wide-ranging nature of the
dysfunction across management generally.

Summary of the Report

exploration of the issues. The report’s findings
are not hugely influenced by the whistleblowers’
allegations; they were ultimately a catalyst for
others to come forward.

2.50 Many people have been hurt and feel
2.43 The view has been expressed that there is a misrepresented and offended by what has
strong need to improve diversity awareness and appeared to them to be a brutal step by the
bring the NHSH culture into line with attitudes whistleblowers. Individual reputations in a close
and practice in the rest of the UK. community have been adversely affected. There
seems little doubt that certain assertions were
2.44 It has become clear that mental health should too broad and without the support claimed.
be a major management issue for the NHS and
NHSH in particular. A significant number of 2.51  The existing system for whistleblowing does not
people employed in NHSH have suffered and seem to have functioned as effectively as it needs
some continue to suffer from significant mental to.
health issues as a result of their experiences,
many of which can be described as tfraumatic
given their repetitive and intrusive nature in Ways Forward for NHSH
disruptive and damaging situations.
2.52 In NHSH, steps can be taken, both restorative
2.45 There are a number of more specific concerns and preventative, to reset the whole organisation
which the report comments on in some detail. and to promote an institution-wide healing
and reconciliation initiative, supporting and
liberating the workforce. This is likely to have a
Scottish Government positive impact on patient care and outcomes
too.
2.46 Senior officials in Scottish Government were
aware of the dysfunctional situation with the 2.53 Better staff relationships will lead to better
Board and at senior leadership level for a clinical outcomes, especially when the tasks are
considerable period of time prior to matters complex and interdependent. To achieve this,
becoming more public in the autumn of 2017. there is an urgent need to collaborate and work
together rather than to compete, based on a
2.47 Thereis a tension for Scottish Government deeper and wider understanding of the shared
between intervening and encouraging interests that allow people to cooperate more
organisations and individuals to deal with issues effectively and efficiently to find solutions.
themselves. Government is often accused of over-
involvement. Yet, when things go wrong, it is held 2.54 This necessarily entails a move away from trying
responsible. Judging when and how to intervene to control everything to a more distributed, multi-
is not easy. disciplinary or collective leadership and decision
making.
2.48 The Scottish Government is an essential part of

the system. How it acts and reacts also impacts
on those in NHS boards and executive positions People-Centred Culture

in local areas. Now seems like a good time to

review this relationship. 2.55 There needs to be an enabling culture from the
top. Culture change needs to be owned by the
leaders. That means leaders who are not afraid,
Whistleblowers who have high self-esteem and a great deal of
humanity and compassion. Kindness is a critical
2.49 Those involved as whistleblowers genuinely component of the leadership which will be
felt they had no option but to do what they needed going forward.
did and that this was the only way to address
matters, even with the costs which arose. None 2.56 A new style of people-centred leadership will
of this would have been necessary or would be crucial, with a more effective and competent
have developed as it did had the Board and management team and board, and a more
management appeared to be open to a full compassionate, honest, courageous, humble,
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empowering culture, open to respectful
challenge, communicative and accepting of the
realities of operating in a very pressurised and
financially challenging situation. Fear cannot be
the driver.

Other Considerations

2.57

2.58

2.59

2.60

2.61

2.62

2.63

An honest conversation is needed more generally
in the NHS, and with the general public and
employees, about realistic expectations and the
perhaps inevitable tensions between clinical

delivery and financial reality.

Fault-finding and a culture of blame will not be
a productive way forward. Wherever possible,
NHSH will need to look forward constructively to

the future.

Looking ahead, it will be necessary to find ways
to acknowledge the circumstances of the past, to
recognise the impact on individuals, processes
and services, to demonstrate acceptance of some
personal responsibility, to show that lessons have
been learned, to reassure staff and indeed the
general public that there is a genuine willingness
to grasp the need for change and that things will
be different in the future, to rebuild confidence,
and to move forward with greater competence in

the years ahead.

More attention should be paid to early
intervention, when a difficulty or conflict is first
identified. Nipping matters in the bud is critical.
This can be addressed by education and training,
by empowering those affected and bystanders

to raise concerns early, and by introducing other
different approaches which move away from
adversarial or binary processes.

Many of the issues currently being addressed
through conventional grievance and other
procedures may be amenable to, and more
effectively resolved by, early intervention through
mediation and other facilitated conversations.

The time has come to place mediation firmly at
the centre of a preventative strategy in the NHS
in Scotland. That could start in NHSH.

Leaders and others will wish to reflect on and
seek to align how things are done in NHSH with
the National Performance Framework and its

outcomes.

Summary of the Report

Leadership, Governance and Management

2.64

2.65

2.66

2.67

2.68

2.69

2.70

It seems essential for the new chief executive

to exhibit an ability to engage with people at

a personal level, to listen well and to seek to
understand, to value contributions from all parts
of the organisation and to be alert to the human
effect of the inevitable tensions and constraints
which funding limitations and other challenges

bring.

He will benefit from the support of like-minded
and like-acting colleagues who can help lead by
example and demonstrate real empathy, insight,
self-awareness and vision in practice. He will
need the support of an appropriately qualified
Board chair who has a similar mindset.

There is a real need for an authentic, meaningful
acknowledgement and acceptance of how
serious matters have been for many people in
NHSH over a number of years, together with
recognition of the impact on them of these
circumstances and a reassurance that matters
will be addressed now with rigour going forward.

At the same time, there should be recognition of
the impact on those who have not experienced
adverse behaviour but who have been affected
by the fact that the allegations themselves

have been made. Healing can only occur if

the different experiences are recognised and
acknowledged.

Whatever procedures and policies are available,
they are unlikely to be effective unless people
are civil to one another, especially when under
pressure. This comes from the top and cascades
through the whole organisation. Consideration
might be given to adopting something akin to
the Commitment to Respectful Dialogue of
Collaborative Scotland.

The Board must be able to hold senior
executives effectively to account, in the sense

of supportively enabling and ensuring effective
leadership rather than blaming or coercing. A
review of governance structures, the committee
network and culture will enable the kind of clear
communication and taking of responsibility
which this report commends. Allied to this,

the Board will wish to oversee a review of the

management structure also.
Other detailed proposals regarding governance

should be acted on, particularly in connection
with non-executive directors.
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2.72
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2.74

2.75

Reassessment of the relationship between and
among clinicians, GPs and management seems
to be an essential part of building a collaborative 2.79
and mutually respectful and supportive culture.

There should be reflection on the manner and

benefits of clinical involvement in leadership.

Clearer management structures, a better
understanding of the needs and motivations
of both management and medical staff and a 2 80

positive approach to the greater good, will all

benefit staff and patients alike.

The role of trade unions and staffside
representation, including the partnership
agreement, merits review in order to ensure really

effective representation of employees’ interests.

2.81

By reason of its geographic and possibly other
specific circumstances, a separate review in and
about the functioning of management in Argyll
and Bute should be commenced, conducted by a

person or persons from outside that area.

In so far as staff have any specific concerns
about patient safety, these should be referred to
the chief executive or to a specified independent

person if preferred.

2.82

Support for NHSH Employees

2.76

2.77

2.78

20

22/176

Support is needed, in a number of ways, for

individual employees in NHSH (at all levels),

who have experienced inappropriate behaviour

and who have suffered distress, harm and 2.83
other loss. This should include providing safe
and independent spaces for many current
and outstanding physical, emotional and
psychological issues to be addressed fairly

urgently.

It is likely that these initiatives will result in a
need to address specific complaints, disciplinary
matters and grievances, many of which appear 2.84
to remain outstanding and/or unresolved. The
cooperation of the unions, especially the GMB,

will be important in this. A strategy to resolve the

2.85

many outstanding cases as speedily as possible

should be devised.

Other specific proposals are made in this Report.

Summary of the Report

Training and HR

Longer term, a carefully designed ongoing
comprehensive training programme addressing
appropriate behaviour (including a well
communicated, simple and clear definition

of what constitutes bullying and harassment,
together with diversity and discrimination

awareness) could have a profound impact.

There is a need to rebuild confidence in and of
managers. A programme of action learning,
training, review, coaching and support is
essential at all management levels, including
for those preparing for recruitment, induction or

promotion into management positions.

Among a number of specific recommendations
to build relationships and confidence, the
introduction and/or enhancement of well
facilitated team meetings on a regular basis,
possibly across boundaries on an inter- and/or
multi-disciplinary basis, with opportunities to
express concerns, to brief and debrief safely, and
review events and experiences in a supportive
culture, could help greatly. Managers could

be trained and encouraged to undertake and

facilitate these.

There needs to be an organisation wide clarity
about and understanding of the role of HR,
and its limitations, and it and Occupational
Health need full-time direction at the highest
level. Appointment of a full-time HR Director is
essential.

Al HR and other policies and procedures
should be reviewed, updated and simplified, in
the context of national reviews — and properly
publicised. Systems for accurate and robust
recording of complaints about alleged bullying
and harassment should be maintained so

that understanding of the extent, nature and
distribution of bullying and harassment in the

organisation is improved.

Grievance and other formal procedures, when
used as a last resort, must be redesigned to be
speedy, tfransparent and fair to all.

It is suggested that all NHS staff should

be educated about the effects of bullying,
the trauma model, the Adverse Childhood
Experiences study and how they can address
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unprocessed trauma leading to consequences
for the alleged victim and to themselves. Other
steps to address dealing with trauma are
recommended.

Whistleblowing

2.86

2.87

2.88

21

While one would hope that the steps

above would minimise the need, and that
“whistleblowing” would be very much a

last resort, further steps should be taken to
provide a properly functioning, clear, safe and
respected wholly independent and confidential
whistleblowing or, more helpfully, “speaking up”
mechanism.

All staff should be aware of how to use this and
in what circumstances its use is relevant so that
individuals with concerns are able to express
these confidently in the future.

Provision of an independent, confidential,
trained “guardian” or guardians seems essential
both for those who experience and wish to report
inappropriate behaviour and for those against
whom such behaviour is alleged.

Summary of the Report
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3. NHS Highland

A Place of Work

3.1

It has been an enormous privilege to conduct this
review. NHSH is a central and vital part of the
Highland community. It extends from Caithness
to Campbeltown, from Kingussie to Portree and
from Nairn to Tobermory. But, interestingly, not
to Elgin or Stornoway, Kirkwall or Perth! It has its
central focal point at Raigmore in Inverness. It is
a large, diverse, complex and sometimes fragile
organisation. NHSH is and has been for many a
great place to work. The following observations
by some of the respondents to the review
empbhasise this point.

“l am immensely proud to work for the NHS and
NHS Highland, | love my job and | think that the
majority of people working within the NHS go
above and beyond every day when they are at

work.”

“My over-riding impression is that staff are trying
their very hardest to provide the best standard of

care for their patients.”

“My experience of working as a nurse in NHS
Highland is a very positive one... Where ever | go
and whoever linteract or work with | am filled
with a great sense of pride to see such great staff

delivering really excellent care.”

“Raigmore is the nicest, friendliest hospital | have

ever worked in.”

“Generally speaking, it sometimes feels like the
organisation is under siege. One of the things
that keeps me going is how many good things
one can see in the organisation. Being able to

see that there are positive things happening.”

The People who Work in NHSH

3.2

23

There are thousands of well-motivated, caring
and supportive people providing excellent caring
services to thousands of patients in the area
served by NHSH, often sacrificially and well
beyond the call of duty. | have met many very
fine, high quality professional people, trying —
and doing — their best in their jobs, which they

3.3

3.4

3.5

love, in often really difficult circumstances. The
public’s expectations of them (and of the NHS as
a whole) are huge. We must acknowledge that
fact and its effects.

| have admired the professionalism and
humanity of individuals whose primary role is
either to provide care for others in the community
at times of stress and pain or to support
colleagues who do so. | am struck by the essential
goodness of those employed by NHSH and also
by the adverse impact on many of them of the
allegations which have been made, including on
those for whom the allegations came as a shock.

This has been a very hard time for many
employees of NHSH and those connected with
NHSH. It may be that focus on the primacy of
patient care and safety in recent years, through
quality and performance initiatives, has not
been matched in all situations by care for those
delivering the services. The two are of course
inseparable.

Overall, | am sure that NHSH staff wish to

do well for and to support each other and the
patients and others they seek to serve. This can
and should be the foundation going forward.
Patients and others in the NHSH community
need to be reassured that the day to day work of
the organisation is designed and able to do the
very best it can for all concerned.

Pressures and Priorities

3.6

| am aware that there are other pressures

and priorities too, not least financially. The
organisation is under huge financial pressure.
While that is so, it seems really important that
the people side is given full consideration. While
cost constraints are a part of life in a publicly
funded organisation, ultimately people must be
the priority. Indeed “People are the Priority” might
be a useful slogan for the year ahead. | am told
that prioritising people is a central tenet of the
Nursing and Midwifery Council Code.’

Nmc.org.uk. (n.d.). Read The Code online. [online] Available at https://www.nmc.org.uk/standards/code/read-the-

code-online/#third [Accessed 8 Mar. 2019].
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3.7

3.8

3.9

24

Financial targets will only work well if people are
thriving. Human dignity is an infinite resource;
public finance is not. Indeed, perhaps the only 3.10
way to optimise the use of limited fiscal resources
is to draw upon and acknowledge the deep well
of goodwill that exists in the NHSH workforce.
That goodwill has been seriously tested in recent
years for a number of those working in NHSH.
Ironically the damage to, and waste of, human
resources surely adds to the financial cost.
3.1
If people, and achieving their full potential,
become the priority, the converse is also likely
to be true. Real compassion in and towards the
workforce is an investment, an example perhaps
of preventative spend.

The value of all this coming to the surface, as it
now has, must be that it creates an opportunity
to learn, to try to do things differently in the years
ahead and to turn a crisis into a better future. At
some point, a line will need to be drawn under 3.12
the past and | hope that this report will play a
modest part in enabling that to be done. There is
a great opportunity now to create an open, safe
and inclusive organisation in all of its component
parts, perhaps even to be a leading exemplar to
other organisations.

NHS Highland

A Word about Patients

| am aware that it was hoped that allegations
of bullying against patients would also be
included in this review. However, given the time
constraints, it was agreed at an early stage
that these would not be included. Purely for the
record, we received very few such allegations,
even from the outset.

Everyone is agreed that patient safety is
paramount. Patient safety is not something | can
cover in detail in this report. However, a number
of concerns have been expressed to me about
the consequences for patients of unhappiness
and poor relationships among staff and it seems
inevitable, given the extent of dysfunctioning
upon which | report below, that there will be
issues to address, of which | was given some
examples.

On the other hand, and in keeping with my
earlier comments, the vast majority of patient
care is likely to be of a very high standard. In so
far as this whole situation has caused concerns
for patients and their communities, confidence
needs to be restored. | hope that this report, and
the actions following it, will play a part in helping
to do so.
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4. My Approach to Conducting the Review

“Clear is kind. Unclear is unkind...Feeding people half-truths or b......t to make them feel better (which is almost

always about making ourselves feel more comfortable) is unkind.”?

General

4.1

4.2

4.3

N

25

It was made clear from the outset that the
review could not specifically address individual
complaints or concerns, whether resolved or
unresolved. | emphasised that the review’s
objective was to explore matters more generally.
Those responding understood that readily. Of
course, individual matters are very important

as they represent experiences and examples

to take into account in considering the overall
situation in NHSH. | refer to a number of these to
exemplify the issues raised.

| am not an expert in the workings of the NHS
nor in allegations of organisational bullying.

| am better informed now but | am more of a
generalist than a specialist. That needs to be
borne in mind by the reader. In order to inform
myself better about the context of my review,

| have taken into account a number of other
reports and reviews. Some are specific to NHSH
and others are more general, such as the reports
by Sir Robert Francis in England?® and the Bowles
Report on NHS Lothian®. | have also been aware
of the BMA’s recent expressions of concern about
bullying more generally in the NHS in Scotland®
and of other reports commenting on bullying
elsewhere.

However, | have endeavoured not to be unduly
influenced by the fact or content of reports
relating to matters elsewhere and to focus

my attention on what has been and is said

to be occurring specifically in NHSH. It will

be for others to discern a pattern or to draw
comparisons, if any, with what is happening
elsewhere or more generally.

Brown, B. (2018). Dare to Lead. 1st ed. Random House.

4.4

In forming views, | have listened extensively
and tried to assess and distil what | (and my
colleogues) have heard and read. | have noted
the sources of information, and the apparent
veracity of what has been said. | have been
interested when multiple strands of information
have come together and disclosed a trend or

a theme. | have endeavoured to assess the
credibility of what | have been told. The wide-
ranging nature of the review has given me a
substantial body of material to draw on. When
making a statement of fact, | do so when | am
satisfied that what | have heard and/or read
reasonably entitles me to do so. Generally,
however, | am reflecting the views expressed to
me by others and have not sought to check every
statement made for its factual accuracy.

Content

4.5

4.6

In accepting this appointment, | made clear that
| would not conduct a form of inquiry in which

| would find fault or allocate blame. However,
inevitably, my report contains commentary which
implies criticism of individuals in some cases. |
cannot do justice to the many views expressed
and the experiences so many have shared with
me without doing so. This is unfortunate but it is

an inevitable consequence of such a review.

| have not recorded all of the detail with which

| was provided. That would have filled an

even larger tome. Necessarily | have tried to
acknowledge what | have heard and to assess
the bigger picture. That also means that others

Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry and Francis, R. (2015). Freedom
to Speak Up: An independent review into creating an open and honest reporting culture in the NHS.

David | Bowles & Associates Ltd (2012). Investigation in to Management Culture in NHS Lothian.

Freeman, T. (2018). Bullying ‘widespread’ in NHS Scotland, claims BMA. Holyrood. [online] Available at https://www.
holyrood.com/articles/news/bullying-%E2%80%98widespread %E2%80%99-nhs-scotland-claims-bma [Accessed 12 Jan.

2019].
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4.7

4.8

Confidentiality

4.9

will need to take forward and give effect, if they
wish, to the specific proposals and suggestions
which | make, and indeed develop these even
more specifically.

There is a sense in which my review is more 411
qualitative than quantitative, offering a broad

analysis based on observations, meetings, and

written submissions, without scrutinising every

detail of every claim, situation or case brought

to me nor placing precise numbers on all

aspects. That provides a strong basis for initial
understanding and insights and for a range of

broad initial proposals.

As | mention above, the review is not forensic
in the sense of testing every statement and
assertion. More specific inquiry may be necessary 412
in some areas and individual cases. Some of

my suggestions may seem overly general, naive
or untested. Some proposals may already have
been expressed or implemented elsewhere. So be
it. Repetition may be useful. Reinforcement may

be essential.

4.13

There is a vast resource in the thoughtfulness
and insights of NHSH staff. | am aware that

| am privy to a very large amount of hugely
helpful information about the workings of NHSH
and | am concerned to try to ensure that the
richness of what | have heard and read is not lost
altogether when it might be useful to others. On
the other hand, most of the information has been
disclosed confidentially and | intend to respect
that above all. In line with our undertaking to 4.14
Scottish Government and our data protection
responsibilities, data which we have gathered

will be destroyed within two months of the

publication of this report. | comment further on

this in my proposals.

Getting Under the Surface

4.10

26

4.15

| have tried to approach this review with an open
mind. | am very aware of the biases that affect
us all (and | write more extensively about that
later in the report), however careful we try to

be. Many of these biases are unconscious and

| need to accept that | cannot eliminate them
wholly myself. | can only see through the glass

My Approach to Conducting the Review

darkly... and recognise that my own knowledge
is imperfect. As has been said: “In human affairs
there is no certain truth and all our knowledge is but a

woven web of guesses.”®

My own main bias may be that my life’s work is
to try to find ways to understand why conflict
arises and remains unresolved in so many places
in society - and to endeavour to help people

find ways to overcome their differences and
communicate effectively about what matters to
them. In doing this, | may err on the side of trying
to help or to fix things when my role is only to
understand what is really going on and to make
suggestions.

To take a possibly oversimplistic medical
metaphor, | have been aware that there are
many reported symptoms of a problem in NHSH
which have been presented as bullying, and that
one of my tasks, rather than merely accepting
what appears on the surface, is to explore
underneath and try to understand and diagnose
the underlying causes of those symptoms.

In other words: What is happening? Why is it
happening? What lies under the surface? What

is really going on? And why? Only then can a
general remedy or set of remedies be proposed
for consideration and testing, after which it
may be possible to prescribe a way forward in
specific terms. This may be both restorative and
preventative. What can be done to make things
better? How can that be achieved? Why might that
work better?

Even then, there may be a real need for trial

and error until the best solution or solutions is
found. It is unlikely that there will be easy fixes.
Perseverance and patience will be required. To
adopt a cliché, if the patient is really hurting, the
application of a sticking plaster on the surface is
unlikely to suffice.

Words from a report by the Organisation for
Economic Co-operation and Development

(OECD) resonate in NHSH:

“We're beyond quick fixes to address the discontent
of people. There is no returning to the past. Too many
things are not working for too many people. The only
way forward is not to patch up ..., but to shake it up.

Xenophanes, Fragments as translated by Popper, K. (2002). Conjectures and Refutations. 2nd ed. London: Routledge.
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We are confronting a similar foundational moment: 4.17
one that demands decisive cures, rather than

palliatives. These times require the same boldness,

innovation, and above all, the long-awaited action to

recreate, with our employees and stakeholders, a fair

and prosperous future for all.” 7

Scotland’s National Performance

Framework

4.16

27

During my work on this review, | became aware
of the details of the National Performance
Framework (NPF). These are intended to

guide public sector authorities in the conduct
of their organisations. Social, economic and
environmental indicators are designed to
measure national wellbeing with a view to
enabling all citizens to flourish. It is designed
to be open, transparent and non-political and
to encourage a shift from “business as usual”.
It draws attention to the complex interplay 4.18
between the human stuff and the system stuff,

illustrated as follows:

My Approach to Conducting the Review

NPF recognises that we live in a VUCA world,
one which is volatile, uncertain, complex and
ambiguous:

THE VUCA WORLD

Volatility — The nature, speed, volume,
magnitude, and dynamics of change

Uncertainty — the lack of predictability of issues
and events

Complexity — The confounding of issues and the
chaos that surrounds any organisation

Ambiguity — the haziness of reality and the
mixed meanings of conditions

All of this is certainly true of the modern NHS
and, as | have discovered, of NHSH.

The following further illustration shows the
complexity of the world in which the NHS and
other public bodies operate:

Gurria, A. (2017). Globalisation: Don’t patch it up, shake it up - OECD Observer. [online] Oecdobserver.org. Available at
http://www.oecd.org/newsroom/globalisation-do-not-patch-it-up-shake-it-up.htm [Accessed 28 Feb. 2019].
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4.19 Among the values of the NPF are being a society 4.20 | have found all of this to be a helpful benchmark

which treats all our people with kindness, dignity as | review what has happened in NHSH. It seems
and compassion, respects the rule of law, and likely that NHSH will benefit from following

acts in an open and transparent way. Among the the approach set out in the NPF as part of its
expectations about how the National Outcomes leadership in the public sector in Scotland. The
will be achieved (see below), one particularly Purpose, Values and National Outcomes of the
caught my attention, as | noted in the list of NPF are illustrated here:

quotations which opened this report: “We grow
up loved, safe and respected so that we realise our
full potential”. This should strike a chord as we
explore what needs to happen in NHSH.
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Dignity

4.21

4.22

4.23

8

29

Above all, in conducting this review, | have been
guided by the requirement to recognise that a
sense of dignity is a fundamental need and right
for all of us.

Donna Hicks has written eloquently ...

“All human beings are unique; there is only one copy
of us around. Something so precious deserves to be
treated as invaluable, priceless, and irreplaceable. Yet,
not a day goes by when we don’t experience some kind
of violation to our dignity—a rude remark, a critical
tone of voice, a dismissive gesture intended to make

us feel small. We all know the crushing and intolerable
feeling of being shamed.

We human beings have an uncanny way of knowing
how to psychologically hurt one another, and the
attacks are always aimed at the most vulnerable
aspect of our being—our dignity, our sense of worth.
We share this vulnerability, just as we are all prone to
physical attack and injury. Whether we are aware of

it or not, when we inflict wounds on one another, they
are meant to make us doubt the very core of who we
are. They leave us with the question, “Am | good or am

Ibad?”

The truth about wounds to our dignity is that they
don’t go away. They accumulate within us until we do
something radical, like scream at someone, walk off a

job, leave a marriage, or start a revolution.” 8

| sense that these words will resonate with many
of those in NHSH who engaged with this review -
and with others too.

My Approach to Conducting the Review

Hicks, D. (n.d.). Declare Dignity. [online] Declaredignity.com. Available at https://declaredignity.com/dignity-project/

[Accessed 28 Feb. 2019].
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5. Creating a Safe Space for Confidential Discussions

Responses

5.1

5.2

5.3

5.4

5.5

In fulfilling the remit, in December 2018 and
January 2019, this review has enabled a total of
186 individuals to express their views personally
on a one to one basis or in a group setting.

In total, | met with 53 individuals on a one to
one private and confidential basis and spoke

to another 8 on the telephone, usually at some
length. As the number of responses greatly
exceeded that which was initially expected, two
senior colleagues, Charlie Woods and Liz Rivers,
assisted me by conducting further meetings.
Between them, they conducted a further 27
private meetings with individuals and reported
on each of these to me.

We also met a further 98 individuals in group
settings, with groups ranging in size from 2 to 18.

In addition to the meetings discussed above,

| also received 96 submissions in writing from
people whom we did not meet, both in detail
and simply by email correspondence. Many of
those with whom we met also submitted detailed
further written submissions.

In total, therefore, of the 340 approaches we
received, my colleagues and | engaged with 282
respondents directly and in written form.

The Meetings Themselves

5.6

5.7

30

We conducted most of our meetings in a hotel
in Inverness which provided an independent
and discreet location, where we worked hard to
avoid overlap or any embarrassment for those
attending. | also conducted meetings at NHSH
headquarters at Assynt House, at Raigmore
Hospital, Inverness, and in a rural community.

| regret that, in the time available, | was not
able to travel to other locations or to engage
with more people at their places of work.
However, most people wished to meet outside
of their workplace in any event. Many travelled
a distance to meet me. Given the number of
meetings, and constraints on time, meeting in
the way we did was the most efficient way to use
fime.

5.8

5.9

5.10

5.1

Our approach in meetings was to encourage
people to speak candidly and frankly about their
experiences - and to listen without judgment to
what they wished to tell us. Each meeting lasted
for about an hour, some taking a bit longer,
others less. We asked questions to clarify certain
matters and to understand more deeply what
each person had experienced and was concerned
about. Where it was relevant to do so, we asked
about ways forward in the future. Again, where
necessary, we carefully challenged conclusions or

inferences drawn.

| was aware that, for many people, being able
to tell their story to someone face to face was
important to them and that having someone
independent and impartial to listen was also
very important. For some, it was cathartic. For
others, there was a sense of obligation in trying
to ensure that what had happened to them did
not happen to others; for yet others, stepping
forward now eased the pain of the guilt they felt
about not having spoken up before. For some, it
was an opportunity to make sure | heard all sides

of the story.

| am aware of course that, for many people,
speaking up and speaking out is not easy to do.
Many of those who approached me have not
spoken before and many were anxious about
doing so. Indeed, | was struck by the level of
fear that some respondents exhibited about
participating (in any way) with the review

and their perceptions of the possible adverse
consequences of doing so. Taking part was all

the more commendable.

Some of the meetings were difficult and
emotional for the individuals concerned, for a
variety of reasons. | am aware that many people
confided in me in a way that they had not done
with anyone else. For these reasons, | have

only referred to specific examples when | have
received specific permission to do so. Otherwise,
and generally, | made clear that views expressed
would be reflected in the report in an entirely

non-attributable way.
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5.12

The relief felt by many was expressed by one
respondent in these words:

“I feel I've told someone. | praise the bravery

of the colleagues who made this an issue and
opening the door for me to finally say how | felt.
At least | feel less alone, thanks for hearing me

”

out

Feedback about Meetings

5.13

5.14

5.15

31

This response is mirrored in anonymous feedback
which we obtained through a questionnaire sent
out by email after the one to one meetings to all
those with whom we met:

96% said they felt listened to in the meetings
89% found the meeting useful

97% found that the atmosphere was
conducive to a frank conversation

91% felt able to express all
concerns and points of view

76% said the meeting had given them confidence
in the independent review process and

75% felt that the meeting itself had helped
them process their experiences.

In the anonymous feedback for meetings of
groups, 92% of those who attended group
meetings expressed the view that the meetings
had been useful while 100% said the atmosphere
was conducive to a frank conversation, that they
felt listened to and that they felt able to express
all of their concerns and points of view.

| am sure that a mere electronic feedback process
has limitations (and some respondents observed,
for example, that confidence in the review could
only come later) but these results offer some
reassurance that the approach was worthwhile
for many of those who participated.

Creating a Safe Space for Confidential Discussions
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6. Adequacy of the Review

Extent of Response

6.1 Overall, as noted above, a total of 340 people
engaged with the review. They have come from
a broad cross-section of the staff employed by or
associated with NHSH, from most departments,
services and occupations, mostly current and
some former. To give me some context, | spoke to
a few outside observers also.

Respondent Role

Other management

16%

Consultant

17%

Other support
25%

NHSH Employment Status

Present

79%

Not known 1%

34/176
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6.2  Geographically, the respondents came from

across the region covered by NHSH, including
Argyll and Bute. As can be seen in the graphics
below, they span support staff, doctors and
nurses, GPs, senior and middle management,
board level, allied health professionals and
others.

Place of Work

Argyll & Bute
Inverness

40%

Caithness
7%

Lochaber 2%

Western Isles 29%

Other 9%

Raigmore

52%

Clinical and Non-Clinical

Staff Ratio

Clinical

53%

Not known 2%

Non-clinical

45%
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6.3

In total, again as noted above, my colleagues
and | engaged with 282 of these respondents
directly and in written form. Altogether,
approximately 40 days were allocated to
meeting and information gathering, together

with substantial support and administrative time.

Writing up the report has taken many additional
days.

Publicity for the Review

6.4

6.5

6.6

An “all-user” email was circulated by NHSH
publicising the review and advising of a
dedicated email address to which to write to
make contact with the review. Other interested
parties were also informed by Scottish
Government and they circulated details. People
who wished to do so made contact with me using
the email address. | responded personally by
email to nearly every person who made contact

with the review.

One group who may, at least to some extent,
have been missed may be those employees who
do not use or have access to email as they may
not have received communication about the
review. | refer to this in my proposals.

| am aware that there was a view in some
quarters that more could have been done

to publicise the review and that there was a
danger of selection bias in that only those with
a grievance to express would respond. However,
after the first two or three weeks, it became
clear that the response was significantly greater
than anticipated and with a very broad range of
views, as will be obvious later in the report.

Limitations

6.7

33

The response was such that, in the time and with
the resources available, | could not meet with

all those who had responded and who wished

to meet, even with help from my colleagues.
Therefore, | agreed with the Cabinet Secretary
that | would write to those who had made
contact after the initial communications and
advise them that | would endeavour to provide
an initial report in February. If individuals wished
to comment on that, or if they still wished to
meet and be heard by someone in private after
its completion, provision could be made for a
possible further stage of the review.

6.8

6.9

Adequacy of the Review

While the timescale has changed, it is very
important that this is not lost sight of. Many
NHSH employees have commented on promises
being made and then not kept. This should not
happen with this report, which | accept is much
fuller than anticipated at an earlier stage. There
may be others who | did not meet, seek out or
hear from who may wish to comment on the

report when they see its terms.

A number of those to whom that particular
message was sent have made written
submissions to me instead, often at my request.
Throughout, people have been understanding
of the potential (and actual) enormity of the
task in the planned timescale and have sought
to accommodate my requests for assistance

in managing the volume of material. | am very
grateful to everyone for their thoughtfulness.

MSPs

6.10

6.11

At their request, | also met with two local MSPs.
| was aware that local politicians need to take
care in how they characterise situations like
these. There is an understandable frustration
and a need and indeed duty to draw attention
to perceived wrongs. However, where patient
confidence is so important and matters so
fragile, a degree of discernment and balance will
always be necessary.

As one respondent put it, “political grandstanding
by MSPs or others and resolving disputes through the
media” is not conducive to a long-term solution.

| hope discernment will continue to be applied in

the aftermath of this report.

Criteria for Meetings

6.12

| am aware that concern has also been expressed
about the criteria | applied when arranging to
meet people. To be honest, | undertook to meet
many of those who got in touch at an early

stage before the size of the project became

clear. I felt it fair to honour my commitment to
them whenever | could and to fit in as many
others as possible in the timescale. There were
certain people with whom it seemed particularly
important to meet. There was a judgment to
exercise and also a certain randomness in the
process which, paradoxically, has achieved a
very wide spread of views and minimised the bias
that trying to identify set criteria could have built
in. In any event, as | make clear later, provision
should still be made for those who feel that they
still wish to be heard.
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Spread of Views

6.13

6.14

6.15

6.16

9

34

As noted above, concern was expressed that,
given my remit and its wording, | would only hear
one point of view and that the other side of the
story would not be heard. However, | am able

to say that those coming forward in response
offered a wide range of views, from those who
wished to say that they are not aware of bullying
in NHSH at all to those who provided details of
their own and others’ experiences of bullying
behaviour, both individually and collectively.

One of the challenges is that experience

was often mixed and, indeed, sometimes
contradictory. As one respondent observed: “It
is possible to have two co-existing experiences”.
Another commentator said: “It slightly shocks

me how thin the dividing line can be between

one person’s experience of someone as a robust
manager who gets things done and another person’s
experience of them as a bully.”

There is much to wrestle with. In some ways,
ambiguity can be useful: “...in the intersection
between [multiple] perspectives, real insight can be
gleaned”.? It is hoped that real insights will be
gleaned in this report.

Others speak of the “coincidence of opposites.” The
theologian Richard Rohr once said that holding
contradictions and resolving them in ourselves
and in our organisations are “the only real agents
of transformation, reconciliation, and newness”. In
any event, the fact remains that there is no one
perspective on any of this. There is a variety of
viewpoints.

Adequacy of the Review

Reasonable Cross-Section

6.17

6.18

While the number of respondents to the review is
low relative to the overall number of employees in
NHSH, | have taken the view that they represent

a reasonable cross-section of the workforce.

Given the volume of information | have received,
| am comfortable that | can form views which
have general applicability. In any event, there
should be an opportunity for those who disagree
with my conclusions to do so. Others can decide
whether, in an organisation of approximately
10,000 employees, the information here is
sufficiently relevant and important to warrant
action. | have formed the view that it is.

Heffernan, M. (2012). Wilful blindness: Why we ignore the obvious at our peril. London: Simon & Schuster.
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7. Initial thoughts

Understanding

7.1

7.2

| accept that a report like this cannot meet
everyone’s expectations. Indeed, it should not
try to do so. Some people have been so affected
by events that they seek retribution or revenge.
Others see no need for change. In all respects,
we need to understand why that is and, in the
review, | have been mindful of the need to try
to understand at a deep level what happens
when some individuals and groups experience
trauma of some sort, especially when for some
it seems to be embedded, to a degree at least,
institutionally. As | have indicated earlier, there
is both restorative and preventative work to be

done.
Nicholas Janni writes:

“We understand the essential nature of trauma to be
energy that could not be and has not been processed
and therefore stays stuck as frozen layers within our
personal and collective structures. By learning to
work directly with these layers, we create together a
journey of restoration, allowing large amounts of core
life energy, intelligence and relational capacity to be

released.” 1°

Process

7.3

10

35

Unpacking these words is a part of the process.
It is unlikely that the value of this report can

be measured by people’simmediate reactions.
There are some “quick wins” to be sought.
However, alot of thought will be required over
a long period of time to produce meaningful
longer-term benefits. As | mention above, there
is no magic instant fix, or a binary right/wrong
solution. The real value may lie in enabling
thoughtful people - and a new leadership - to
take responsibility for matters going forward in

ways that they understand and can deliver.

Relationships

7.4

7.5

7.6

77

There may be no greater leadership challenge

in 2019 than to help people under pressure to
feel valued and for everyone to appreciate the
benefits which come from rebuilding strong
relationships, bringing out the best in each other
and enabling everyone to be more effective in

every way.

That probably means letting go, enabling people
to thrive and for people to be given responsibility.
In an infinitely complex world, not everything can

be controlled or micro-managed from the top.

This is a journey. It will be better to focus on
how to travel than on a hoped-for end point.
The goal may simply need to be endeavouring
to work more effectively together in tough
times — and creating the environment for that to
occur. If so, relationships will be a vital part of
this. Ultimately it is usually all about people and
relationships: why have they broken down and
what can be done to restore them? Indeed, as |
observe later, prioritising good relationships at
all levels is likely to make the biggest difference.
People will need to walk with - and care for -
others, including those with whom they have
fallen out in the past or by whom they feel

undervalued.

People must feel valued in NHSH and that will
only occur if it is done from all perspectives: from
the leadership in NHS Scotland to those involved
with the day to day intersection with the patients.
This will need a lot of patience and tolerance.
The future cannot be viewed as a series of one-
off transactions but must be seen as a pattern

of new behaviours and approaches, providing
growth and healing as an antidote to the pain
and loss which so many have experienced. This

will take time.

Janni, N. (n.d.). Healing Personal, Ancestral & Collective Trauma. [online] Nicholasjanni.com. Available at https://www.

nicholasjanni.com/societal-work/ [Accessed 28 Feb. 2019].
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Change 7.2

7.8

7.9

7.10

Change is not easy. Growth cannot occur
without pain. Healing can be a hard thing to
achieve. Letting go of grievances and grudges
may not be appropriate in all cases but it is likely
to be necessary in many. Giving up that which
has defined us or in which we have placed so
much hope or expectation is a tough thing to
do. We may fear many things, including loss of
face and relevance, with a sense of emptiness
and even hopelessness. To be open to our own
shortcomings, as well as those we perceive in
others, takes courage, especially if we have been

or feel wounded. 7.13

A change of heart, as well as mind, will be the
biggest challenge and yet that seems the only
way to achieve release and a new way forward.
This must be demonstrated by leadership from
the top. Humility, authenticity, vulnerability,
openness, courage, responsibility, accountability, 714
self-discipline — these are all essential

components and are likely to be important

touchstones in the future.

A number of these, and other attributes, are
apparently recognised as leadership qualities

in the NHS Highland Senior Manager and
Executive cohort annual appraisal. It is time for
the words to be demonstrated in practice. | note
that a top-selling book at the time of writing is
The Language of Kindness", written by a nurse,
Christie Watson. Kindness is what is needed in

NHSH.

Learning

7.1

1
12

36

If real learning can be taken from what has
happened, and if kindness and compassion can
be restored in NHSH, there is a great opportunity
to build a new kind of organisation, a beacon of
hope in the NHS, in which good relationships,
collaboration, fairness and a welcome for
courageous conversations and constructive
challenge, together with mutual respect and
dignity for all, are experienced throughout. |
explore this further later in the report.

Watson, C. (2018). The Language of Kindness. Chatto & Windus.

Initial thoughts

As | mention above, | acknowledge that not
everyone will recognise all of the findings

or accept all of the proposals in this report.

| am also aware that both the Board and
management have begun to take steps to try
to address some of these matters already,
albeit it is probably necessary for them to have
a much fuller understanding of the depth and
breadth of the concerns in order to do so really
well. Whatever is done should be undertaken
in a way which brings, and by those who can
bring, credibility, confidence, compassion and
competence to the tasks.

| pick up on these themes towards the end of this
report in the final chapters. In the next chapter, |
set out some general observations about human
nature. Some readers may prefer to pass over
this but linclude it and commend it as part of the
context for what follows.

It seems important to understand the emotional,
psychological and neuro-scientific aspects of
what has happened - and to find compassionate
ways to address the issues. As the University

of Edinburgh Global Compassion Initiative
reminds us: “Developments in neuroscience and
psychology are providing evidence-based insight into
the importance of values and character building to
health and well-being in an increasingly secular age.

Compassion is a defining human ethic.”"?

The University of Edinburgh. (2018). Global Compassion Initiative. [online] Available at https://www.ed.ac.uk/global-

health/global-compassion-initiative [Accessed 20 Mar. 2019].
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8. A Few Words about Human Nature

“It’s not our differences that divide us, but our judgments about each other.

Introduction

8.1

8.2

In this chapter, | offer some general views on the
underlying psychology which tends to fuel so
much conflict. | believe that understanding some
of this fast-growing area of science is helpful as
context for what follows in the report.

It seems necessary, at a deep level, to 8.4
explore and understand why individuals and
organisations behave as they do, especially when

under pressure, and to find enduring remedies,

not transient sticking plasters. Current research

into behavioural psychology and neuro-science

provides an excellent resource to draw on.

This deeper work is, it seems to me, critical to a
sustainable future.

8.5

Complexity

8.3

13

37

In this review, | have been struck by the

reality that this is all much more complex and
multi-layered than anyone might wish, or like it
to be, and reflects the ambiguous, paradoxical
and uncertain nature of so much of human life.

713

Nothing is black and white. For me on each

step of the way, another layer of the onion

was revealed. There is no straight binary
conclusion to be reached. The situation is better
viewed along a continuum, with a spectrum of
experiences and realities, often dependent on
time, place and circumstance.

In my day-to-day role as a mediator and
facilitator, | have a working assumption that
nearly everyone is trying his or her (or their)

best in the circumstances in which they find
themselves, even if they struggle to do so. We are
told that there is a positive intention behind most
behaviour and that most people make the best
choices they can given the information available
to them at the time.

How many of those reading this report would
not acknowledge that most of us are trying our
best most of the time? | also find it useful to take
the view that very few people are motivated
entirely by ill will. Life is complex and there are
usually several sides to a story. Much depends on
where you start from, your perspective, as this
rudimentary illustration shows:

Wt Tseea
Rectangle!

Wheatley, M. (2002). Turning to One Another: Simple Conversations to Restore Hope to the Future. Berrett-Koehler Publishers.

P36.
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Fight, Flight or Freeze

8.6

8.7

8.8

8.9

14
15

38

People’s perceptions become their reality.
Perceptions, we know, are shaped by many
factors. And what people say may not always

be what they really believe, feel, mean or

need. Modern neuro-science and behavioural
psychology help us to understand well that we
tend to be shaped by our experiences, our biases,
our prejudices, our need for protection, our fear

of loss of face and so forth.

Our survival instincts, fight, flight or freeze,
override the rational mind very easily. Our self-
preservation instincts are very strong. These
may lead to covering up what is embarrassing,
threatening or causes us to look bad. After all,
looking bad, public exposure, can be among
the most painful and humiliating of human

experiences.

Under pressure, our default setting is to protect
ourselves from external threat, whether physical,
psychological or social. We seem to have no
choice - our brains are wired that way (see, for
example, Daniel Kahneman: Thinking, Fast and
Slow™). This stems from the survival behaviour
(located in the primitive part of our brains)
inherited from our early ancestors who faced
constant physical threats to their very existence.
Fear is a strong force and triggers defence and/
or aggression. We are complex creatures, each
capable of acts of great kindness and also of acts
of cruelty to others, often in close proximity to

each other.

Though physical threats are less relevant now,
we are still hardwired to feel shame and to

fear blame when the threats are social and our
dignity or sense of self is challenged. Our basic
instinct for self-preservation, often by using force
or dominating in other ways, can be stronger

than our instinct to preserve a relationship.

8.10

A Few Words about Human Nature

Relationships may break down when the need for
individual self-protection overrides our need for
connection. We tend to denigrate, belittle and
criticise others, who in turn may experience loss
of esteem, misery and abandonment — and react
accordingly. Colleagues are undermined. We
avoid contact with those outside our group. We
rush to judgment. Uncertainty prevails. Others
around us are adversely affected.

Mixing People and the Problem

8.1

8.12

8.13

8.14

As the writer Ken Cloke has observed, “it seems
easier to turn each other’s lives into a living hell than
to apologize, rebuild trust and restore intimacy and

collaboration in conflicted relationships.” '®

Or as an NHSH staff member put it: “I despair
of the culture where a sincere apology is not even
considered as a first option even in respect of just
good manners. Rather fear of showing weakness
and fear of comeback or litigation is the overriding

. bEd
reaction.

So, we end up mixing up the people with the
problem, when what we really need to dois to
try to separate the individuals involved from

the underlying issues, even if the individuals
themselves appear to be the problem. Small
matters can be quickly blown out of proportion.
Our energy can easily focus on adopting our
particular position and blaming or shaming
others with whom we disagree. We become
entrenched. Our anger may be directed towards
the “enemy”.

Behaviour can become — or be perceived to

be — threatening, aggressive, intimidating,
domineering and emotional. We all recognise
how easily we use the scapegoat mechanism as
a foundation for the formation of many social
groups and cultures. We need another group to
be against in order to form and sustain our own

group, our tribe.

Kahneman, D. (2012). Thinking, Fast and Slow. New York: Penguin Books.

Cloke, K. (2018). Politics, Dialogue and the Evolution of Democracy: How to Discuss Race, Abortion, Immigration, Gun Control,

Climate Change, Same Sex Marriage and Other Hot Topics. Goodmedia Press.
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8.15

8.16

Scapegoating occurs too easily: We hate or
blame others, projecting our pain elsewhere,
rather than recognising our own weaknesses
and negativity. “She made me do it.” “He is guilty.”
“He deserves it.” “They are the problem.” “They

are evil.” We seldom consciously know that we
are scapegoating or projecting. lt’s automatic,
ingrained, and unconscious. Because of our
wiring, people literally “do not know what they
are doing”.

Many readers will be familiar with the Drama
Triangle'® in which people can fall into, choose
and rotate the roles of victim, rescuer or
persecutor, perpetuating a crisis rather than
breaking the cycle. So easily can the language
of the persecuted in turn appear to others to be
that of persecutors. Even describing someone as
a “victim” brings with it inherent risk. Perhaps
in the NHS, with its traditional role being one of
seeking healing, matters are more complicated
for “rescuers”.

Assumptions, Perceptions and Biases

8.17

8.18

8.19

16
17

39

| suspect that the cognitive or unconscious biases
(institutional and individual) operating in all of
us have been at play in what has been happening
and is alleged in NHSH. It is said that we jump
quickly and intuitively to conclusions, assuming
we are correct, based on our own incomplete
knowledge of the world, our prior experiences,
our prejudices, our expectations, our fears and

hopes, our assumptions.

We can become wilfully blind to the bigger
picture or to contradictory information as

what is known as confirmation bias takes hold.
Our seeing and hearing become selective. We
acquiesce in inappropriate behaviour in order to
avoid conflict.

To survive, we may simply not see or hear what
should be obvious to us. Our responses to a
situation are shaped by those prior assumptions
and perceptions. Very often these are wrong
but, if something is asserted often enough, we
may come to believe it - even if it is not wholly or
even partially true. We may then end up trying
to persuade others of its truth and adopting
measures to maintain the fiction.

8.20

8.21

8.22

8.23

8.24

A Few Words about Human Nature

On other occasions, we will subconsciously
devalue what is said by people we dislike or

by whom we feel shamed or threatened, while
overvaluing the words of those we admire

or who are part of our group or tribe. Our
human tendency is to judge the behaviour of
others with whom we disagree as a reflection
of their character and ill will towards us; in
contrast, we describe our own (and our tribe’s)
behaviour as acceptable, and attributable to the
circumstances in which we find ourselves.

There is apparent safety in being with apparently
like-minded people, especially if we feel under
threat. Silos are built. It feels better to be part of
the group than to be excluded, not to rock the
boat or speak out, for fear of being ostracised.
This is all entirely understandable. However,
when the environment is not a safe one, these
aspects of human nature can lead to disorder
and dysfunction.

In an organisation where self-protection has
come to dominate, it seems that relationships
may inevitably breakdown. Alternatively, people
may compromise their own dignity to try and
preserve relationships. Consequently, as Ken
Cloke puts it, we often elect to remain silent and
suppress our true beliefs and feelings, or pretend
to agree when we really don’t, or even leave the
organisation rather than risk a loss of intimacy
and connection with people we care about - or
challenge the thing we fear.”

It can all become cyclical and self-fulfilling.
Relationships suffer, communication is poor

(or non-existent), nobody seems to listen,
information is concealed, concessions appear
to be a sign of weakness, common interest

and mutual respect is lost. And all of this is
enormously costly in time, morale and money. It
increases risk and is truly a zero-sum situation.

Why Does Any of This Matter?

Why are these points relevant to this review?
Because it is likely that all of this is just as true for
those involved in NHSH as elsewhere. It helps us
to understand many of the situations described
in this report. In particular, we should not
underestimate the role of fear in much of what

Karpman, S. (1968). Fairy tales and script drama analysis. Transactional Analysis Bulletin, 7(26), 39-43

Cloke, K. (2018). Politics, Dialogue and the Evolution of Democracy: How to Discuss Race, Abortion, Immigration, Gun Control,

Climate Change, Same Sex Marriage and Other Hot Topics. Goodmedia Press.
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8.25

has occurred at many levels. More importantly,
perhaps, it seems to me that we all need to
understand these facets of human behaviour if
the underlying issues are to be addressed and
resolved with long term sustainability. One
cannot separate this theory from the real world.

In this regard, | note an excellent book entitled
Embodied Conflict by a mediator colleague from
Oregon in the United States, Tim Hicks (no
relation to Donna Hicks, quoted in paragraph
4.22). He writes: “It’s interesting to think about

the violence we see in the world, whether at the level

of interpersonal relationships or at the societal and
global levels, as a public health issue.” '® These words
resonate particularly with this review.

Choices

8.26

8.27

18

40

We can choose to behave differently. To do so,
we need to find and welcome ways to overcome
the automatic, unconscious, easily triggered
fight or flight instinct located in our reptilian/
limbic “old” brains and to engage the neo cortex,
the “new” part of the brain, which helps us to
think and act in a more measured, thoughtful
way. We know that this takes conscious

effort and is energy consuming. We need the
right environment to do this. Creating that
environment is the key to a successful modern
workplace and to a successful NHSH.

We may think we know much of this already but
it is not so easy to apply. It needs to be learned
and understood. We have the capacity to be self-
reflective and to change behaviour. We need to
take responsibility to do so. What follows can be
read with all of this in mind.

A Few Words about Human Nature

Hicks, T. (2018). Embodied Conflict: The Neural Basis of Conflict and Communication. Milton: Routledge.
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9. Navigating the Substance of the Report

Symptoms, Diagnoses and Remedies

9.

9.2

9.3

9.4

41

My approach to the substance of this review is to
describe what | have heard and read and to try to
identify the circumstances which have led to the
allegations of bullying and harassment, and to
add my observations about these. This includes
what, in terms of my remit, | “understand to be the
cultural issues, if any, which have led to any bullying or
harassment and [to a situation] where such allegations

apparently cannot be raised and responded to locally.”

Thus, simplistically, | am dealing with symptoms
and diagnosis in this report (noting that things
will often be more complex and multi-faceted).
These refer both to events in the past over
several years and to current circumstances. | am
conscious of the exhortation not to “overwrite”
or “underwrite” in such a report. Given the
quality and substantial nature of so much of
what | have heard, if | have erred it will be to
overwrite. | do so in an attempt to ensure that,
wherever possible, people feel that they have
been properly acknowledged and enabled

to move on — and also to give the Board and
management a clear indication of what people in

NHSH are saying.

This is an organisation with an £800 million
budget funded by the taxpayer. The current
situation merits serious analysis. The review has
received an enormous amount of information,

all of which will be destroyed soon for reasons

of confidentiality. This report, therefore, is a
distillation, a summary and what will soon be the

only record of what | have been told.

| also seek to “identify proposals and
recommendations for ways forward which will help to
ensure the culture within NHS Highland in the future is
open and transparent and perceived by all concerned

in this way”.

9.5

Thus, | seek to suggest possible remedies.

As | have mentioned, these include both the
restorative (seeking to address past and present
issues) and the preventative (looking to the
future and avoiding continuation or repetition of
problems). These proposals are however merely
signposts for others to follow in what needs to
be an organisation-wide collaborative project of

renewal.

Themes and Topics

9.6

9.7

9.8

9.9

Inevitably, what | have heard and read has
caused me to consider the terms of my remit. |
have taken the view that it would be helpful to
take a broad rather than narrow interpretation
of my remit, when | have heard and read so much
which could help the organisation to learn and

move forward.

Thus, to take words referred to in connection
with remit, | “will consider all the circumstances
that have led to the allegations and make

recommendations”.

This leads me to address matters in this report
according to themes and topics, following |
hope some sort of logical order. | have quoted
liberally from my meetings and from written
submissions as these speak more eloquently than
any words of mine. However, as agreed with
respondents, remarks have been used in a way
which is non-attributable unless | have specific
agreement to the contrary. Where | have been
concerned about any possible risk of attribution,
| have sought to check with the authors. If any
have slipped through the net, | apologise. | have
endeavoured to correct typographical errors
but have not corrected grammar, except where

necessary to make sense of the words used.

| am aware that extracting excerpts from longer
submissions may deprive words of their context
and | acknowledge that this may occasionally be
a cause for concern. | have done my best to try to
understand and place contributions in their wider
context. | take full responsibility for the way in

which this report is presented.
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A Note of Caution

9.10

9.1

42

Finally, again, | need to reinforce the important
point that matters are complex and not
amenable to binary, simplistic analysis. There
are many sides to most stories. | was presented
with many contradictions and inconsistencies.
Care needs to be taken in reaching overall
conclusions and making apparently universal
statements. | am conscious that | shall have
slipped into doing so myself on occasions where
the circumstances are probably more nuanced.
My report should be read with all that in mind.

| start with some general observations about
bullying and culture before moving on to the
symptoms experienced in NHSH.

Navigating the Substance of the Report
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10. Bullying and Harassment

Definition

10.1

10.2

10.3

10.4

10.5

20

21

22

43

It is alleged that there has been a culture of

bullying and/or harassment in NHSH.

According to the Oxford Advanced Learner’s
Dictionary bullying is “to frighten or hurt a weaker

19

person”” or group, and a bully “uses her or his

strength or power to frighten or hurt weaker people.”?°
Other definitions refer to a persistent pattern

of mistreatment from others that causes either
physical or emotional harm and includes tactics

such as verbal, nonverbal, psychological,

98. “The terms “bullying” and “harassment”
can mean different things to different
people ... it isimportant to bear in mind
that it is not always possible or sensible
to try and compartmentalise misconduct
of this kind. Some of those contributing
to this inquiry described behaviour
which would fall within more than one

category.”

101.  “There is obviously considerable overlap
between the terms “bullying” and
“harassment”, and employment policies
that address them often use the terms

interchangeably.”

physical abuse and humiliation. This can

also, according to some definitions, include

10.6  She further reported:

harassment which itself can include intimidation.

106. “ACAS have described bullying and

The Health & Safety Executive refers to a
y 13 .

] o harassment together as “offensive,
pattern of behaviour happening “repeatedly and o o ) )
intimidating, malicious or insulting
persistently over time.”?' . .

behaviour, an abuse or misuse of power

While | note that there is a statutory definition through means intended to undermine,

of harassment in the Equality Act 2010, for the humiliate, denigrate or injure the

purposes of this report | do not find it necessary recipient. Bullying or harassment

to distinguish between bullying and harassment. may be by an individual (perhaps by

These words by themselves describe conclusions someone in a position of authority such
. . as a manager or supervisor) or involve

from primary facts, namely the actual behaviour i
groups of people. It may be obvious or
which is likely to cause concern. The following . T .
it may be insidious. It may be persistent

excerpt (taken from the report by Dame Laura or an isolated incident. |t can also occur

Cox into bullying and harassment in the House in written communications, by phone

22 ;
of Commons *) adequately describes that or through email, not just face to face.

behaviour and | find her descriptions useful in Whatever form it takes, it is unwarranted

this review: and unwelcome to the individual.”

Oxford Advanced Learner’s Dictionary. (n.d.). Bully (Verb). [online] Available at https://www.oxfordlearnersdictionaries.
com/definition/english/bully_2 [Accessed 26 Mar. 2019]

Oxford Advanced Learner’s Dictionary. (n.d.). Bully (Noun). [online] Available at https://www.oxfordlearnersdictionaries.

com/definition/english/bully_1 [Accessed 26 Mar. 2019].

Health and Safety Executive Northern Ireland. (n.d.). Workplace bullying and harassment - Good Practice. [online]

Available at https://www.hseni.gov.uk/articles/workplace-bullying-and-harassment-good-practice [Accessed 8 Mar.

2019].

Cox, L. (2018). The Bullying and Harassment of House of Commons Staff.
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Bullying and Harassment

Dame Laura Cox Descriptions

10.7

44

For further useful guidance and as a reference
point, | find it helpful and relevant to set out more
fully some of what Dame Laura Cox has written,
as so much of what she reports has relevance

to what has occurred in NHSH, as subsequent

sections describe:

102.  “Under the Protection from Harassment Act 1997 it is unlawful for someone to pursue a “course
of conduct” (thus involving two or more incidents), which they know or ought to know would be
harassment. The term “harassment” is not defined in the Act since it can take so many different
forms, but section 7(2) provides that it “includes alarming the person or causing the person distress,”
and “conduct” includes “speech.” The actions complained of do not need to be violent. The courts
have stated that “harassment” describes conduct targeted at an individual, which is calculated to
cause alarm or distress, and that to be actionable it must cross “the boundary between unattractive
or even unreasonable conduct and conduct which is oppressive and unacceptable” (Conn v

Sunderland City Council [2007]CACiv1492).”

105.  “The term “bullying” covers a wide spectrum of behaviours and a degree of flexibility is required
when classifying such behaviour. In my view one of the most helpful descriptions of bullying at work
is that formulated by the late Tim Field and those at the Andrea Adams Trust, who carried out
much of the pioneering work in this field, namely that it is “behaviour that cannot be objectively
justified by a reasonable code of conduct, and whose likely or actual cumulative effect is to threaten,
undermine, constrain, humiliate or harm another person or their property, reputation, self-esteem,
self-confidence or ability to perform.”

107.  “The typical features of bullying and harassment are therefore that the behaviour is unwarranted,
unwelcome, intimidating, degrading, humiliating or offensive. The important question is whether
the actions or words are viewed as detrimental and unacceptable to the target. It is the deed itself
and its impact on the target that matters, not the intention of the perpetrator. And it is usually
preferable to describe someone being bullied as a ‘target,’ rather than a ‘victim.” The latter term
tends to be associated with negative notions of someone unable to take responsibility for themselves,
or needing to be ‘rescued’ from a situation. Bullies often respond to complaints about their behaviour
by describing the target as having a “victim mentality,” with all the negative imagery that phrase
invokes.”

108. “Bullying and harassment can affect anyone, in any career, at any time, at any level and within
any workplace... Such behaviour can take the form of easily noticed, physically threatening or
intimidatory conduct with immediate impact, or it can take place behind closed doors, or be much
more subtle or camouflaged and difficult to identify, at least at first. It can start, for example, with
what appear to be minor instances, such as routine ‘nit-picking’ or fault-finding with someone’s
performance, but which become cumulative or develop into more serious behaviour over time,
enabling the perpetrator to isolate and control the person and eventually, on occasion, to apply
conduct or capability proceedings inappropriately in order to bring about their dismissal.”

109. “Some bullies lack insight into their behaviour and are unaware of how others perceive it. Others
know exactly what they are doing and will continue to bully if they feel they are unlikely to be
challenged. Bullying and harassment can sometimes be overlooked, as a result of common
euphemisms being used by way of explanation or justification, referring to someone as having
a “poor management style” or a “bad attitude,” for example, or to the problem being due to a
“personality clash.” The information provided to this inquiry has demonstrated all these different
features.”
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Bullying and Harassment

1. “In relation to the allegations of bullying made against House staff, a number of people referred

to the need to distinguish between behaviour that is truly bullying and behaviour that is no more

than “assertive” or “firm” management. They referred, similarly, to the need to distinguish between

harassment and legitimate supervision. | agree that it is important to recognise these distinctions,

although there can sometimes be a fine line and both managers and those whom they manage need

to be trained to spot the difference.”

112.  “A good line manager can manage or supervise someone firmly and be assertive without bullying

or harassing them... Firm management does not demand an overbearing or oppressive style.

Firmness and resoluteness are not inconsistent with an open and inclusive style, encouraging direct

communications with employees and regular feedback on performance, which are invariably more

motivating.”

113.  “ltis also important to distinguish between bullying behaviour and reasonable management

responses to actual or perceived misconduct, or to poor performance by an employee. A few

contributors described instances when managers who had instigated appropriate conduct or

performance management proceedings found themselves on the receiving end of a grievance

accusing them of bullying. This had immediately brought a halt to the proper management of the

employee’s conduct or performance. The original deficiencies were then lost during the months taken

up in dealing with the grievance, expending precious resources, causing distress to the manager

accused and inhibiting other managers from tackling poor performance. Sometimes there had been

earlier failures to manage the employee effectively and they had simply been moved on to other

departments, where the manager who eventually sought to address the poor performance was then

unfairly accused.” %

Sir Robert Francis Report

10.8

23
24

25

45

Sir Robert Francis in his report “Freedom to
Speak Up”, provides these examples offered by
ACAS of bullying or harassment:

+ spreading malicious rumours

+ insulting someone by word or behaviour

+ exclusion or victimisation

+ unfair treatment

+ overbearing supervision or other misuse of

power or position

+ making threats or comments about job

security without foundation

- deliberately undermining a competent worker

by overloading and constant criticism
+ preventing individuals progressing by
intentionally blocking promotion or training

opportunities.”

10.9 | mention these examples as again they seem
relevant, and to give context, to what has been
experienced in NHSH as this report will outline.
In other words, these are common experiences.

Language

10.10 Language and definitions are inevitably fraught

with difficulty. Sir Robert Francis recognised that
bullying is often “in the eye of the beholder” and
that the term can be misapplied but also that
“To an extent, whether people’s experiences meet an
objective standard definition of bullying or not is beside
the point. If someone believes they have been bullied
or harassed and the perception of others around them
is that they have suffered or will also suffer in a similar
way as a result of speaking up, then they will be less
likely to raise a concern in future.” As he observed:
“The perception of bullying can have the same

detrimental effect as deliberate bullying conduct.”?

Cox, L. (2018). The Bullying and Harassment of House of Commons Staff.

Francis, R. (2013). Freedom to Speak Up: An independent review into creating an open and honest reporting culture in

the NHS. Paragraph 5.5.4.

Francis, R. (2013). Freedom to Speak Up: An independent review into creating an open and honest reporting culture in

the NHS. Paragraph 5.5.5-5.5.8
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10.11

10.12

10.13

10.14

10.15

26

46

For the purposes of this review, | use the
expression “bullying” to describe behaviour
which has been experienced by staff that

may fall within the terms “bullying” and/or
“harassment”. | have on occasions preferred the
term “inappropriate behaviour” to describe what
people have experienced.

| noted this comment about the very use of the
word “bullying” by one of the senior figures in

NHSH:

“If people could measure us now, they’d get a
detectable change in us when you say the word.
It’s a violent-impact word. As a communicator, if
| choose to use that word, | know it’s a dart and
will not land well. So | choose not to use it.”

This seems a useful reminder which readers
should bear in mind whenever the term
“ . ” . .

bullying” appears in this report.

Another observer commented:

“... there may be people who are generally
unhappy with people who do not enjoy the work.
Things have changed. They don’t feel in control
or their voice is being heard. But they haven’t
been bullied or intimidated. It’s teasing out these
different things and having an understanding of
why people feel the way they have, in a situation
that has caused them distress.”

One respondent to the review observed how
difficult it is to identify bullying:

“B&H is difficult to deal with generally. It’s a very
personal thing. Harassment is easier as it can be
obvious. Bullying can be an undercurrent — can
make people feel in a certain way and takes
them time to even come to the conclusion that
they feel or are bullied. It’s not just managers
and employees, but as an organisation we’re not
necessarily clear about respectful behaviours.”

Another respondent put it in the context of

NHSH:

“There are various definitions of what is meant
by the phrase “bullying and harassment”, but
none are well-known to the wider workforce.
Most people will be unaware of the standards
of behaviour to which their employer will hold
them.”

Bullying and Harassment

10.16 This seems to be an important point. NHSH has

its own policies on bullying and harassment;
there are descriptions of what is included and
what action can and should be taken. If these
are not known and/or have not been followed, it
seems essential to explore why not.

Why Bullying is Bad

10.17  Sir Robert Francis stated the obvious perhaps

but, under the heading “Why Bullying is Bad”, he

commented:

5.5.9 “The impact of bullying on individuals,
on teams and on organisations as a
whole are well known. Examples include:

+ avoidable stress and resulting illness

increase in sickness absence leading to
stretched teams and/or increased spend
on temporary staff

poor morale and difficult staff relations
loss of respect for managers and leaders
difficulties in staff retention

reputational damage

patients suffering harm or receiving less
than optimal care.”

10.18 For him, the “mostimportant consequence is the

fact that workers who are bullied, or who see others
bullied, are much less likely to raise the safety concerns
which any well-led organisation needs to know about

and acton.” %6

Again, this has resonance in the experiences in

NHSH.

Francis, R. (2013). Freedom to Speak Up: An independent review into creating an open and honest reporting culture in

the NHS. Paragraph 5.5.9-10.
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11. Culture

Definition

1.1

1.2

While | have toyed with an extensive analysis of

what we mean by culture, a short definition is

“a combination of behaviours which are repeated”.

Boxall and Purcell describe organisational

culture as: “... a system of shared values and

beliefs about what is important, what behaviours

are important and about feelings and relationships 1.4

internally and externally.”?

An article in the BM)?® was drawn to my
attention which seeks to tease out what
culture means and how this relates to service
performance, quality, safety and improvement.
Its key messages remind us that:

Organisational culture represents the shared
ways of thinking, feeling, and behaving in
healthcare organisations.

Healthcare organisations are best viewed
as comprising multiple subcultures, which
may be driving forces for change or may

undermine quality improvement initiatives

A growing body of evidence links cultures
and quality, but we need a more nuanced
and sophisticated understanding of cultural
dynamics
1.5
Although culture is often identified as the
primary culprit in healthcare scandals, with
cultural reform required to remedy failings,
such simplistic diagnoses and prescriptions
can lack depth and specificity

Many Different Cultures

1.3

27
28

29

30

47

Sir Robert Francis notes that:

“There can also be various cultures within the same

organisation. Different teams, different departments,

and different hospital sites can all ‘feel’ different.

A whistleblower interviewee described the contrast
between teams in the same organisation, where one
had good leadership that allowed people to address
mistakes directly and question one another, and

the other had a command and control style with ‘an

individualistic dynamic and a blame culture’.”?

In his discussion of the definition and exploration
of culture in a healthcare context in the Mid
Staffordshire NHS Foundation Trust Public
Inquiry Report, Sir Robert reports that:

20.5: “Professor Charles Vincent sums up
culture as meaning “how we do things
round here”, “here” being anything
from a small group or team, to a whole
organisation, a profession or a health

system...”

20.6: “As Professor Vincent points out, an
organisation may aspire to a common
culture throughout, but in practice, in
anything as complex and large as the
NHS, culture can vary from organisation
to organisation and from department to

department.” %

Again, this analysis has a strong resonance with
the findings in this review, especially the idea
that many different cultures may exist in one
organisation, as this respondent told us from a

rural area:

“I do also acknowledge that the size of the NHS
makes it an unwieldy organisation and there

is no doubt in my mind a pack/gang mentality
can be easily formed in any department, staff
grouping, committee etc. and that is what | felt |

was up against.”

Boxall, P and Purcell, . 2003). Strategic Human Resource Management, Palgrave Macmillan, Basingstoke

Mannion, R. and Davies, H. (2018). Understanding organisational culture for healthcare quality improvement. BMJ,

p.k4907.

Francis, R. (2013). Freedom to Speak Up: An independent review into creating an open and honest reporting culture in

the NHS. Paragraph 5.1.3

Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. Vol.3, p1358
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Culture

11.6  Of course, there can be cultures that contribute
to or create a set of circumstances (posi'rive or
negative) and cultures which address or fail to
address these circumstances. It is multi-faceted.

An Iceberg?

1.7 Sir Robert refers to this observation:

“There exists a culture of bullying within the
organisation that was largely covered up. For every
case that comes fo light, there is an iceberg of events
that are simply not reported.”®

11.8  ltis possible that what is reported in this report is

the tip of a larger iceberg in NHSH. Only further

exploration will elicit whether that is so.

31 Francis, R. (2013). Freedom to Speak Up: An independent review into creating an open and honest reporting culture in

the NHS. Paragraph 5.5.10
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12. A Culture of Bullying and Harassment?

General

12.1

12.2

12.3

In this chapter, | provide an overview of what |

heard about allegations of bullying in NHSH,

describing both the minority and majority views
expressed, the range of views, and commenting 12.4
on whether a “culture of bullying” existed.

The majority (66%) of those responding to this
review wished to report experiences of what
they described as bullying, in many instances
significant, harmful and multi-layered, and in
various parts, at all staffing levels, and in many
geographic areas, disciplines and departments
of NHSH. There are issues common to the whole
of NHSH, some which are particular to the
Inverness area and Raigmore, and some which
are particular to more rural areas and to Argyll
and Bute. These affect wider communities too.
12.5
As illustrated below (in a pie chart which
should be taken as illustrative only and not
definitive), these are a combination of very
recent experiences, experiences over years

and experiences from the past. Some people
sense recent improvement compared to the
past, while others believe that matters remain
unsatisfactory.

Many experiences have not been adequately
addressed at the time and the lack of closure
continues to dominate some people’s lives. | am
satisfied that the number of examples given to
me is sufficient to warrant real concern. The
issues raised are also wider and more complex
than “bullying”, however that is defined. There
are many issues to be addressed, understood
and avoided in the future. | explore these further
later.

The Minority View

However, it is very important to record that a
significant minority of respondents expressed
views with varying degrees of firmness to the
effect that there is not a problem, or at least that
there is no bullying culture as such, and that any
conduct of concern is nothing other than what
might be expected in any similar organisation
with day to day pressures.

Continuous

49%

Not known 7%

52/176
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Respondents’ Descriptions of a Bullying Culture
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A Culture of Bullying and Harassment?

12.6

12.7

51

Many people, from many different and diverse
vantage points within NHSH, report that they are
not affected by any such concerns and feel fully
supported by the organisation. Indeed, they have
been more affected by the allegations made by
the whistleblowers that they do not understand
and have not themselves experienced. They have
been hurt and angered by the adverse impact

of the allegations which have been made, on
patients, staff and local communities. For many
of these people, reading this report may be
shocking.

In order that these views are well represented,
what follows is illustrative of some of what | have
been told:

“I am disappointed and upset at the way NHS
Highland has been portrayed in the media over
recent months. | feel that the actions taken by a
small number of individuals will have damaged
the reputation of and public confidence in the
organisation.”

“These individuals are not speaking for me.”

“I do not recognise that there is a culture of

bullying in Highland.”

“l was absolutely shocked by the press statement
about a bullying culture in NHSH. | experienced
years of bullying myself by a GP colleague so |
am fully aware of the effect bullying can have on
health and morale but, when things came to a
head in my own situation, senior management
in NHSH were exceptionally supportive and
helpful and | don’t feel | would have got through
it without them. | haven’t always agreed with
decisions and plans over the years but have,
equally, always felt able to express my views and
have felt that my voice has been heard. | have
never witnessed bullying in any of the clinical
situations | have worked in, which was why |

was so surprised and shocked by the allegations
made about NHSH.”

“We have never at any time experienced
anything other than courtesy and
professionalism from the myriad managers we
have worked closely with, over the years.”

“Yes, we are working in pressured and busy
environments but | have not, in all my time, been
part of a bullying culture. In fact, | would say
the quite opposite, | have worked and continue
to work with dedicated and supportive health
professionals, managers and directors whose
ultimate goal is that we deliver quality patient
care to the population of Highland, as they
deserve nothing less. | am realistic that in an
organisation of this size there will be bullies and

| have come across one or two but these are rare
and isolated cases. Of course, it is completely
unacceptable that anyone is bullied but it really
concerns me is that NHS Highland has been
portrayed as having a bullying culture. In my
view, NHS Highland is one of the best Boards

in Scotland to work in (and | have worked in
and link closely with a number of Boards in my
current role) and it concerns me that potentially
will be forever associated and tarnished with this
bullying story.”

“...nothing worse than | would expect from an
intensely pressured healthcare environment
operated by imperfect human beings.”

“...just because a person describes this process
(of being questioned about their performance
or working pattern), as victimisation or bullying,

does not necessarily mean it is.”

“I do not perceive the culture here to be one of
sustained and systemic bullying, however there
may be one of benign/not so benign neglect, lack
focus on core service delivery and lack of values
and reflective based practice.”

“The main point | wanted to make is that while

| know that bullying goes on in NHS Highland, |
don’t believe that there is an orchestrated culture
of bullying as was suggested by the clinicians
who initially contacted the press.”

“I’'m in no doubt that in an organisation of

10 000 individuals there will be instances of
individual bullying and harassment. There

may also be small pockets in some services or
localities. | have not seen anything that suggests
it is endemic across NHS Highland.”

“I'have also managed staff in NHS Highland,
and am managed by more senior managers

and what is being described is not something

| have seen any evidence of. On the contrary,
where there are staff who can be more difficult
to manage, or who are not particularly good at
undertaking their job, the ultimate full support

is given to them, | would say to the detriment of
NHS Highland. | have been involved in managing
some staff who in all honesty | felt were trying

to play a game and trying to avoid having to do
a day’s work, but we as managers are bound

by our policies to support these staff who are
usually the ones to involve their Unions. All the
evidence | see in my role is NHS Highland support
their staff to high levels which would not, |
believe, happen in the private sector. | have huge
concerns these allegations have empowered
some staff inappropriately who see this as an
opportunity to blemish our organisation.”
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Other Similar Views

12.8

12.9

12.10

12.11

52

A group of consultants from one specialty wrote
to me as follows confirming what they had told
me in a meeting, namely that they were surprised

to hear of the allegations:

“Cumulatively, we have over 70 years of
experience in NHS Highland, through various
service changes and management arrangements.
We have experienced disagreements and
conflicts, but our overwhelming experience is of
dedicated staff working together to deliver care
to the best of their abilities. We accept that some
staff have had different experiences, but we have
not personally experienced or witnessed bullying.
We have found NHS Highland a friendly and

supportive environment in which to work.”

The diversity of experience and viewpoints is
marked with these comments from the South and
Mid Division Senior Leadership team. They told
me that “in the senior management team, we have
spoken about the allegations that were made. The
feel from this team was complete shock and disbelief.
What we have struggled with is the whole view of a
culture of bullying and harassment that we just do

P
not recognise.

Similarly, a group of senior nurses at Raigmore
Hospital expressed the collective view that, “while
there may be isolated incidents and communication

issues, there is not a culture of bullying.”

Frustrations allied to general contentment was

summed up by one clinician in this way:

“I'have been very happy working in Raigmore
and have lots of positives to say about Raigmore
which include team working, good colleagues,
good relationships with other teams in the
hospital, opportunities in developing personal
interests. There are frustrations about working
in NHS Highland but | imagine this is not unique
to Highland given the financial constraints. | feel
management do not always listen to concerns
raised... and that there is a lack of information
coming down from senior management. There
are many decisions | do not agree with; however |

do not see this as a bullying culture.”

A Culture of Bullying and Harassment?

Confusion

12.12

The state of general confusion and impotence in
which a number of employees found themselves
is reflected in this:

“I am unaware of the detail of the concerns that
have been raised, | have not been party to any
NHS Highland Board or senior executive level
discussions. | have been in an uncomfortable
position with a complete lack of information
available to me. | have as a result been unable to
fully understand what the issues are other than
hearing snippets from medical staff who have
clearly been having much discussion through
WhatsApp. One Consultant advised me that
there was talk of a need for organisational
cleansing — quite what that involves | am not
clear but it felt threatening! For myself as an
individual | feel | have been severely undermined
and disrespected, and | have been completely
unable to support the staff that report to me
effectively with regards to the current situation.”

A Spectrum?

12.13

12.14

In reality, given the range of responses and
experiences, there is probably for many people a
continuum or spectrum. For them, the existence
(or not) of bullying cannot be assessed in a
binary way. As noted earlier, it is likely that
pockets exist. Other observations support this:

“I’ve observed people with supreme experience
handling very difficult situations in an exemplary

way. I've seen the complete opposite as well.”

“My experience working within NHS Highland
is that there is not a bullying culture. There are
bullies and there are incidents of bullying. There
are also those who seem susceptible to bullying.
| personally do not see it on an everyday basis
which means | don’t think it is endemic.

It may be that the specific instances where | think
conflict has become bullying will be repeated to
you time and again and this may represent focal
pockets attributable within certain departments,
certain individuals or when certain stresses hit
the system. There are also people throughout the
clinical, support services and management of the
organisation who are excellent people with great
skills and attitudes who do a fantastic job day in
day out.”

Interestingly, in our meeting, the clinician who
expressed the latter views spoke of a number of
instances of behaviour that were not acceptable
and we agreed that there may be two ways of
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12.15

12.16

12.17

seeing the same thing and that, in fact, when one

thought about it and pieced together different
events, a broader picture of unsatisfactory
behaviour emerged. This was not necessarily
systematic or deliberately commissioned but

the result of a culture which was replicated and
adopted because (a) it achieved certain financial
and other targets and (b) it was the way others
behaved and was a safe way to protect oneself.

Other respondents also modified their views
upon reflection and in discussion, especially
as they reflected on their own experiences.
This represents an often-expressed emerging
acceptance:

“At the time that the press release went out
about a bullying culture | felt that this was
wrong without consultation and that it might
do more harm than good. | am glad though that
this is being investigated in this way and will be
interested in the outcome of the report.”

Another, who had challenged the allegations
about bullying because of their source and at
whom they were apparently directed, came to

the view that he himself had actually experienced

what would be described as bullying but from a
different angle.

“I feel very bruised by the four. But something
has been released in the organisation, so it
served its purpose.”

A nursing member of staff acknowledged that
many people had not spoken up:

“I feel let down by a system that didn’t care until
it felt the pressure to atone after being publicly
shamed in the press. My experience is that there
are a wealth of good people in the organisation
who have stood by and done nothing, because
that’s easier than speaking out.”

The Majority View

12.18

53

Further along the continuum, this summary
of the behaviours which have caused so much
concern comes from a senior member in an
important supporting role:

“Over the past ten years, | have supported [a
number of] Senior Managers in NHS Highland,
who reported being bullied and intimidated

in their work, some to the point of tears and
sickness through stress and most of them having
now left the organisation. | have also supported
many more in middle management who reported

A Culture of Bullying and Harassment?

the same kind of bullying happening to them.

12.19

12.20
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It became apparent to me that models of
bullying behaviour at the highest levels of the
organisation, were being copied throughout.
These included ignoring people, belittling them,
treating their ideas with contempt and talking
about them negatively to other members of
staff. Often when staff have spoken out against
this, or against what they perceive to be poor
decisions, they are taken aside and interviewed
by two or more Senior Managers and cautioned
or threatened with disciplinary action. | have
seen the abuse of ‘suspension processes’ and
trite or trumped up charges being levelled at
staff in order to take them through protracted
disciplinary processes, during which time they
are off work and instructed not to speak to
their colleagues. In my mind, there is no doubt

whatsoever that there is a culture of bullying in

the organisation, and not just isolated incidents.”

This, which bears a striking similarity to
definitions provided in chapter 10, is a
perspective shared by many of those who
responded and who welcome the review, as the
following comment from another senior and

recently retired member of staff reveals:

“...1amin no doubt that NHSH has operated
under a veil of fear and intimidation for many,
many years. Anecdotal evidence indicates
behaviours in keeping with this to be at the
highest level of the organisation. Sadly, |

have had confidential discussions with many
colleagues who have had similar experiences to
my own and have been left with no adequate
resolution to their concerns and in some
instances have chosen to leave the organisation.

Early retirement sadly, is a very popular option...

There are many, many dedicated, highly
professional and committed people working

for NHSH. This review does offer a real and
important opportunity to get to the bottom

of why things have gone so badly wrong,

make recommendations to ensure that the
organisation can move forward positively and
effectively enabling a happy, confident and
stable workforce. This is the essence of ensuring
patients receive excellent clinical, holistic,

person-centred and compassionate care.”

The final paragraph above summarises the value
many NHSH employees place on the decision to

carry out this review.
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A Bullying Culture?

12.21

12.22

12.23

32

54

While, as | noted at the start of this section,

the view that there is no bullying culture is
represented by a minority of respondents to
this review, it may be possible to conclude that
the majority of employees of NHSH have not
experienced bullying as such. Having said that,
extrapolating from the evidence available to
this review, it seems equally possible that many
hundreds have experienced behaviour which

is inappropriate. That seems far too many.

| explore examples of this more fully in the

following sections.

If it was within my remit to do so, it would not be
possible to conclude conclusively that there is
oris not a bullying culture in NHSH. Everything
depends on context and circumstances. It
depends on where and who you are. As Sir
Robert Francis and others have pointed out (and
as noted in the remarks on culture in an earlier
section of this report), there may be pockets,
sub-cultures and hotspots; one department could
be perfectly satisfactory while, next door, the

situation could be unbearable.

However, as noted earlier, in terms of my remit,
| need to explore what, if any cultural issues
have led to any bullying, or harassment, and

a culture where such allegations apparently
cannot be raised and responded to locally, and
identify proposals and recommendations for
ways forward which help to ensure the culture
within NHS Highland in the future is open and
transparent and perceived by all concerned in

this way. | do so later in this Report.

A Culture of Bullying and Harassment?

The Gallanders Report

12.24 In passing, it is fair to note that, in November

2018, an Independent HR Consultant, Sandy

Gallanders, reported to the Board.*?

12.25 The Draft Report stated that:

60. “The prevalence of bullying and
harassment in NHS Highland is not
significantly different to that in other
NHS organisations or elsewhere in the
economy. The problem is growing across
organisations and it is something that all

employers will have to address.”

12.26 The report concluded that:

19. “Whilst 28 respondents expressed
concerns regarding having witnessed
or experienced bullying, the overall
number of respondents was small and
the evidence, whilst a useful indicator
of further analysis being required,
is insufficient in itself to warrant a
conclusion that there is systemic
bullying/harassment within the

organisation.”

12.27 The Report noted:

23.  “Areview undertaken by the Clinical
Governance Team found that in the
great majority of cases there was a
proactive approach from the handler/
manager to address the incident and
concluded that there was no indication
of specific trends for concern. This
conclusion is considered reasonable on
the basis of the evidence available. It is
also consistent with the relatively low
number of cases which are in process
under the “Preventing Bullying and

Harassment” policy.”

Gallanders, S. (2018). Allegations of Bullying and Harassment in NHS Highland.
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12.28

12.29

In reviewing an “iMatter” Survey (an online
process), the report observed that:

37.  “The high level iMatter responses are
encouraging. There are no “red flags”
which would suggest the presence of
systemic bullying and/or harassment.
However, only lower level tfeam
based data would show if potential
problems exist at a more localised level.
This would require a higher survey
completion and measures to encourage
this for future surveys should be
considered.”

In connection with a Dignity at Work Survey, it
was said:

43.  “On the balance of the information
available, the reported overall
prevalence of bullying and harassment
in NHSH reported in the DAW Survey,
whilst obviously of concern and
warranting more detailed examination
and intervention, does not appear out of
the ordinary.

The Gallanders Report in Context

12.30

12.31

12.32

55

There are a number of criticisms of the report.
The GMB union expressed the view that the
surveys cited fail to give an accurate picture of
experiences on the ground, with most of the
statistics coming from iMatters “which has a
notoriously low staff response rate, so their numbers
are skewed from the start”.

The GMB also commented: “The survey is done
electronically and the questions do not allow you to
report, for example, incidents of bullying by saying
there is a management issue, so it is skewed in that
way foo.” It was not a proper reflection, was
limited in its scope, “not representative, too quick,
too easy.” According to another respondent, it did
not reach “an operational level where the bullying
and harassment has impacted”. | am told that it
did not involve any discussions with individuals
or seek to look at any underlying relationship or
cultural issues.

| mention all of this not to criticise Mr Gallanders
or his report but to help gain an understanding
of why that piece of work did not uncover the
issues which this review has uncovered. More

A Culture of Bullying and Harassment?

generally, it is helpful to note that the gathering
of information about allegations of bullying
needs careful thought and insight. Mr Gallanders
recognised this himself quite explicitly:

65.  “The desktop analysis of survey and
other data considered earlier in this
report does not provide the qualitative
information which lays behind some
of the headline figures for NHSH. It is
important that this information is mined.
This will inevitably mean engaging
directly with people rather than sending
them another survey form. It is important
to do this for two main reasons — firstly
to get a better understanding of what
the issues are where they are occurring
and what the common themes are.

This will provide a much richer source

of diagnostic information to inform
future planning and targeting. Secondly,
engaging people is the right thing to

do — a direct face to face interaction
with an employee or group of employees
will both provide information to the
organisation to help improve things and
help that employee or group feel that
they are valued and cared about by the
organisation.”

Use of the Gallanders’ Report

12.33 For completeness and because Mr Gallanders’

report is full of useful suggestions which could
easily be lost in the headlines about it, | have
included, in Appendix 2, some more of his
findings which seem to me to be helpful. | also
commend the Report’s list of short, medium and
longer term tasks and priorities. They contain
much which is of importance and utility. | pick
this up in my own proposals later in this report.

Report to the Cabinet Secretary: NHSH, April 2019
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13. Experiences of Inappropriate Behaviour

A Matter of Concern

13.1

13.2

13.3

13.4

13.5

56

A significant majority of those with whom

the review engaged have, over a number of
years suffered, or are currently suffering, fear,
intimidation and inappropriate behaviour at
work. In this chapter, | set out what | have been
learned from many sources.

The number of individual cases in which people
have experienced inappropriate behaviour
which falls within the broad definitions of
bullying and harassment described earlier is

a matter of the utmost concern. Many appear
to have suffered significant and serious harm
and trauma, feel angry and a sense of injustice
and want to have their story heard. There are,
it appears, serious concerns about the mental
and physical wellbeing of a significant number
of members of staff. There are, | am told, links
to anxiety, depression, withdrawal, alcoholism,
drug abuse, suicidal thoughts and other serious
consequences.

A number of those against whom bullying
allegations have been made are also, or have
been, the subject of inappropriate behaviour
themselves. Bullying can be both upwards and
downwards — or both. Many people have been
afraid to take steps to address issues internally or
to speak out, currently and over a period of many
years. Many feel that no really effective, safe,
mechanism to do so has existed.

One comment offered was that:

“Many individuals have come to serious harm
over these years in addition to the destruction of
a highly motivated staff base at what used to be
a fantastic hospital.”

A clinician told me:

“I've seen scores of people who have worked for
the organisation who have said their distress is
such that they have enacted or considered self
harm to deal with the pressure. These are people
who work for the organisation who have cut
themselves or seriously attempted to take their
own life by overdosing. Over the years this has
not been an uncommon occurrence. Bullying
has a really corrosive effect on a person’s life,

13.6

13.7

13.8

not just at work, but on how they feel about
themselves, and on how they interact with

their families. Feeling oppressed, under the
scrutiny of a manager, this really affects people.
Perfectly able, intelligent people can become
unable to cope. Over the years | have met many
people who describe experiencing those sorts of
emotions. It’s not just within NHSH, although |
think NHSH is the largest employer in the area,
so it’s not surprising | see this as often as | do.”

A significant number of employees, at all levels
of seniority, have resigned, moved to other jobs
or retired as a direct result of their experiences
in NHSH and inability to achieve satisfactory
resolution, some to their financial detriment.
Many of these situations and their direct
relationship to the work situation at NHSH are,
| am told, vouched by independent medical
reports and other evidence. The following
remarks sum up the situation experienced by

many:

“My decision was not taken lightly. Although

I loved my job | felt it was impossible to return

to this unhealthy, toxic environment and with
an extremely heavy heart (I cry now as | type
this), | asked if | could take early retirement from

service.”

One member of staff who felt compelled to
depart described how she had felt and the

indignity which she experienced:

“Yesterday was a dreadful day in the office and

| feel that managers were avoiding any contact
with me whatsoever! | was dreadfully upset and |
decided at that point that | could not continue to
work under this veil of indifference. | had hoped
to leave the organisation with some degree of
dignity and recognition of my dedication to NHS
Highland.”

Another member of staff in a rural location

described the impact on herself and colleagues:

“The main issue was the process in which it was
managed and how [a number] of us ended up

being left with no outcome, no apology. We felt

Report to the Cabinet Secretary: NHSH, April 2019

158/365



completely overwhelmed by it all and definitely
under appreciated by an organisation to which
we have given a collective work life of [over 60]
years ([and many more] years to the NHS).”

Range and Scale

13.9

13.10

13.11

After the whistleblowing occurred in September
2018, there were apparently 90 calls to a trade
union support line in two weeks. That union
advised me early in my review that it had nearly
150 cases, many of which were unresolved. One
union official told me: “Over 20 years of working
for a trade union, | have never seen the reaction we
got when this went public.”

| cannot reflect the full range and scale of
concerns expressed but | do wish to acknowledge
the candour and clarity with which people wrote
and spoke to me. The volume and specificity
could leave no one in any doubt about the
seriousness of the problems, many of which
remain outstanding. As mentioned earlier, a
significant number of these cases arise in rural
areas and local departments as well as in the
major centres.

Themes emerged for staff who feel they are

not valued, not respected, not supported in
carrying out very stressful work and not listened
to regarding patient safety concerns, with
decisions made behind closed doors. They feel
sidelined, criticised, victimised, undermined and
ostracised for raising matters of concern. Other
respondents cited a clique or pack mentality,
being kept out of the loop, abuse by email,
leaking of sensitive information and being
briefed against. Many described a culture of fear
and of protecting the organisation when issues
are raised.

Views Expressed

13.12

57

In this section of the report, the words of a few
individuals, suitably anonymised, speak for
themselves. These are not random remarks. |
have selected them because they express views

| heard repeatedly. | have formed the view that
it is important for these voices to be heard (a) to
make clear how serious the problem has been
and continues for many to be and (b) in the hope
that by bringing this out now NHSH can begin
the journey to a better place. Further views are
expressed in other sections of the report. As |
have said repeatedly, they are not offered for

13.13
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their wholesale factual accuracy but to enable
the reader to build a picture of the depth and
extent of how people have felt. | have not
attempted to investigate responses to all of these
views.

| am aware that, for many, this degree of
specificity is painful and frightening. It creates a
situation where individuals are fearful that what
is recorded is directed at them, rightly or wrongly.
Responses to bullying can themselves seem or
feel intimidating and inappropriate. | am also
aware that for some of those who feel they have
suffered inappropriately, reading all of this may
also be traumatic. Therefore, in recording these
views, | ask readers to be sensitive to the impact
of what follows on individuals. And to remember,
throughout this report, that there will often be
several sides to a story.

A Rural Practice

13.14

For me, much of what | heard was encapsulated
in a meeting | held with fifteen members of staff
in a rural medical practice. My anonymised
record of the comments made at the time
summarises what | have heard about how many
people feel at work generally in NHSH.

“We’ve put up with it for so long”

“Our manager has made our life hell for years”
“He shows no respect, it’s his way or no way”
“He intimidates us, speaks to us like children”
“lt’s one rule for us, and one for him”

“He owns us like slaves”

“Higher up management backs him up — it goes
all the way up”

“His line manager knows — he is scared of him”
“They all know, they’ve heard it all before”
“It’s an abuse of power, it’s all about control”
“He gets away with it”

“What’s the point in taking it up?”

“HR held a meeting with us but there was no
proper follow up”

“HR cc'd the person | was complaining about!”

“I wrote to his line manager confidentially but
my letter was passed on to him and | had to meet
with him; Datix is the same”

“I got no response to my letter”

Report to the Cabinet Secretary: NHSH, April 2019
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“iMatter is a paper exercise, a tick box; he takes

the meeting and decides what we discuss”

“We don’t take it up because we fear

P . 1]
recrimination

“There are inconsistencies in how they apply the
policies”

“They are manipulating the outcomes of

application of policies”

“Policies are not followed; instead they apply
local interpretations in an arbitrary and

discriminatory way — it’s unfair”
“If we stand up, we get shot down”
“There’s nothing we can do”

“This is management style of 30 years ago —

bossing us around”

“We have lost many staff over the years as a
result”

“Senior management needs to support the
staff not the line managers when legitimate
complaints are made”

“They keep cancelling meetings they promised

us
“They don’t seem to care about us”

“Senior managers need to understand their role
—many are in the wrong job; they need training
or to change job”

“Those appointed to management need to have
the necessary skills as facilitators”

“We would like adult conversations and to be
treated with respect”

This last remark perfectly captures what many
respondents feel has been missing in NHSH.

An Individual View

13.15

58

Another individual described experiences over
many years:

“Throughout my career (spanning over 20 years)
| have been subjected to bullying and harassment
by a colleague

| have on several occasions addressed and
escalated this with senior management, this did

resolve issues temporarily

Formal mediation was agreed and sought, no
follow through on this, colleague avoided and
not followed up by HR.

Felt excluded, disrespected and inadequate, and

in some cases still do.

Professional lead role not respected or at times
included within decision making processes.

Have had to work hard to remain at work, high
stress levels but have utilised coaching (external)
to support.

Experienced humiliation at times from senior
management when presenting or contributing to

. »
meetings.

Historic Concerns

13.16

That this situation has prevailed for a number
of years seems fairly clear. The following was
brought to my attention as examples taken from
a survey carried out in 2014:

“Although concerns are expressed they are

dismissed, staff feel unsupported.

Unsupportive management focus only on
negatives and problems, there is no recognition
of good work. There is a total lack of inclusion or
consultation in any proposed changes.

Anyone who attempts to raise legitimate

concerns is victimised and targeted

| was shouted at by the trainer, witnesses were
shocked by this and managers heard about it
and did nothing (3 other people made similar

commen'rs)

Anyone who tries to raise concerns regarding
management is subjected to unfair treatment
and things are made difficult

Please, please listen and act on our concerns

Team spirit and cohesiveness has been destroyed
by negative management. Morale is very low and
no-one is sure who they can trust

There is a bullying culture here that has never
been eradicated. Genuine concerns should be

addressed rather than swept aside

Unrealistic expectations from senior
management and treatment by managers with

an autocratic style is really stressful.

Staff are too scared to raise a grievance, a
concern or even report something that is clearly
wrong. We've seen what happens to those that

do

I don’t know why I’'m bothering to fill this in,
other than | was told to! But nothing ever

happens anyway, it all gets covered up.”

Report to the Cabinet Secretary: NHSH, April 2019
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A Former Employee

13.17

A former employee who had felt unable to
continue with NHSH summarised what she told

me in a meeting in these words:

“Previous history of allegations made by the two
individual nurses in the team, which had led to
the suspension of the previous Senior Nurse,
who later retired as she was unable to continue
working in the service due to her traumatic

experiences.

Perpetual bullying by the Nurse who was
redeployed stating that he would ‘have my

job’, directing the nurses to follow a particular
practice pathway in the absence of professional/
team discussion, taking on tasks that were not
appropriate and undermining my professional

status and role.

Professional disrespect and lack of
understanding of roles and responsibilities.
This created significant barriers between,

for example, Nurses and [clinicians] in the
service. There was an attitude that prevailed of
superiority and inferiority and working together
across disciplines was particularly difficult for

some.

Oppressing certain professionals, the Service
Manager undermining and making derogatory
or negative remarks in front of other team
members without justification, about certain
colleagues, who were competent in their work,
usually those who challenged others (seen

as a threat). An experienced [clinician] was
transferred out of the service, following her
allegations about ‘bullying’ as she was seen as

‘problematic and divisive’.

A culture based on fear and intimidation, blame,
mistrust, covert practice, ‘cliques’, defensiveness
and indiscreet recrimination, without an actual

evidence base.”

Other Experiences

13.18

59

Another nurse put it this way in our meeting:

“A wee group including charge nurses, other
nurses, auxiliaries etc. treated [me] badly,
talking behind [my] back, being unkind,

using harsh tone, questioning [me] in front of
patients, not made to feel part of the group etc.
Felt intimidated, undermined, disregarded, ill
informed and that [I] was a scapegoat for all the

ward’s ills.”

13.19

13.20

13.21

One of my colleagues reported to me the
experience of a bank auxiliary nurse who
described consistently being treated in a

derogatory manner by ward nurses:

“They speak to him in a brusque and patronising
manner and do not value his expertise and
experience. He estimates this happens more than
50% of the time. He thinks the belittling is driven
by stress due to time pressure and the failure to
make full use of him is driven by a hierarchical
mindset that devalues auxiliary nurses. He
recognises the nurses in turn are probably
experiencing this treatment from doctors and
managers. When he raises the derogatory
behaviour with more senior nurses they tend

to excuse it as being down to stress and do not

tackle it robustly. He thinks that a team culture is

needed.”

A hospital worker told me:

“The degree of low-level and at times almost
direct intimidation and bullying was very marked,
with a pervasive feeling of fear and being
unsettled in the job. What we as practitioners did
each day was brought into question, with more
and more constraints, and if we tried to explain
how impracticable a new dictate was we were
met with disregard, and an increase in feeling

of being singled out, with her raising increasing
“concerns” against individuals. Grievances were
taken out against the manager, and although

no evidence was found to back up the manager’s
“concerns” regarding practice, these were still
upheld and our grievances against her given little
credence, but the line taken was not to worry
about it. My concern is that even when going
through the official routes, if it is a manager a
concern is raised against, it feels almost as if
there is a closing of ranks, and even the unions
did little to fight against this.”

A junior member of staff described in detail her

concerns in one unit:

“This has created a very fragmented and divisive
culture across the unit. Junior [staff] are being
blamed/scapegoated for mistakes they were

not involved with and errors being made by
senior [staff] are being covered up and collusion
is occurring to blame junior [staff] for these

errors.”
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13.26

60

A former employee had this to say:

“...in the NHS Highlands they burdened me with
an excessive workload, made unilateral decisions
without discussion, treated me like a robot rather
than a human being, isolated staff (divide and
conquer), emotionally blackmailed staff, put
targets over patient care and safety, did not treat
me with respect or appreciate me and severely
affected my health and well being and ultimately
made me seek employment elsewhere.”

A laboratory assistant told me:

“I have never seen any workplace managed in
the manner that this laboratory is now, it thrives
on bullying at all levels as well as favouritism
and gossip. There is no adequate staff training
at all and | have been set up to fail on so many
occasions.”

A little vignette sums up the feelings of many who
experienced a kind of cognitive dissonance:

“NHSH invested in promoting dignity at work
policies. They organised this dignity at work
workshop/meeting. | went to it, they paid all

of this money out on mugs etc. then there was

a presentation from two people at HR. At one
point, one of the speakers was not confident —
what are we doing next? And the other snapped
saying “well | don’t know, it’s your bit!” It was
right before my eyes.”

An administrator described her experience in
one department as being “kept out of decisions
made by senior managers and then expected to
communicate and defend unpopular decisions to
staff”, who would see her as the problem. She
experienced bullying both from managers and
from staff she was trying to manage. “/ kept
being handed a loaded gun”. If she tried to tackle
underperformance she was not backed up by
management and then was criticised by staff for
letting underperformers get away with it. She
expressed concern that HR offered little support
when she asked for help with bullying — options
were either to live with it or raise a grievance,
which would take a long time. In any formal
meeting “HR only support the manager, so the staff
member gets no support. Also, HR isn’t confidential”.

The damaging impact was described by another
administrator who told me:

“I now find myself in complete limbo with no
specific job role,... | am excluded from all staff

13.27

13.28

13.29

Experiences of Inappropriate Behaviour

meetings and have no contact with the actual
local dept ... The support staff still will not speak
with me or acknowledge me in any way. [ am
struggling with immense feelings of rejection and

isolation.”

A former senior manager vividly described

a series of experiences of what is known as
“gaslighting” perpetrated by an even more senior
manager. | am told that gaslighting is a form of
“psychological manipulation that seeks to sow seeds
of doubt in a targeted individual or in members of

a targeted group, making them question their own
memory, perception, and sanity. Using persistent
denial, misdirection, contradiction, and lying, it
attempts to destabilise the victim and delegitimize
the victim’s belief.” Gaslighting was a word |
became more familiar with during my review as

respondents described their experiences.

This sort of unpleasant experience was

corroborated by a former support manager:

“A number of staff complained about [a
particular event], including myself, and this

is when | started to be managed out of the
business. Within a relatively short period of
time my self-belief had been undermined

so comprehensively that | would never have
employed myself and was eventually signed off
with stress (this is common in this deparTmenf).
When | was under treatment by my GP (none
of those who signed the letter in the press) they
were entirely unsurprised by my experience and
said that stories like my own were common from

NHS workers.”

The experiences seem to be widespread across
NHSH; this example comes from a rural

community:

“It is widely felt by staff that there is an
institutionalised culture of bullying management
on [this island] but nothing can be done about
it.

An Experience of the Board

13.30 | conclude this section with a completely different

situation to those described above, in which a
senior clinician describes an experience with
“the Board” (which is used as a collective term
here and may not refer to all members or an
actual Board meeting). | do not offer this for its

Report to the Cabinet Secretary: NHSH, April 2019

162/365



Experiences of Inappropriate Behaviour

factual accuracy (as ever, perceptions will vary in
a very pressurised situation) but record it as an
indication of how dysfunctional things appear to
have been and the resulting impact:

“What we experienced on that afternoon

was both eye-opening and frightening. We

were looking into the dark soul of the NHS
organisation. Our team was shocked by this.
Senior clinicians — three of them — moved

to tears during the meeting. A lot of anger
expressed about the way we were treated. The
body language of board members was very
unpleasant. There was an attempt to undermine
us, make us look foolish. The behaviour was
threatening. They left, we agreed to nothing. We
agreed to meet the next day to discuss further.
All shell-shocked. One colleague left during the
meeting. Another tried to leave but was told

to sit down. What took place was well beyond
our collective scope of experience, and as such

it was powerfully disorientating. | had never
witnessed anything like it. In this way the Board
broke the collegiate will of our clinical team.
They left behind a fragmented, confused and
angry remnant. In ways we found difficult to
discuss | think we all felt ashamed of ourselves.
Many of us were traumatised and remain so.
Most of us felt that we had failed to defend the
interests of our service and our patients. The
methods of ambush, intimidation, isolation and
undermining reflect the themes raised by those
who requested an investigation into “bullying” at
NHS Highland. It demonstrated a Board that is
not listening to the concerns of its staff, driven by
its own agenda and believing itself to be above
the law. At a subsequent meeting arranged at
my request, the Board Chairman asked me a very
direct question: “did you feel bullied?”, to which
| answered “yes”. That meeting ...was never
acknowledged, and to my knowledge no steps
were taken to investigate the issue of high level
bullying that the Chairman and chief executive
had identified. What | perceived as formulated
organisational subjugation allowed inconvenient
truths to be concealed. As seen in other instances
within the NHS, this kind of behaviour presents
arisk to patient safety and to the long term
reputation of the service. My concern is that that
behaviour, which they probably don’t recognise
as being bullying, has a very significant influence
on the safety of our service. Has allowed us to
brush under the carpet the opinions of senior

clinicians and very significant risks across

NHSH.”

Managers’ Concerns

13.31

13.32

13.33

The allegations of bullying go both ways.
Managers are also said to be the recipients of
inappropriate behaviour from members of staff.
This from an island community:

“My experiences are actually of NHS Highland
Managers being bullied not the other way
around. | have seen a very concerning increase
in ‘bad behaviour’ from my colleagues over the
past 3 years. | have been shouted at, screamed
at, sworn at, lied about, accused of being
unprofessional and uncaring too many times
to keep track off. | feel as an organisation NHS
Highland have lost their way a bit by not being
assertive enough when managing services, the
public and staff.”

Similarly:

“I'have had instances of managers being

bullied by their nurses. This manager was
accommodating the nurse’s availability only and
then scheduling everyone else around that one

nurse. When | asked her if she felt bullied, she

burst into tears and left.”

This from a manager in a middle management
situation expresses clearly the difficulty for
someone in that position:

“During my employment as a Manager | found
myself managing an unprecedented situation
involving a member of staff | line managed. |
found HR to be completely ineffective, my senior
managers showed little interest. The end result
of this ghastly situation was finding myself at
the centre of grievance by the member of staff —
unfounded accusations were made against me.

| was made aware of this way of a phone call on
a Friday evening from a very senior manager.
Although | continued to work, | was under
investigation which took many months to resolve.
The outcome was ‘no case to answer’; the
situation was not dealt with appropriately. My
experiences are not in isolation within NHSH....

| have also found myself being accused of
bullying & harassment by a member of staff |
lined managed. | took my role as a manager
extremely serious and ensured | followed due
process ...| have evidence of this. The staff
member involved did not want to be managed,
had been used to ‘doing her own thing’ due to
lack of structure within the area of responsibility.
| viewed her as a risk, had significant concerns re
her capability including clinical competence. She
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Experiences of Inappropriate Behaviour

chose to accuse me of bullying her — again lack
of support from HR was evident and the outcome
was unsatisfactory. Again this not unusual in
NHSH - people do not want to be managed,
nobody takes responsibility contributing to
compromising patient safety.”

13.34 This comes from a long-serving senior manager

62

who feels vulnerable at work:

“This has been a distressing time for me and |
don’t feel that there has been support for me

as a (wrongly accused) manager within the
organisation. | know the truth will out so to
speak though so | just have to hang in there

until it does. Fortunately my immediate line
management know that the accusations are
untrue and there is evidence to substantiate

this however it concerns me that people can just
make up stories on the bullying bandwagonand
because NHS Highland is currently in the
position it is in, the stance feels along the lines
that managers must be at fault and need to
improve as opposed to supporting managers
who find themselves wrongly accused. | feel that |
am a very vulnerable position and this unresolved
situation has the risks of impact on my ability to
continue to manage effectively without fear of
accusations.”

13.35 One manager described the impact on him of the

recent accusations as a form of bullying itself:

“There has been an overwhelming feeling by
myself and managerial colleagues that we have
been labelled as bullies. Various individuals
have had open access to mainstream media,
social media and other avenues to express their
allegations of bullying and labelling all levels

of NHS Highland structure as bullies, including
[one MSP] in open questioning at the Scottish
Government. To me this could be considered

as indirect intimidation and bullying without
the right to reply. | have had to personally
defend myself against various comments and
assumptions outwith work as a result of the
allegations made which includes my ex line
manager. This may seem “par for the course”
considering the serious nature of the allegations
but unacceptable as an individual where | have
no control of how the allegations were made to
the press.”

13.36 These views are clearly of great importance

and reflect both the multifaceted nature of
the situation and concerns about the way
matters have been handled, together with the
implications, on which | comment elsewhere.
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14. Unwillingness to Raise Concerns

Introduction

14.1

14.2

14.3

14.4

It is relevant and important to discuss why people
felt unable to report their experiences and the
adverse effects if and when they did.

It is said that, in general, the main barriers

to reporting allegations of bullying or other
inappropriate behaviour are the perception that
nothing will change, not wishing to be seen as a
troublemaker, the seniority of the bully, the fear
that bullying will get worse, and the fear or real
risk of being dismissed or side-lined. The legal
and other remedies are not easy to pursue, often
leaving a choice between leaving the job (with all
that entails) or continuing to suffer.

Sir Robert Francis identified a number of factors
which may lead to fear of speaking up as being:

blamed or made a scapegoat

discriminated against
+ disbelieved

seen as disloyal

seen as disrespectful in a hierarchical system
+ bullied

fear of wider consequences for a career.*

As noted already, these have been the experience
in NHSH. In this short chapter, | offer some more
illustrations of reasons for people feeling unable
to raise their concerns.

Themes

14.5

33

63

A consultant told me of a variety of impediments:

“Potential repercussions — need to keep my

job, pay my bills. I've watched what happens

to others who challenge. People’s careers
sabotaged — cannot work again- will never work
again —no pension...If | were to go and make

a complaint —who would | go to? | don’t have
an answer — | won’t turn up at the new CEQO’s
door...”

14.6

14.7

14.8

This is a recurring theme:

“People are unwilling to step forward and say
this is a problem. I’'ve spoken to a number of
colleagues who, when | told them | was coming,
they said, “good for you” and when | asked if
they thought about it, the majority of responses

LIRE]

were “I've got a mortgage, I've got children.

A senior staff member wrote in these terms:

“Those who have gone to formal grievance
have come away feeling like they are in the
wrong, that this manager is having to deal with
them and their faults. This tends to give the
message to others that going down this route
puts them at risk of being deemed as either a
trouble maker, not coping with their work and
therefore at fault themselves. Until this bullying
behaviour is acknowledged, staff supported,
and communication improved | can see many
experienced staff leaving if they can’t hold

out till x retires. This is not my impression of a
supportive forward-thinking organisation who

cares for the wellbeing of their staff...

That really summed up how | feel about Bullying
within NHS Highland and in particular in the [x]
department. Before putting in my grievance | had
been warned that “management stick together
so don’t expect your grievance to have a very
good outcome” and | have unfortunately found

this to be my experience.”

A former local MSP told me:

“I had many cases of NHS bullying over the
years. The one conclusion that | reached was
that there was a common denominator in the
vast majority of cases. Generally speaking, most
of the staff who had been bullied had ‘dared’ to
raise concerns regarding patient care or suggest
ways to improve patient care. They tended to be
well qualified, experienced and conscientious

in their professional capacity. Having raised

an issue, they were often redeployed to a

Francis, R. (2013). Freedom to Speak Up: An independent review into creating an open and honest reporting culture in

the NHS. Paragraph 5.3.19
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14.9

14.10

14.11

14.12

64

post with lesser responsibilities or taken from 14.13
specialised posts to general work. It was not only
bullying that was involved, but a fair amount
of humiliation was also used, often in front
of patients and particularly with other staff
present.”
14.14
These views echo the observation of Sir Robert
Francis that workers who are bullied, or who see
others bullied, are much less likely to raise their
concerns (see paragraph 10.18), as the following
passages underscore.

A former manager in a support role told me:

“What NHS Highland fails to recognise is that
most people who are bullied will not report it
and perhaps don’t even realise that they are
being bullied until they have left that situation.

If someone does eventually raise a complaint...
they will quickly realise that a record has been
kept of things that you’ve done and said that can
be skewed to seem negative and, as you haven'’t
kept an equivalent record (not knowing that you
needed to), you can’t counter the negativity.”

From a care worker in Argyll and Bute:

“My case is not isolated, | have met many people
who have raised a concern and been shunted
from post to demoted post until they leave. There
is a fundamental lack of understanding by NHS
Highland of the nature of bullying, it is generally
secretive and there is little evidence. People

who witness bullying will rarely corroborate

a complaint for fear that they will be the next
target. When people see what happens to
someone who raises a complaint it is little
wonder that bullying goes unchallenged. Senior
and Middle management close ranks and say
there is no issue.”

The feelings of a number of those who came
forward are summed up here:

“It is common knowledge that this particular
manager openly boasts in the staff dining room
about the number of grievances against them
and has said that it doesn’t matter because
“nothing ever happens about them”. Staff ...
feel that this manager is “untouchable” and
are afraid to complain further due to the poor
outcomes of previous complaints & the open
victimisation of those who have previously
complained. Several members of staff have
actually resigned their posts as they felt unable
to continue working under these conditions.”

Unwillingness to Raise Concerns

There seems to be a strong theme around
victimisation, a fear that, if someone raises an
issue, the person complained of will use their
power to harm the person raising the issue
further. Staff fear reprisals.

| was asked to note that doctors are less likely
than other staff to report incidents of bullying
and harassment; trainee doctors are among the
least likely to speak up. They fear repercussions
if they do. They believe that nothing will change
by raising concerns. There is also a mistaken
perception that doctors do not suffer bullying.
They are often seen as powerful, successful and
self-confident people, and therefore somehow
immune. | was told that this is not the case.
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15. Possible Causes: Health Sector Generally

Introduction

15.1

15.2

15.3

15.4

15.5

34

66

There are undoubtedly multiple causes of the
symptoms described in this report. Finding a
simple reason is not always possible. An observer
commented: “There is often no explanation or reason 15.6
one person subjects another to the type of behaviour

defined by ACAS...” as bullying.

Diagnostically, the experiences of many NHSH
staff are likely to be attributable to a number of
factors which have built up over many years, a

number of which have also created difficulty in

raising and addressing them locally.

Some would say these have created a perfect
storm in NHSH. Many of the features described
in a “VUCA World” (see paragraph 4.17) and
referred to in my chapter on human nature are
manifest in NHSH. A number are outside the
control of an organisation such as NHSH. We

15.7

should not underestimate the effects in recent
years of the general sense of isolation and

alienation felt in some parts of society.

Some factors could be described as cultural

and are possibly unique to the specific local

and geographic circumstances of NHSH and

its employees. | am mindful of emphasis on the
importance of “place” in recent years. These
factors play an important role. Other matters are
relevant in general to the NHS in Scotland and 15.8
to the provision of health care overall. There are

other significant factors which will, | expect, be

common to all large organisations. Yet others

have to do with a management style which, it

is perceived, has been prevalent in NHSH in

the past several years and relate also to the

effectiveness of the governing body to provide

effective oversight.

| seek to address these and other possible
reasons in this and the following chapters of the
report. This chapter seeks to cover more general
issues. The next chapter discusses matters
related to NHSH itself. The succeeding chapters

cover further topics which are relevant, including
management, governance, HR issues, the role of
trade unions and the Scottish Government and
other topics.

In some of this, there is an inevitable amount

of conjecture on my part, allied to the views of
well-informed respondents, upon whose words
| have again placed considerable reliance as
authentic and authoritative sources upon which
| can legitimately draw. However, this analysis
will inevitably throw up questions and comments
by those who understand the organisation
intimately. If so, that is a good thing. There are
matters which deserve to be wrestled with as
NHSH seeks to move forward.

Changes in Expectations and Behaviour

As Mr Gallanders noted in his report, what is
or should be tolerated as acceptable behaviour
has changed in recent years®. It is likely that,
more generally, society is experiencing a lower
tolerance of behaviour which is perceived to
be intimidatory, disrespectful and hierarchical,
as we have seen in other areas of public life.
There is growing evidence of increased levels
of awareness of workplace bullying generally
— either because more is happening in fact or
because attitudes are changing and mounting
evidence reveals more of its existence.

Workplace bullying is not exclusive to the NHS
or to the public sector. We know from recent
examples that it occurs in the private and charity
sectors, affecting productivity and increasing
absenteeism in all organisations. The increased
power of social media with no apparent
parameters or checks is, | was told, another
significant factor:

“Emails and social media have been fatal.
People have a glass of wine and then write it
all down. I have seen in the past two years, my
staff’s behaviour change and deteriorate quite
dramatically.”

“Social media spreads like a disease.”

Gallanders, S. (2018). Allegations of Bullying and Harassment in NHS Highland. Para 61.
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15.9  Further, health care provision across the
developed world is increasingly complex and
expectations of improved services in the NHS
continue to be high among patients, the media
and society generally, alongside medical and

technological advances. One commentator said:

“Some policies have undoubtedly contributed
to the NHS pressures, most recently around
patients “rights” to have drugs even when
extremely expensive ie rationing/control is now
very difficult precisely at a time when extremely
expensive drugs are being made available.”

Medicine and Hierarchies
15.10 In any event, it seems that the culture in

the medical world has probably historically
been rather hierarchical and power-based,

with a sense of entitlement and status and a
corresponding element of bullying behaviour,
aspects of which still remain. Lack of respect
among and by clinicians still seems to be the
norm in some places. A culture of deference
may be an associated feature. Changing
circumstances can feel like a challenge to ego
and authority. The move from the autonomous,
heroic “clinician with power” model o a more
complicated and shared power / teamwork
approach is not easy.

15.11  The perceived rise of managerialism and the
clash with clinical leadership is a significant
feature | am told. Younger doctors may be more
at ease with a changing culture but this can itself
lead to internal tension. One senior manager
described it in this way:

“I've described it as being ante-diluvian. It’s
being in James Robertson Justice’s Carry-On
Doctor. Not everybody, but some consultants
who are longer in the tooth. | think that’s coming

from a place of stress.”

15.12

As one senior person put it:

“In terms of structures, | think sometimes some
doctors have got an unrealistic idea of the extent
of their autonomy and entitlement to do as

they wish. Some people can be pretty inflexible
and resist what the manager is trying to do. |
wouldn’t characterise the whole organisation
like that, but | think part of it is the doctor’s
disinclination to step up. It’s the model of being
an advocate for individual patients being the
primary concern, fitting in with traditional
medical autonomy. But it doesn’t fit into modern
view — medicine is now a team game in delivery

67

15.13

15.14

15.15

Possible Causes: Health Sector Generally

for care. Constrained resources. Someone has to
make decisions about prioritisation. Our doctors
sometimes don’t step up into that more modern
role. If put under pressure, can retreat into that

traditional role.”

A former board member told me:

“I found the hierarchy and clinical domination,
and in particular deference to medics,
noteworthy when | joined NHS Highland. There
are tensions and conflict around how individual
clinicians and teams manage ‘their’ patients
whereas the board and senior manager’s
responsibilities span across all services as they
apply to the entire population.” An HR staff
member commented: “There is a superiority
thing that informs how people behave. There is
a lot of emphasis on patients being important
- “I'm saving lives today, what are you doing?”
The staff feel that they don’t matter...”

One senior manager commented:

“We have a culture in the NHS which lapses into
categorisation of people by their profession,
grade, job title or background. It’s far from
straight forward, however, because senior
clinicians (of all backgrounds) have also
described how virtually overnight they went from
being respected and valued to one of abject
disrespect when they moved into management

”
roles.

“I have seen great progress in this regard since
joining NHS Highland but medical dominance
(in parficulor) still prevails throughout the

NHS. Of course in many ways this is positive

but there is a balance to be struck to ensure

a healthy culture, where everyone is valued,
particularly based on their contribution. Doctors
don’t always know best, and can and should be
respectfully challenged, in the same way as other

colleagues would expect to be.”

Power is an important driver. Another former

manager told me:

“I’ve worked in lots of organisations and there
are pockets of people who are on the edge.
...But in NHSH, there was nobody catching it.

It was the behaviour that was wanted. It’s what
people wanted to see. There weren’t isolated
incidents, but an underlying current of it all the
time. ...  was told to just “manage it”. But it was

bigger than me, | need help to manage it. We
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15.16

15.17

had a good clinical manager and we took a lot
of abuse. But ultimately, the power wasn’t with
us and nobody was willing to help wrestle that

power away.”

Issues about education, training and selection
may arise which are beyond the scope of this
review and which | understand bodies such as
the Royal College of Surgeons consider actively.
It was pointed out that the NHS was based

on a post-World War 2 model of command

and control based on a military template, with
“officers”, divisions, uniforms, hierarchies,
unquestioning deference and other attributes,
many of which may have seemed valid then and
which still remain. (Ironically, some respondents
pointed to changes in the way the military
handle bullying as a model for NHSH to follow
as a necessary stage in its evolution in the 21st
cenfury).

In a later chapter, | address the tension between
clinicians and managers and indeed those
clinicians who have become managers. ltis a

complex situation.

Resistance to Change

15.18

68

It is fair to note that one experienced former
director pointed to the difficulty of introducing
change in the medical world:

“I mean the unenviable task for managers in
managing these disparate groups, but more
importantly managing a group of staff who
earn salaries far in excess of that of their line
manager. This produces a dynamic and power
base that is not always conducive to change
and can indeed thwart progress. The challenges
in recruitment and retention across some staff
groups may enhance that power base at fimes
strengthening resistance. In my time in NHSH |
have witnessed many managers struggling with
budgets, increasing demand for services and
expectations in relation to new interventions or
medications. Not all staff understand or support
these struggles and may wrongly interpret

firm and fair management as a result. | believe
... that NHSH has a culture of continuous
improvement and that resistance to changeis a
natural consequence of this. NHSH has always
had processes in place to support those who
resist change and | believe the organisation has
always aimed to be open and transparent in

implementing these processes.”

15.19

15.20

Possible Causes: Health Sector Generally

A professional lead put it his way:

“You'll get people who can be aggressive in
actually saying “you haven’t discussed that with
me” when we have through consultations. But
because the outcome is not what they wanted,
they plead ignorance. They become aggressive
and then try to undermine you in other ways. |
see myself as an isolated voice although there are
other ways. People are afraid to put their head
above the parapet. Any change is fearful. In the
change model, the status quo is the place they
know even though they don’t like it.”

Again, system inertia is a well-recognised feature
of an organisation and affects individuals under
strain and who are fearful of the consequences of
change. One observer reflected on the result:

“Organisational inertia, which is linked to many
things. People get used to nothing happening
and get frustrated or give up. This leads to some
of the behaviours, whether by those managing or
those seeking change or explanation.”

Government Targets

15.21

15.22

15.23

It is perceived that there is significant and
increased pressure to perform and meet targets
throughout the organisation. This, perhaps
underscored by a fight or flight response, has
probably often taken precedence over people
issues. It was argued that Scottish Government
policies such as treatment time guarantees

and waiting list targets press NHS Boards to
deliver without enough regard for affordability
and other resource issues. Unrealistic or
unachievable expectations can lead managerial
staff to pressurise clinical and other staff to
improve performance.

Thus, these policies may have an adverse impact
on the people charged with delivering them,
leading to dysfunction and loss of morale which
can tend to cascade down through the system.
By their nature, they may emphasise a more
transactional approach, to the detriment of
relationships. Rather than criticising the targets
themselves, there may be an absence of the
necessary skills to implement them — or realistic
conversations about them.

The emphasis on targets seems to be one reason
for tension between management and clinicians.
As | mentioned at an earlier point, there may be
an inevitable, perhaps irreconcilable, tension
between clinical obligations to patients and
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15.24

15.25

15.26
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the management need to cut costs and/or
increase efficiency. | am told that this is further
exacerbated by the gathering and collation of
data for reporting to the Board, which is used to
assess targets and measure waiting times rather
than shared operationally to enable those on the
ground to adapt services.

One clinician observed:

“Targets are useful, but if all one is doing is
working to the target, everything else becomes
secondary. Particularly when the directors, CEOs
and the like are managed against that target.”
And that creates problems for others: “People
tasked with implementing the approach/regime
are not necessarily knowledgeable or skilled
enough to do this. Culture of training someone
to do something and immediately assuming
expertise. That cannot be easy. A large part of
our role is to justify the role of management and
administration to produce figures for them.”

“Management, from the very top down, remain
fixated with targets, both for delivery of services
(e.g. waiting times) and financial. They have
retreated to the lowest common denominator,
leading to poor clinical standards, acceptance of
poor behaviours and lack of candour. Clinicians
have become the tool of management, we exist
to allow them to produce reports to demonstrate
they are meeting targets. This has led, in some
places, to a culture of bullying, often as a
response to fear, this is top down. Morale is very
low, highly skilled and experienced people are

leaving the NHS.”

An employee representative commented on the
political pressures and impact:

“But we have also to acknowledge the external
pressure on all NHS Boards which comes from
above/outside. Political discourse in Scotland
around the NHS is largely centred around the
meeting/breaching of targets, and success (or
otherwise) in delivering a premium service within
limited budgets. Government and opposition
alike use this as the default for discussion and for
measuring success, and that context is mirrored
in media reporting. If the workplace culture in the
NHS is to change, the effect of this wider context
needs to be recognised for the impact it has.”

One GP summarised the effect: “You see the
management firefighting all the time. Their reaction
under pressure is a bullying one.” Firefighting is a
description that arose several times.

15.27 Overall, there was a feeling of NHS boards under

pressure:

“It is right that the Scottish Government (not
just the current administration) places high
expectations on Boards to deliver —- Governments
are after all answerable to the people that elect
them. Equally it appears to me that the current
administration is not willing to have the difficult
conversations with the public over what can be
expected from a resource limited public health
care system — | see this daily with medicines
where | feel we could get better value from
investing our resources in other therapies/care.
It has provided little constructive leadership and
left the Board exposed when making difficult

decisions.”

15.28 One director expressed the frustration felt by

many:

“It’s the most unrewarding organisation | have
ever worked for. How do you measure success?
You’re here to deliver care — how do you measure
the care? | can tell you how many people are in a
queue — how many we have failed. A good day is
when you don’t fail as much as a bad day.”

15.29 The impact on NHSH may be more acute:

“I think the government target driven health
service in an under-capacity NHS causes major
issues and | have seen this for years with ill feeling
and upset. It may work better in central belt with
private hospitals with separate managers/nurses
and secretaries but in Raigmore it distracts from
the capacity we have.”

15.30 A senior consultant commented on measurement

as against clinical outcomes:

“Financial stringency brings with it challenging
issues and the need to make difficult decisions.
The way that targets have been achieved has
not always been acceptable. There has been

a preoccupation with the measurable whilst
ignoring clinical important issues. Eg the push
to meet cancer targets results in funding for
facilitators and clerical staff who monitor
performance and chivvy clinicians. Sometimes
this can be to the detriment of more clinically
pressing cases that do not attract targets and
associated funding. Improved funding for staff
performing the work might be better for patients

in the long term.”
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He also said: “Financial stringency has had a major
effect on the NHS but it should be possible to run a
patient centred and staff friendly organisation even
in the face of limited budgets.” That is surely the
challenge for the NHS generally and NHSH in

particular.

Economic and Resource Factors

15.32

15.33

15.34

70

To all this can be added more general economic
circumstances: over the past ten years, in times
of austerity, with budget restrictions and reduced
spending, financial constraints can often lead to
people feeling overwhelmed at work, with too
much to do, and not enough time or resource.
This is likely to cause stress and may lead to
behaviour which is inappropriate.

| have heard a number of examples of this, with
senior (and other) employees at breaking point.
Where there is significant and increased pressure
to perform throughout the organisation, this
may have taken precedence over people issues.

“Austerity has been a major factor. The NHS
was used to solutions made out of additional
investment from Government. When this became
no longer possible the pressure within the entire
NHS system increased.”

“These are coming with cuts being made to
resources, staff being asked to do more beyond
their accountability, experienced staff leaving,
newer staff not realising that being stressed at
your work was not always a feature, managers
becoming process led...”

The impact on staff morale and the lack of
acknowledgment was recorded in these terms:

“I perceive a lack of interest and understanding
on behalf of the health board in the day to

day experience of staff and patients. | hear
many staff expressing the view that their work

is not appreciated by the organisation; the
organisation does not understand the pressures
they are under and does not recognise the
impact on patient care. | see good people trying
their hardest to provide high quality care in very
difficult circumstances with ever fewer resources.
We all recognise that resources are very limited
and there is no spare money but given the
reduction in resource which | have experienced in
my own specialty and is mirrored in many other
areas, the pressure from the organisation to not
only continue with the same level of service, but
to increase service provision creates a sense of

Possible Causes: Health Sector Generally

inevitable failure. Never being able to achieve the

standard of care aspired to, leads to low morale
and this is manifest in the increasing levels of

staff stress and sickness.”

15.35 Ironically, the resulting breakdown in

relationships may well lead to behaviour which is

experienced as bullying:

“There are also the inevitable financial
pressures. Currently we are several members of
staff down due to problems with recruitment.
The perception is that senior management are
only interested in saving money and are happy
to let the remaining staff pick up the work. This
again leads to a general perception that this

is not a caring and supportive organisation. In
this atmosphere unpopular decisions or inability
to progress can be viewed as uncaring and

bullying.”

15.36 The resulting disconnect was further highlighted

in this observation about the impact on front line
staff from a team leader who emphasised his
understanding of the need for tough decisions
and innovative thinking to produce a sustainable

and cost-effective service:

“Within NHS Highland and particularly in

Argyll and Bute the message coming from senior
management has changed as the financial
savings targets have increased. The message of
changing services to save money but maintaining
quality has subtly changed over the past few
years so that frontline staff now hear only ‘save
money’ with decisions made arbitrarily and
opportunistically which clearly do not fit with the
Highland Quality Approach - wholesale cuts to
services for more vulnerable patient groups such
as mental health are becoming more common.
Concerns raised about such cuts are deflected
with assurances that services have simply been
‘redesigned’. The lack of openness and denial
that services have been cut without significant
consultation or risk assessment is contributing

to the disconnect between staff and senior
managers and leaving the staff feeling that

cost saving is the only priority of the Health and
Social Care Partnership in Argyll and Bute. This
disconnect has been highlighted in iMatters staff

questionnaires over the past two years.”
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He goes on to capture the impact of all of this
on perceptions of the leadership and loss of
compassion and understanding:

“Overall, morale among frontline staff is
pretty low and although not a typical picture
of ‘bullying’ there seems to be a drift towards
an oppressive approach to management

as the financial savings appear more and
more unachievable. Recent managers job
descriptions have included phrases like ‘manage
conflict with assertive responses’ and ‘assert
self in contentious issues’ which seems to
support the idea that leadership only involves
showing strength, excluding compassion

and understanding as important aspects of
leadership.”

A consultant wrote to me in these terms about
the impact on service managers who are caught
in the middle:

“The most vulnerable amongst us, as a group,
are our service managers. The ... department
where | have worked now for [a number of]
years has had [a number of] service managers,
most of them bearing a load of multiple services
to manage and being buffeted by our clinical
demands from below and financial pressures
from above. In my mind, the demand to balance
books while ensuring quality comes from the
government and is the driver of this bullying
culture. Whilst the government may not mean to
do so, this is how it comes across.”

A senior consultant reflected a more general
frustration with indecision and a poor leadership
model:

“...there are frustrations whenever new funding
is required. There appears to be a culture
amongst some decision makers that they neither
say no this is not possible or yes we can achieve
this. Instead you find indecision as a way of
managing budgets. This means you continue

to work up ideas and chase funding over and
over again without much luck. This is at best
frustrating and can create a deep sense of
frustration.

| know there are areas where we are wasting
money but nobody really wants to release time
to make significant change happen, certainly not
at a medical level. Instead unappealing clinical

15.40

Possible Causes: Health Sector Generally

leadership jobs are designed where failure, or at
least limited achievement, is almost guaranteed.
This is particularly in the medical directorate,
there are individuals who work hard and have
achieved a lot but I'm certain that this is due to
their individual resourcefulness and not driven by
structured clinical leadership model.”

Of course, all of these factors can contribute

to behaviour which becomes generally
unacceptable, especially when in combination or
accumulative. One director observed:

“As a senior leader | have felt bullied and
harassed by the organisation, by the Scottish
Government. What | do believe is that in the
NHS now people are feeling so pressurised. It’s
a horrible environment. It’s targets. It’s finance.
It’s political. Populist policies but don’t have the
resources to fill them. NHSH is just one health
board of many that are suffering.”

Clinical Governance and

Quality Improvement

15.41

15.42

It has been suggested to me that there is
something to be said about clinical governance
and quality improvement when these are carried
out as technical skill sets rather than as an
adaptive leadership activity. An example would
be the way incidents are recorded and episodes
of care — or deaths — are investigated with the
aim of learning and improvement. If there is a
focus on criticising people rather than on the
systems that give rise to individual actions, there
can be an unsafe outcome. That may occur if
clarity of accountability and psychological safety
is neglected and activities are perceived to have
a blame culture at their centre. This is perhaps
another example of the transactional trumping
the relational.

A consultant put it this way:

“There is a need for NHS Highland to shift

from a person-centred approach to a systems
based approach to risk... Recent thinking*
(Reason 2000) highlights that ‘patient safety
cannot be improved by focussing only on the
‘person approach’ with ‘active failures’ of the
individual practitioner such as forgetfulness,
inattention, carelessness and focussing on
reducing variability in human behaviour through

Reason, |. Human error: models and management. BMJ. 2000; 768-70.
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fear, disciplinary measures, threat of litigation,
naming blaming and shaming. By focussing on
only persons, the unsafe act of the individual is
uncoupled from the systems context.”

Other General Factors

15.43 There are other regional and national influences

72

mentioned to me which are beyond scope of this
report, such as the no redundancy policy and
the number of, and variation in, health boards
and support services and the variable degrees
of collaboration among them. Concerns were
expressed about the amount of time and money
invested in the supporting infrastructure.

Possible Causes: Health Sector Generally
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16. Possible Causes: NHSH and the Highlands

Geography and Scale

16.1

16.2

16.3

16.4

73

As | mention above, there are also factors which
are likely to be unique or specific to NHSH. |
explore some of these in this chapter, starting
with geography. The area covered by NHSH is a
vast one and very diverse (41% of the land mass
of Scotland; possibly the largest area covered by
any health body in the UK?).

A senior employee commented on “a service
under pressure”:

“There is no doubt that NHS Highland feels like a
Board under great pressure to achieve a balance
between acceptable quality, performance and
financial outcomes across a large area. It is 16.5
neither a large but geographically contained ’
Board nor a small island Board and is a difficult
challenge to achieve satisfactory outcomes for

all populations across all three of those domains.

It is my view that as a consequence staff, patients

and the public are left feeling dissatisfied with

what is achieved/not achieved. That is expressed

by the public in their dissatisfaction and mistrust

with the way services could be restructured for

the better eg in Skye and Caithness. Inevitably

this has an impact on staff in both remote and

central services.”

To this he added observations about “a
workforce under pressure”:

“Trying to keep up with larger boards whilst
operating across the geography of a rural Board 16.6
is a significant challenge. The economies of scale ’
available in a large Board to do work do not
exist, which when added to travel across distance
places significant pressure on staff/services both
clinically and managerially. That said NHSH has
a dedicated and innovative workforce that in my
view is committed to providing the best service it
can for each and every patient.”

16.7

The national and political context in which

NHSH sits is reflected here:

“Any actions by NHS Highland Management
have to be seen in the context of the national
picture, with huge pressures on both primary
and secondary care, some the result of fiscal
pressures but many resulting from workforce

shortages. All Boards face these pressures but it
is clear that the further north the Board, the more
significant the workforce pressures become. Over
time, these pressures have increased. In NHS
Highland, the pressures of sustaining the service
to remote geographical locations have not been
helped by party political pressures as well as

the pressures from politicians who have remote
constituencies. There is an impression that these
pressures, and what some might describe as a
bullying culture, start in Edinburgh and perhaps
the way that chief executives are treated by their
superiors gives some of them a comfort zone

in dealing with their subordinates in a similar
manner.”

A team lead in a more rural setting said this
about the adverse effect of location:

“At the highest level we have a government
which is advocating financial prudence and
value for money and rightly so; however there
is no allowance made to rural health and social
care boards for the higher cost per person in
delivering these services. This immediately places
a relatively greater financial burden on rural
health boards and their senior management
team. Rural areas are also struggling to attract
clinical staff adding additional costs to already
stretched budgets. | do realise that city and
urban health services are struggling too but
wanted to highlight the additional burden NHS

Highland has in comparison.”

The effect on communication may be marked:

“However, perhaps NHS Highland faces
additional challenges with staff spread across
such a large area counting against face to face
communication and visibility, certainly at board
level.”

The Highlands

The following further factors have been
suggested to me:

NHSH is the largest employer in the region
the relative insularity of the organisation

geographically and culturally as
distinct from other organisations
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there is no alternative NHS body in the area
to which disaffected or unhappy employees
can transfer — “leaving is not an option”;

“being a monopoly employer in the area prevents

staff finding easy employment elsewhere”

there is little opportunity for career progression,
so people are very protective of their position
and tend to hang on to their jobs for a long
time: as a result, norms develop which can allow

‘the unacceptable to become idiosyncratic’

lots of promotions are due to reorganisation
and posts are not advertised externally where

better candidates could possibly be found

it may not be so easy to attract staff from
elsewhere; there is a smaller pool of potential
staff and some may be over-promoted

lack of leadership development and
management training means it is “dead
man’s shoes” — even if they have aspirations,
“people are sitting and hitting their head off a
brick wall. Little things become more important
and have more currency, as does history.”

staff are often related to one another
and conflicts of interest can arise

people tend to live and work in the area
(and even one department) for many years
and are committed to it culturally, socially
and economically so that the workplace can
assume great importance as a community

preservation of jobs, livelihoods and status in

the community is very important at many levels

communities are smaller and more tightly knit,
people know each other, memories linger,
trust may be harder to build; conversely,

the fact that everyone knows everyone can

be a positive — bringing more closeness and
understanding rather than anonymity

NHSH staff, especially doctors, are very
visible in communities and influential in
how they represent NHSH: a “goldfish
bowl” as it has been described

there is a “culture of silence”; in the Highlands,
folk are more reticent about coming forward;
ironically, it’s also “very gossipy and if you

don’tjoin in you are seen as an outsider”

16.8

Possible Causes: NHSH and the Highlands

there are stronger religious affiliations
than in other parts of Scotland

there may be tensions between those who
stay and those who leave - and those who
are perceived as “incomers” with a different
view of the NHS from those who are local

NHSH can be viewed by some as a modern
institution, different from “the Highland way”

there have been big population changes in
recent years: Inverness is apparently one
of the fastest growing cities in Europe

Raigmore is a disproportionately large,
somewhat anonymous, even oppressive,
facility and attracts news stories

One person summed it up as follows:

“There’s a thing about Highland, it’s not like
the Central Belt. When people get good jobs,
they tend to stay in them for a long time. There
are a lot of individuals who have been in roles
for along time. Our recruitment process is that
we can’t replace people. There’s a worldwide
shortage. When you're competing with the
Central Belt and the opportunities there, it’s
difficult. People come here for a lifestyle choice.
They see potential in our HQA and links to the
university. But | think that whole dynamic is an
issue.”

Many Positives

16.9

16.10

At the same time, | am told that high-quality
people are attracted to NHSH and often come

to the Highlands because they want to live and
work there. | understand that Inverness has been
ranked very highly for its quality of life and has
been described as the happiest place in Scotland.

“When friends and family ask me what is it like
working in the Highlands? l invariably reply — “It’s
like being on holiday but going to work through
the day”. | really like living and working here.”

For some, uniqueness works well:

“Across NHS Highland, notwithstanding some
of the complexities | have described, the vast
majority of working relationships are really
positive. My experience is there is much mutual
goodwill, respect and commitment across the
whole board area, and would suggest there is
much that is uniquely positive in NHS Highland.”
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16.11

As ever, there is a need for balance and an
encouraging view comes from another senior

consultant:

“I would like to highlight some of the others
positives of working here. Since August we
have been working on NHS Highland based
senior medical training, this is mushrooming
with many trainees keen to stay in Inverness
due to the clinical experience, teaching
experience and opportunities here in Highland.
We have increasing strengths in research and
development and the introduction of new
undergraduate curriculums all of which have
been positively received.”

Insiders and Qutsiders?

16.12

16.13

75

Diversity of origin seems to be an issue:

“Differences even between Scottish staff, eg
Highlanders and Lowlanders, East coast and
West coast. Inherent nature of Highlanders (to
feel put upon, taken advantage of good nature
and gentle ways) ousted by others (Highland
clearances and now ‘incomers’ buying up
property, changing the community dynamics).
The sense of being ‘taken over’, ‘outsiders can do

L)

it better’.

“Been thought of as slow and stupid.” “Lack of
respect for the locals.”

“These issues are not being raised for fear of
being seen as racist, prejudiced, unwelcoming.
‘Need to be careful when you ask where someone

is from’.

These remarks capture the impact of behaviour
regarding “out of area” staff:

“Although the publicity so far appears to
concentrate on bullying coming from senior
staff one must also be aware that there is
another form of bullying which has a detrimental
knock on effect right across the Organisation.
Although there are many good and kind staff
working within NHS Highland they are afraid

to speak up against a small portion of staff who
were not only resistant to change but disliked/
resented any staff who came in from out-with
the area particularly if placed in a more senior
role. If their behaviour was challenged they
became offensive, intimidating or made claims of
bullying, therefore creating a situation in which
the person they accused would lack credibility

if they tried to defend themselves or made their

own complaints.”

16.14

Possible Causes: NHSH and the Highlands

Some of this has to do with language:

“Misunderstandings in language, the way
people talk, phraseology, terminology, manners.
Misconstrued as being ‘bossy’ or arrogant just by
different mannerisms and ways of speaking.”

‘Lots of different accents’, ‘hard to find someone
local’. ‘Quite a few ‘foreigners’ from different

cultures and religions’.

“Communication issues, misunderstandings in
ways people speak, their delivery might sound
angry or rude, but is just the way they talk.
Highlanders tend to be soft spoken, polite,
sometimes speak slowly, can sound laidback.”

Communication

16.15

16.16

16.17

As ever, many issues come down to
communication within and throughout NHSH.
As one member of staff observed:

“Communication with staff tends to be on a
need to know basis. Changes made tend to be
done with little consultation and an expectation
that they will not be questioned even if problems
are experienced by staff or patients with the
changes. It appears that questioning decisions
even if it’s just to gain information is seen as
disrespectful and reacted to badly. Simple things
like changes to tone of voice, a certain way of
answering etc gives the impression to staff that
they are being scolded and there is a definite
treatment of staff that mimics a parent child type
relationship. This authoritarian way of dealing
with people is certainly not the way most adults

want to be treated at work.”

As one respondent suggested, NHSH would
benefit from having a clear direction and
momentum, strong clinical engagement and
financial realism which comes from more
effective organisation-wide communication. | am
told by others that communications systems are
not “fit for purpose”; that all user emails do not
reach (some) GPs, electronic communications
and newsletters are not read and digested
appropriately and “verbal cascade is patchy”.

A senior nurse observed:

“Senior management wouldn’t be known by my
staff if they tripped over them in the corridor.
They are not physically present. Things being
done to you and not with you. That’s what |

mean by communication issue.”
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Rural Communities

16.18

16.19

16.20

16.21

16.22

76

As noted above, the geographic element has

its impact in rural areas. Generally, | heard

a number of reports of people in small rural
communities being affected by the behaviours of
management both locally and centrally. There is
a feeling that communities themselves have felt
bullied because of promises made and not kept,
giving a feeling of being lied to and deceived.
Although the evidence is variable, there is a
tangible sense that some rural communities feel
undervalued and let down by “the centre”.

Poor communication and lack of appreciation/
awareness by the centre, in this case “those folk
in Inverness”, seems to be a theme. One senior
manager commented: “There’s quite a distance.
And we're only five minute’s walk away. How must
it feel for someone living in Ullapool who must feel
very disconnected.” It was pointed out that urban
health care solutions may not work in rural

locations.

The divergence between Inverness and the
surrounding area and the more distant rural

communities can seem marked:

“Inverness and the Inner Moray Firth have been
transformed in the last twenty years while the
outer remoter geographies remain the more
vulnerable due to loss of industry, vulnerable
rural economies and a changing demography.
This can make the design and delivery of services
uniquely challenging, particularly when we take
the importance of place to the communities we

provide services to.”

This from one very rural GP reflects a view |
heard on a number of occasions from people
who feel on the periphery:

“l am afraid that after the false promises

and time that has passed, | do not trust NHS
Highland management.” “The truth has been
twisted throughout this time and | have been
badly treated by NHS Highland. | feel as though
I have been led on by NHSH management, but
ultimately they have turned round and kicked me
in the teeth.”

Another GP practice in a remote area (salaried
PMS) spoke of a letter informing them of a

large cut in budget coming “with no warning, no
personable covering letter and made no allowance

16.23

Possible Causes: NHSH and the Highlands

for our circumstances”. They were told to submit
a practice plan of how this would be achieved,
which they did but subsequently some seven
months later, they eventually

“received a copy of a rather meaningless letter
...which basically said that we didn’t need to
bother after all that! We did not even get a letter
addressed to us. This second-hand response in
no way acknowledged the stress, worry and work
that the original letter had caused us and by

not even writing to us directly is treating us with
contempt. We feel that this was intimidation on
the part of NHSH trying to squeeze money from
our Practice as a soft and easy target. There
was no discussion with us but a complete lack

of understanding of our situation and a woeful
lack of sensible or respectful communication or
indeed any communication to our original plan
that we had submitted.”

It is well known in the Highlands that
communities far removed from Inverness can feel
isolated. It takes hard work to acknowledge that
fact and provide the necessary recognition and
reassurance.

Social Care

16.24

16.25

16.26

16.27

| note also the effect of the integration of social
care which is unique to NHSH. It appears

that the integration of social care has been a
particular factor of concern.

One respondent opined:

“Adult social care was a glass bowl from
Highland Council to NHS. It shattered, we
cannot pick up the pieces...l would say the bowl
being smashed has put an enormous burden on
an already overburdened system.”

Whatever metaphor is used, it certainly seems

to be the case that integration has placed
significant strains on an already stretched
organisation and at a time of reducing resources.

There seems to have been and may still be
significant misalignment between expectations
within NHSH and Highland Council over social

care, at least in some areas.

“Being managed by someone that does not know
or understand job role, comes from a different
background. Most obvious when Social care and
Health care joined forces.” “This profession has
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had a bit of a hard time with managers put in due to
integration, who do not understand the profession.”

This aspect is beyond the scope of this review but
may be important to address.

Importation of Ideas from Virginia

Mason Hospital in Seattle

16.28

16.29

16.30

| heard comments about the appropriateness,
effectiveness and transferability of management
ideas from the United States. | am not able to
comment specifically but wonder to what extent
the importation of ideas from one culture to
another may have had an impact on NHSH’s
ability to deal with some of its local issues.

The impact may be marked: one senior
consultant commented:

“NHSH has followed the ethos of the Virginia
Mason unit in the USA. Our managers have
visited Seattle many times, as recently as
November 2018 at significant cost to NHSH.
Forming a large part of the Highland Quality
Approach, success in Seattle followed
confrontation with clinical staff and the active
reduction in engagement of clinical staff in
hospital management. NHSH has followed

this trend and reduced the influence of working
clinicians in decision making. Individuals with
an alternative viewpoint are marginalised and
ostracised and have no recourse to the decision-
making apparatus. This has been a management

tactic ...”

It is easy for the enthusiasm for a new idea to
prevail over the discernment needed to apply it
in a way which takes account of local conditions
and of changing priorities and pressures. Indeed,
having committed to it, with substantial sums

of money having been spent and with saving
face a possible issue for the proponents, there
may have been resistance to challenge on, and
review of, these matters. If so, and in any event,
it may place in context some at least of what has
occurred.

Highland Quality Improvement

16.31

77

Related to this, it seems that those responsible
for programmes to enhance staff and team
performance experienced the cognitive
dissonance of promoting values and beliefs
which were not being implemented in practice

16.32

16.33

16.34

16.35

16.36

Coll

Possible Causes: NHSH and the Highlands

by the very people who were supposed to be
leading on them. | was told there was emphasis
on implementing policies but without empathy,
honesty or openness.

It has been pointed out that there may have
been over-reliance on the technical aspects of
improvement without the focus on creating the
culture and conditions for quality and safety to
flourish at the frontline. Quality improvement
would be seen as a method that can be used

at board level rather than as a method that
required distributed leadership and clinical/
managerial engagement in owning the services.

This is reinforced in this comment:

“There was no time for leadership from senior
staff, who were too busy with day-to-day staffing
and admin issues, strategic planning and
meetings, and did not work with or understand
the Band 5 staff’s individual roles. Consequently
initiatives such as Ql were poorly understood

on the floor, people, morale was low, and the
stronger personalities were allowed to ignore
processes that they did not like.”

| was told that:

“The rhetoric within the Highland Quality
Approach was merely that - we ticked boxes and
encouraged a chosen few to pursue ambitions
which often left them burnt out because of too
great expectations placed on them.”

A director expressed this view:

“Over-emphasis in past 5 years on financial
targets dressed up as quality improvement. This
message hasn’t worked and has in fact created
distrust.”

That said, there are mixed views (“Some love
it, some hate it”) and perhaps there is still real
potential under thoughtful leadership.

ective Trauma?

16.37 | was interested to note that, during my review,

the media reported on a research paper which
was published by NHSH which apparently
attributed some health problems in the area to
the inter-generational impact of the Highland
Clearances. Whether that is a factor which
would be relevant to this review is beyond its
scope, but the very existence of such a view does
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highlight the fact that there are unique aspects
to this part of the world, some of which are not
easy to speak about. Indeed, as | conducted
my review, | became aware of the importance
of research on epigenetic, transgenerational
implications of trauma and its aftermath. |
explore the issue of trauma further later in this
report.

Some Specific Observations about NHSH

16.38 That NHSH is marked out as different is

underscored in the following remarks, which
tend to corroborate and expand upon some of
the factors above, from a member of staff who
has experience of working elsewhere in the NHS.
Again, this reflects views which appear to be
fairly widely held among those who engaged
with the review. This employee feels that “there
are some stark differences in NHS Highland and the
culture, specifically with regards to the management

of staff.” In outline, these are as follows:

“NHS Highland has a very insular feeling to

it. Everyone knows everyone else, they have a
history or are friends. This is made clear to staff.
This means that should you have a problem or
worry about a situation with your manager then
you feel like there is no one else to go to. If you
speak to someone senior, then this would be
raised with the manager and discussed in what |
would call an ‘unprofessional manner’. By this |
mean it becomes a personal attack on the person
rather than a professional discussion about an

issue.

This leads me to my next issue, a lack of
confidentiality between managers and staff. | will
use an example | have witnessed to explain. The
individual had applied for a job and informed
his/her manager as per the usual process when
looking at changing positions. However, the
individual was the congratulated on getting the
‘new job’ by another member of staff the same
day, interviews had not even taken place. It was a
case of this individual’s situation being discussed
outside their confidential meeting with someone
else. Though not related to bullying this has now
created the feeling that information shared with
managers is not confidential. This has broken
the trust between staff and managers and made
individuals feel as though they cannot speak
openly to their manager for fear of who else this
may be shared with. This creates isolation and
leads to people keeping quiet about many things
for fear of how this will be handled.

16.39

Gossip — I have heard managers gossiping
about other staff, passing what | would call
derogatory comments and making their feeling
of dislike for the staff quite clear. | also relate
this to the point above, staff’s private situations
and discussed with other staff members who
are their ‘friends’. A level of gossip and chatter
amongst staff, especially junior staff is common,
and when working in close quarters you are
inevitably going to overhear things you would
rather not or shouldn’t hear. However, when
these come from managers and staff are seeing
managers gossiping, it creates a culture that this

is unacceptable.

Discrimination - | feel that processes/ policies
are implemented for certain staff when they
feel the need, but this is not uniform across all
staff. | have witnessed in certain situations staff
are asked to take annual leave whereas others
are offered compassionate or special leave,
sickness policy implemented with some staff and
not others despite these staff having significant
sickness. This inequality between staff leads

to low morale and bad feeling between staff.
This feeds into the gossiping and that circle is
continued.

Lack of support — generally my feeling is that
there is a lack of support for staff. There often
seems to be a lack of management in office, a
lot of staff complain about a lack of induction
and this creates problems going forward, it also
makes staff feel ‘neglected’ and unsupported.
Staff needs in terms of supervision is limited and
supporting staff development and growth is not
afocus of management. There is a lack of career
development and minimal support for staff in
seeking these opportunities.

Communication is poor at all levels. Concerns
that are raised never seem to be fully appraised
and what | would call ‘placating emails’ are
sent to try keep staff happy for the interim. This
makes challenging issues difficult as you have
followed process and nothing has changed or
been actioned, a dead end is reached.”

A well-informed respondent offered these views
about some of the causes:

“There is a clear disconnect between the top of
the organisation and the service delivery parts of
the organisation.

Lack of clear direction for departments, with lack
of clarity about budgets and resource constraints
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There is no clinical strategy. This translates
further down the organisation as a lack of clarity

about what NHS Highland should or shouldn’t

do, will or won’t provide.

There is a weak clinical voice at the top of the
organisation.

Reactive approach to issues is commoner than
pro-active; this starts at the top and is replicated
down through all of the organisation

Crisis management causes an increase in
likelihood of interpersonal conflict or bullying.

Lack of ownership at department level of issues/
problems/challenges.

Ineffective or under-effective organisational
meetings structures, and people attending them
do not properly represent or participate, people
attend unprepared and uninformed.

Behaviours. Many people do not behave well
in meetings. This applies across the board. The
underlying cause of this is a mix of personal
conduct, poor chairing and a lack of defined
proper behaviours.

Managers are given responsibility for
department performance even though it is
invariably clinical outcomes which are being
measured.

Learned helplessness of clinicians at all levels but
most importantly at senior level.

Incomplete leadership structures in hospital
plus vacant management posts, high manager
turnover, eclectic/odd management portfolios.”

Contrasts with Other NHS Bodies

16.40 Finally, the view that the experience in NHSH is
different from elsewhere is reinforced by others:

“Appalling, environment toxic, people could do
what they wanted, disjointed, so unlike other
NHS bodies, much worse, no collaboration...”

“I now work for [another NHS body in Scotland].
| am confident that if these behaviours occurred
there they would be called out for what they are
and would be managed.”

“I have observed the management culture
within Highland and contributed to quality
management reviews in Boards throughout
Scotland... This experience tells me that
while NHS Highland may not be alone in
having problems of morale, the gulf between

79

management and clinicians within the Board is
deeper and wider than | have seen elsewhere in
Scotland.”

“I have faced stressed/upset/angry/depressed
colleagues throughout my career, both as a
registrar and in my current post amongst more
senior physicians. But in the Highlands, and

only there, did | see many of them slowly change
over the years. Their posture changed and they
developed this shell shocked, wide-eyed look
about them and clearly didn’t know which way to

turn anymore.”

16.41 The problem was summed up by one NHSH
employee in a rural area with personal
experience both of bullying and unsatisfactory

treatment for a family member:

“With all the bullying allegations, recruitment
problems, stress and pressure on staff within
NHS Highland one has to wonder if the shortage
of staff and ridiculous waiting times within some
departments are a consequence of these long
term problems within NHS Highland and is due
to the style of management and an inadequate
board who are unwilling to listen or adapt.
Potential new staff will not apply or accept a
post within a region with a poor reputation and
bad treatment of staff. Word of mouth is very

powerful in more rural areas.”

16.42 A full time official for one of the Trade Unions

wrote to me about his experiences of NHSH:

“On a general point | do sigh when | hear that

a member has a problem within NHS Highland
as | know it will be a long tortuous process.
There is clear evidence of unnecessary delays

in any investigation process and with issues
around bullying and harassment it means that,
regardless of any outcome, the professional
working relationship is beyond repair. Highland
does have a raft of policies the same as any other
Health Board, however it is a continuous fight
with management and HR to actually follow
these policies. In particular timescales are drawn
out whereby investigations take place 9 months
after allegations of bullying have been submitted
in writing, no one is trained on a particular policy
(Gender based Violence), members do not

hear about a complaint that has been lodged
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4 months prior, contact with managers and HR
are ignored and often members and myself are
passed from one person to another and even
then the answer that comes back is inconclusive.
This always leads to an escalation and lack of
faith in the Board to deal with anything....

He concludes:

“In my role, | cover the whole of Scotland for
the last 17 years, | have had to deal with more
allegations of bullying and harassment in NHS
Highland than all the other health boards put
together.”

| pick up the themes of the management, board
and HR in subsequent chapters.

Last Word?

16.44 On the peculiarities of NHSH, this was offered as

16.45

80

asumming up:

“I'love living in the Highlands and have enjoyed
working for NHS Highland, however it is
struggling both financially and staffing wise. In
all areas, ageing staff are retiring, recruitment

is difficult and remaining staff are struggling to
deliver a service with fewer resources. People
become stressed and frustrated so it’s easy to see
why these allegations come about.”

For those who wish to look forward and
rejuvenate the organisation and enable its
staff to flourish, these words should not be a
conclusion but a challenge to change things for
the better.

Possible Causes: NHSH and the Highlands
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17.1

8l

17. NHSH as a Dysfunctioning Family

One senior member of staff described the
situation eloquently with a family allegory which
| am authorised to share:

“l would describe the current leadership crisis

in NHS Highland to that of a dysfunctional

and distressed family. The adults (Executive
team) over the years were often distracted

by the acquisition of wealth (operational
area/budget/staff or professional group
represented) and status (Highlond Quality
Approach). The parenting style is in the main,
chaotic disinterested in the children (staff) and
authoritarian as required. The extended family of
aunts and uncles (non-executives) are variously
concerned and troubled by the behaviours of the
parents but lack the confidence to challenge, it
is easier to acquiesce, recalling what happened
to some who previously raised concerns and who
chose to leave.

The various children (staff) serve a purpose
when they meet the needs of the parents,
particularly when they do this without challenge,
even if this involves ignoring the dysfunction

and power play. While the older children (senior
managers) are left to manage the day to day of
the little ones and if they do harm no one is really
that interested, just so long as the needs of the
parents are met. Sibling (staff) pressures and
relationship challenges are not well understood
or well managed. The more vulnerable or smaller
children have been known to come to harm. No
one is really that interested, as long as no one
outside the family gets involved. No one looks
for this, as there are likely to be consequences. A
child every so often might be picked for special
attention, particularly if they are attractive in
some way to the parents. They might be given
special opportunities and privileges, unless they
cross the parents in which case they can fall
from favour. This can be a very unpleasant and
isolating experience. Some leave, others find a
place to work at a distance from the parents, out
of sight and mind.

The parents at times, can overstep the mark with
inappropriate parenting styles that can leave
some of the children in day to day contact with
them really quite vulnerable (administrative and
clerical staff). No one takes action to address
these indiscretions and those affected have small
voices and no power. Some manage to get away,

17.2

others stay and somehow get by, but at a cost to
their wellbeing. Few seem to notice or care about
this.

No one is really interested in naming or
addressing these issues. Even when there are
family meetings that children are fearful or
anxious about attending, because they do not
want to be ritually humiliated, or left exposed
by the parents if they have not met their needs
in the moment: too complex and risky because
some of the parents will not allow or tolerate
dissent. Somehere / somehow, the parents

with less influence are distracted and caught

up with meeting the more important needs of
the more powerful. They can be vulnerable and
needy, even tearful at tfimes, especially when the
pressures of parenting a large family become too
much.

The wider family (Scottish Government) might,
or might not, be aware of some of the difficulties/
challenges in the family. They might have tried
to intervene, offer some relationship support,
however they have found it is easier and safer to
appease rather than follow through with more
formal measures. The consequences of following
through are seen to be too risky and too great
for the wider reputation of the family at large.
Some personality/relationship dynamics do not
lend themselves to mediation, which requires

a willingness, capacity and a mutual desire

to understand and redress harms done. For
some, this is just too threatening or exposing to
entertain and those involved are made subtly, or
not so, aware that if this is required there will be
a price to pay.”

Again, the challenge is to change the setting, the
relationships and the responses so that the family
begins to function again in a psychologically

and otherwise mature and safe way. Some of the
issues which arise are covered in the next chapter
on management roles and behaviours.
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18. Management Roles and Behaviours

Introduction

18.1

18.2

18.3

82

| have found this and the following chapters
among the most difficult to write as so much

of what I heard in my review focussed on
perceptions of inadequacies in management
throughout the organisation. | am sure that
there are many sides to this and, while | seek to
capture some of these here, | am equally sure
that those better informed than | am will be able
to identify other aspects to this and indeed point
to misunderstandings on my part. So be it. This is
a contribution to be built on.

| have sought to identify specific areas in
connection with which concerns have been
expressed and where many managers and others
have felt unable confidently to carry out their
duties. The views expressed here also help to
explain why the concerns about bullying have
become so prevalent.

At the outset, | am concerned that many of the
difficulties experienced in recent years in NHSH
are said to be attributable to a management
style which has not been effective in the
challenging circumstances of the modern NHS.
This poignant summary captures much of what |
have heard about the management of NHSH:

“I've just left a meeting where a colleague | hold
in considerable regard has effectively collapsed
as the ineffective organisation and culture in the
... management team leaves him vulnerable to
a colleague who can only ‘react out’ rather than
face their weaknesses. This person already has
an unresolved staff issue with a team member
off work ... because of ineffective systems to
manage them out of the service. He now faces
another charge of bullying that is unlikely to
stand scrutiny.

This is what plays out in real time when systems...
are managed by people who lack the insight and
perspective to manage well. In effect, a collective
failure of both leadership and management.
Where individuals who are unable to deliver

the tasks required of their role are chronically
undermanaged because they create fear and

18.4

confusion for their managers. They perpetuate
harm on others as the only way they can stay
‘safe’ is to ‘kick back.” It becomes a tangled mess
of chaotic if not bullying behaviour, culture and
practice with judgements of Solomon required to
make sense of it.

| do not think it unreasonable for civil servants,
senior managers and directors to be able

to demonstrate such awareness, skill and
competence in managing these scenarios.

It bothers me to watch these situations play

out in full sight with an organisational culture

of inertia as to how to respond. Something

needs to fundamentally shift for NHS Highland
to move on. We diminish service delivery and
perpetuate harm on the majority when a minority
in positions of power and limited awareness
(insight, integrity, perspective, compassion,
empathy) hold sway.”

These are telling words. | explore aspects of this
“fundamental shift” in a chapter on leadership
in the final section of this report. Meantime,

| explore further perceptions of the current
situation in this chapter.

More simply, perhaps, one specialist in Raigmore
Hospital emphasised that poor management
rather than bullying itself may be a significant
cause of the present situation:

“The greatest issues which have been expressed
to me by colleagues in medicine in Raigmore
Hospital...is of poor management of bullying,
and staff not being listened to. | think the
consequences of poor management may well
outweigh the distress caused by the initial bad
behaviour....staff feel they have concerns and
these are not registered or understood. This
could be because the options which they wish
to follow are not achievable or are unrealistic,
but without documented reason, and/or
registering of the decision, individuals seem to
feel disempowered and undervalued. This then
affects teamwork and morale. | do not think this
is an intentional policy, but may to some degree
be a cultural or historical issue.”
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18.5

18.6

18.7

18.8

18.9

83

| need to record that a significant number of
respondents expressed concerns about the role
of senior management and its ability to recognise
and address the issues which have arisen in
connection with inappropriate behaviour in
recent years. Some senior managers are viewed
with suspicion and resentment. | have had
concerns expressed to me about a number of

the director level executives and their ability to
function coherently, individually and collectively.

| do not go into detail but | am told that many
people feel that, unless there are changes at
that level, much of what has been occurring will
continue. That may be associated with a view
that executives “are not visible, rarely at the coal
face. Who are they? Disconnect, not understand,
done to not with”. “Done to, not with” is a telling
remark. It signifies the feelings of a large number
of those who responded to the review.

A commonly held view is expressed thus:

“Many believe the senior medical leadership are
complicit in the development and maintenance
of the ongoing issue of bullying within NHS
Highland and it is perhaps inappropriate for
them to be leading on the restorative work that
will be so very necessary going forward.”

| comment further on this in my proposals for
the future. Clearly, a demonstrable change
in leadership is necessary and has, of course,
already begun.

An employee in a rural community commented
on the perception that this is a pervasive
tendency:

“NHS Highland management were more than
aware of multiple policy failures and continual
breaches of them. They allowed for multiple
staff member(s) to repeat the same as the staff
member(s) before. NHS Highland management
themselves became bullies and harassers by
isolating me and by covering up the bullying and
harassment that | was subjected to for so long.
They have tried to cover everything that had
happened up and tried to encourage me to just
forget all about it. This was not limited to just the
.. original bullies/harassers named in grievance
one, but by all the management involved,

right up to senior management; | was passed
around from pillar to post, told conflicting and
contradicting information each and every time.

18.10

18.11

18.12

18.13

18.14

Management Roles and Behaviours

It has all been a horrific nightmare and sadly |
don’t believe | am the only staff member in which
has been subjected to this kind of behaviour.”

To be clear, | offer this view not for its factual
accuracy but for the perception it expresses, in
the hope that doing so will help in the healing
process going forward.

Describing intimidation, fear and reprisal against
NHSH staff in a number of settings, a GP told me
(prior to recent senior changes):

“I fear that unless those few individuals in
Senior management are called to task over their
behaviour and leave their posts that nothing will
change. The fact that until recently they denied
there even was a problem but are now wanting
to meet together to improve things fills me with
despair that by pretending to work together to
solve the problem they will be seen in a different
light.”

Perception is so important as | discussed earlier
in this report. Making a few superficial changes is
unlikely to be sufficient to restore confidence.

One director astutely summarised the position:

“If Imanaged people the way I’'m managed then
we'd be in a lot of trouble.”

An experienced team leader wrote in these terms:

“Within the HSCP we have a few senior
managers who have what could be described
as an autocratic approach to management, I
have personally been in meetings where there
has been an audible gasp from the room when
someone has challenged ideas put forward by
certain senior managers. Some seem to revel in
their public image as cold and ruthless managers
which negates any ‘open door’ policy they may
profess to have. There also seems to be a lack
of clear strategic planning with many decisions
being made hastily in response to the latest
reports of potential quick fix solutions. As a
result, the overall image of senior management
from the clinical staff is one of ruthless

determination to make saving at any cost.”

Autocratic, fearful to challenge, ruthlessness,
lack of strategy, undue haste: these are all
powerful images which reappear in later
chapters. Further concerns and the effects are
captured in the following paragraphs.
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18.15

18.16

18.17

84

An occupational therapist described the

situation in this way:

“Although | do not feel bullied as an individual,
| do have to engage with processes and systems
which | find uncomfortable both ethically and
professionally. Many systems and processes are
being introduced which are not effective and
have a detrimental effect on clients, service
and staff. | personally feel that it is incompetent
senior management and the lip service which

is given to consultation and feedback from
front line staff which is the problem. Senior
management seem to devise systems which

as well as not being effective, waste resources
and staff retention and recruitment are a major

. ”
ISSue.

A long-standing clinician said:

“...you should be aware that these issues have
had a very significant detrimental effect on
patient care and in my case have also impacted
on my own health and personal life. | think there

are two main problems at play here

1. Dysfunctional management structure, with

very limited clinical input to board level.

2. Behaviour and attitude of senior

management.

| think this combination has resulted in a
disconnect between the front line staff and
senior management leading to the former feeling
disenfranchised and powerless at best. | have
been a consultant here [for many years] and can
honestly say how saddened | am by the current

state of affairs.”

Another long-standing observer, this time a
GP, described experiences and observations of

mishandling of complaints in this way:

“Perhaps the institutionalised incompetence

and arrogance has led to arise in bullying. As |
said — | have never seen it. However, | have seen
a progressive deterioration in what was once a
great Board to work for, to a Board that does not

care about its staff.”

These words capture the underlying nature of
many of the concerns about a deterioration in
management and governance which many have

experienced.

Management Roles and Behaviours

18.18 This from a now-departed consultant bears upon

18.19

the bullying allegations:

“To conclude, | believe that NHS Highland has

a leadership culture which does not wish to hear
views which differ from its own. It gives privileges
to those who say what they want to hear and it is
willing to allow people with hierarchical privilege
to abuse their position. Lastly, the managers of
NHS Highland do not know how to recognise

or to address bullying when it occurs in the
institution.”

The impact can be serious and the implications
resonate with the findings in this review:

“It is very hierarchical and senior management
(above grade 8B) are always believed and
supported. This leads junior staff to feel too
scared to raise concerns. Any concerns are dealt
with through a formal process of investigation,
when a more informal conversation or approach
could foster better relationships.

There is reluctance to challenge or deal with
people like x because it will take so much time,
cause major disruption to senior management
and would perhaps encourage more staff to
make complaints, taking more time.

This leads to people behaving like bystanders,
almost glad that it’s not them or hoping that the
situation will resolve itself.”

18.20 Some of these concerns are picked up elsewhere

18.21

in this report; | am mindful for example that
these points could equally arise in the earlier
chapter addressing why people feel unable to
raise concerns.

The problems with the management culture are
summarised here:

“I've worked for the NHS for [many] years now...
Over the last 10 years, I've seen significant
changes in the behaviour of senior management,
some of the attitudes towards staff has been

of a bullying nature. This ‘top down’ attitude

has become more prevalent since HSCPs were
established legally, | fully appreciate the financial
pressure however that does not, nor should be
an excuse for treating staff so appallingly. It’s
almost become an accepted organisational
culture, primarily because staff do not feel able
or willing to challenge it.

Staff morale everywhere is the lowest I've
ever witnessed. | am aware of a few individual

Report to the Cabinet Secretary: NHSH, April 2019

186/365



18.22

members of staff who have spoken privately
about being subject of inappropriate behaviour.
Some have been close to submitting formal
grievances however they have been worried
about the ramifications of doing so to the extent
they have either sought employment elsewhere
or they just learn to tolerate it which does little
to encourage people to perform effectively or
indeed support their health & wellbeing. In one
instance, a member of staff felt ‘leaned on’ to

prevent a grievance being submitted.

This was quite a common tactic used by NHS
management: they isolated one person to discuss
an unpopular decision and then went silent until

everyone involved simply gave up.”

It is difficult not to conclude that a new
“management culture” is essential if NHSH
is to thrive and the behaviours and effects

experienced by many are to change.

The Medical Director

18.23

18.24

18.25

85

The role of Medical Director is clearly a pivotal
one. As one respondent put it: “...a Medical
Director is a highest link and connecting position
between medical colleagues and the Board.” It

is a role which requires sensitivity, confidence
and real leadership, and a combination of skills
and aptitudes which are not necessarily easy

to exhibit. It is necessary for me to say that a
number of specific concerns were expressed by a
number of respondents about the way in which
the Medical Director has handled matters over a
number of years. These were summed up by one
respondent:

“If  had concerns, | could not take them to the
Medical Director.”

The role has not necessarily been an easy one; as
ever there are differing views:

“He’s extremely well motivated. He finds it
very tough. He’s been wilfully misrepresented.

Deliberate traps set for him.”

The Medical Director has intimated his intention
to retire and | judge it unnecessary o go into
these matters in further detail. Suffice it to

say that, in later sections in this report on the
future and leadership, | describe the attributes

Management Roles and Behaviours

of openness, engagement, listening, empathy
and support that seem essential in the key
management roles to take NHSH forward into
the future.

Middle Management

18.26 Just as the workings of senior management are

a matter of regular commentary by those with
whom | engaged, there was awareness of the
challenges for those in middle management
roles.

“I've always had the sense that something wasn’t
quite right. This comes through in comments
made, awareness of staff turnover. Sense

that middle management are given tasks to
implement without any sense they can be listened
to. Command and control approach.”

18.27 A retired consultant said:

“Hospital managers have a difficult task. Several
competent and conscientious managers have
been forced out over the last 15 years. Medical
staff often don’t hear the details until much
later. One technique employed in NHSH is to
create another tier of management and to hold
the manager below you to account for failing to
meet targets and so create a scapegoat.”

18.28 One consultant, with many years working

elsewhere in the NHS and who recognises issues
in NHSH to an extent that he has not previously
experienced, told me:

“Middle-management (clinical and service)
are not empowered to effect changes and

defer to senior management on the majority

of issues. When combined with a lack of senior
management presence (clinical and service)
this leads to a lack of transparency and a
feeling of not being heard amongst consultant
staff. Service Managers continue to be given
unrealistically high workload and only have
time for fire-fighting. Service manager illness
rates appear to be high with the knock on effect
of covering for missing colleagues significantly
impacting the remaining managers’ workload.”

18.29 From a rural GP practice, the impression of top

down, command and control is reinforced:
“Our experience over that last 15 years has been

of a good deal of incompetence, and a great
deal of lack of engagement from NHS managers
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with us as a practice. We have not found that
management see their role as enablers of clinical
practice, but of reducing budgets and meeting
targets. This has produced a very negative
culture in which it has been difficult to thrive.

It is my opinion that the middle management

of the NHS in Highland are in general
underqualified for the work that they do, and
that although in the main good people they
lack the experience in management to provide
effective support to clinical staff. This means
that decision making is often deferred, that lines
of communication are indistinct and that the
organisation is very “upward looking” rather
than responsive to the opinions of front line staff.
There is a “top down, centrally driven” culture.”

The difficulties for local and middle managers
were captured in this way by a director reflecting
on a particular situation to illustrate a point:

“What respect does the clinician have for the
local manager? They see them as administrators
rather than managers. That poor local manager,
who’s trying to do the best they can, has a

group of staff they have little influence over.

The dynamic we have is that now is that every
manager who has been trying to manage
doctors thinks “oh hell, | have no chance now”.
Those middle-managers now feel completely
disempowered. Anything they try to “force
through” will be perceived as bullying.”.

Another respondent was concerned that | should
make clear that the voice of these managers
needs to be heard in the current discussions. This
further comment reinforces that point:

“That group of people — service managers — not
senior people but do an important job to keep
things together and making it all happen. Some
of the hardest working people in the organisation
who are asked to put up with alot. They don’t

have a voice.”

Vulnerability of Managers

18.32
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This leads on to the issue that a significant
number of managers who engaged with the
review reported operating in circumstances in
which they feel unable to manage effectively
because of the uncertainties and pressures
presented by the current situation. There is a real
concern that allegations of bullying can be used
to avoid or deflect appropriate management of
performance and other difficult issues.

Management Roles and Behaviours

18.33 | mentioned earlier that many managers feel that

the situation places them in a vulnerable position
as exemplified by these remarks:

“Because NHS Highland is currently in the
position it is in, the stance feels along the lines
that managers must be at fault and need to
improve as opposed to supporting managers
who find themselves wrongly accused. | feel that |

am a very vulnerable position.”

18.34 Two senior managers expressed the anxiety of

many managers that allegations of bullying serve
to disempower them from carrying out their roles
effectively:

“Managers and clinical/service leads within

the NHS have a designated responsibility to
keep others accountable for their work. If poor
performance exists then one must address this
as part of Clinical Governance. This would also
apply to situations where there might be a lack
of transparency about what a person is doing in
their work — the leader or manager may need to
ask questions to ascertain whether the working
practices of that person need to be changed in

some way.”

18.35 However:

“I am concerned that | and others will now

be limited or defensive in the difficult and
challenging context for [this department] in
particular and health services generally in
having appropriately assertive, adult and honest
communication for fear of being accused of
bullying.”

A Very Real Concern

18.36 Loss of confidence, disempowerment and distrust

underline the linkage between cause and effect:

“I feel a significant amount of damage has

been done and for those that are expected to
provide leadership, support and application of
organisational policies, there will | feel be a lack
of confidence in the support that will be provided
by the organisation where managers are
applying policies and doing their best to manage
difficult situations.

The biggest issue we are possibly left with as a
result of the way in which this has been raised
and handled is to rebuild a trusting and safe
environment for staff to both work and manage
in. We have significant risk and there has been
a significant disempowering and shattering of
confidence at senior manager and senior HR

level in the organisation. This may add to the
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current feeling of lack of direction which | think

has caused the current situation.”

A senior management representative captured
the vulnerability of, and danger for, senior
managers in the exposure which is now

occurring:

“My concern about the complaints made against
senior managers at NHS Highland is that they
are public, would appear to be designed to name
and shame the senior managers, to stigmatise
them publicly, cause division, and encourage
blame. There is no opportunity for the employees
both those named and those associated to take
the issues levelled against them and discuss and

resolve them in a fair, open and adult manner.

There are very many excellent dedicated senior
managers within NHS Highland, past and
present yet they have been attacked without
chance to defend themselves. This behaviour

is profoundly unfair and | would hope if you

are able to make recommendations about the
importance of following NHS Highland policies
and raise concerns with dignity, integrity and a
degree of confidentiality in the first instance. We
are concerned that there has been a tendency
to use the media to attack colleagues in public.
Staff side and management agree policies to
enable better communication and manage
expectations between one another and it is
fairer to all if these are used. A future public
shaming must be avoided. If employees feel they
are not listened to by their employer then it is
best to agree a secondary link with the Scottish
Government where concerns can be escalated
and acted on. The print and broadcast media is

not the best environment for this at all.”

It is important to recognise the significance of
this contribution among all the comments and
criticisms which | have been bound to record. The
thrust of these comments probably provides the

only sensible way forward.
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The Future

18.39 Looking ahead, however, it will be necessary to

18.40

18.41

find a way to address these complex issues. The
serious issues raised in this report will need to be
faced openly, directly and clearly. | discuss some

of this in later chapters.

| was interested to hear the point of view of those
who have operated within the current structure.
The forward-looking approach of the following
remarks is helpful to note and is indicative of

the type of radical thinking that is perceived

to be needed to create meaningful change. A

consultant told me:

“There is a continuous thread of management
inefficiency, bullishness and a culture of

not listening and giving in to narrow tribal
considerations. Only a root and branch reform
of the management structure would be able

to move this organisation from a ‘blame the
individual’ to a ‘just culture’ where people

can work with confidence and deliver the best

healthcare possible to the local population.”

A former director made a number of apparently
useful suggestions to address suboptimal

performance:

“The present deployment of the Medical
Directorate is suboptimal in terms of cohesive
working, clinical-strategy development and
interchangeability of roles. Addressing these
issues would strengthen the team and in turn
bring greater robustness to bear in leading...
At both territorial board level and at national
level this network is currently functioning sub-
optimally, due in part to inadequate or poorly
timed engagement over issues of substance

relating to strategy and delivery.

Furthermore, adequate investment in
administrative support and communication
could enable clinical staff to feel a greater
sense of ownership of decisions made by their

organisation and could be a vehicle for
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reporting dysfunctional or adverse culture and/
or behaviour which was not being satisfactorily
dealt with by other (eg HR) routes and thus

would provide an additional safety-net.

All along the health service continuum, from
Parliament/Government right through to

every clinician, one of the major factors which
increases stress levels (in turn potentially
increasing dysfunctional behaviour) is real or
perceived inadequacy of time to perform tasks
or deliver outcomes properly or satisfactorily.

If NHS cultural values are taken seriously then
there should be an onus to share or co-operate
over the delegation of new work and tasks at all
levels in order to establish how the additional
capacity for implementation will be found.

Such additional capacity can be found by either
relinquishing another task, working differently or

allocating more staff hours to the new task.

Establishing this as the normal modus operandi

will reduce stress at all levels.”
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Introduction

19.1

19.2

19.3

19. Management and Clinicians

19.5

Linked to previous chapters, | am aware that the
relationship between managers and clinicians

is a critical one. It appears that the intersection
in decision-making between management and
clinicians is not working well enough and is

a cause of much frustration and sub-optimal
performance. Of course, many managers are
clinicians who are promoted to the management

role, perhaps without requisite training.

| do not feel that | have got fully to the bottom
of how this affects service delivery and impacts
upon behaviours but | have gathered the views 19.6
of a number of respondents in this chapter in the

hope that, by drawing these out now, something

can be done to change the mood, tone and

relationships for the better.

Generally, | heard from some clinicians who

felt they were not valued, not respected, not
supported in carrying out very stressful work, not
listened to regarding patient safety concerns, 19.7
that funding issues affected performance, that

decisions were made behind closed doors and

that they were undermined when managing staff

issues. As we have seen already, and is further

developed in this chapter, many managers are

also under immense pressure.

Observations

19.4

89

The sensitive interaction of management and

clinicians is captured here:

“There are departments where clinicians

have been under huge clinical pressure and

have reacted in ways, which while not the 198
most constructive, are understandable. They

have been labelled as being difficult. Instead

of acknowledging that these problems are

structural national problems and not the fault of

any group of clinicians, they have been rewarded

by being managed, not by the most able

managers available, but by the weakest. These

difficult problems have now become critical.”

A highly respected senior clinician told me that
matters are exacerbated in NHSH:

“At times | have found working in NHS
Highland extremely frustrating and stressful,
not because of the clinical work but because of
the dysfunctionality of the interface between
clinicians and managers and because of the
lack of senior decision making and lack of clarity
of decision making. One might argue that this
is a common theme across the NHS in the UK
but in NHS Highland there has been very poor
leadership and lack of decision making when
implementing possible solutions that would

relieve some of this pressure.”

Another clinician, who reported not being

sure he had ever been directly bullied but had
“been ignored, side-lined and forced to work in a
consistently negative working environment”, went
on “....the combination of staff marginalisation in
decision making, the lack of a clear clinical plan for
NHS Highland and the ‘head in the sand’ approach
to managing the clinical risks .... has gone on too

long and I have found it tiresome and demoralising.”

From another consultant:

“The bullying appeared to represent a top-down
culture with a consistent approach to clinicians
raising clinical concerns: isolating, marginalising
and discrediting individuals coupled with
reprisal actions. There were several examples

of this leading to sickness absence followed by

resignation.

Managers used jargon like ‘golden thread’ and
‘catch ball’. When they came to speak to us
about the HQA and told us that ‘patients are

at the centre’ it was one of the most demeaning
things | have ever been told by a manager —why
do they think we became doctors?”

Once again, the tensions created between
clinicians and managers are highlighted in this
contribution:

“These [local area]l managers are in a position
where they have little decision-making power
but are the link between clinical staff and the
senior managers who can make decisions
regarding services. |t is become clear that many
are choosing to filter information from clinical

staff to avoid delivering ‘bad news’ and are
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instead tending to report only good news. The
result of this is that clinical staff are being told
to implement ‘top down’ directives for service
change and when it is clear that those directives
cannot be implemented or made to work there
is a reluctance to report potential failure and
instead increased pressure is applied to clinical
staff to ‘make things work’ often without

the appropriate resources to deliver. In some
instances resources have been promised to
support service change and then been withheld
with the clinical staff being berated for failure to
deliver despite not having the resources made
available.”

This captures some of the broader issues already

mentioned elsewhere:

“The pressure on Raigmore management to
stay within a budget that some might say was
always set too low, in the face of increases in
activity year on year, has eroded the morale of
both the clinicians and the middle managers. It
has also resulted in a relatively rapid turnover
in the individuals at the top of the management
structure in Raigmore, many of whom have
been able and hardworking people who have
subsequently gone on to success in other jobs,
inside or outside the NHS.”

From one clinical department comes
commentary about the increase in manager
numbers, changes in structure, and destabilising
impact:

“There was over 100% increase in managers
during my time in Raigmore, decisions were
becoming remote from clinical departments and
managerial decisions were being taking without
a working knowledge of the services provided or
any detailed analysis to back up changes. | have
and always will be an advocate for patients; |
was regularly reprimanded for using the word
and advised that the term was clients.

Over that period of time there was a regular
series of poor leadership decisions, leading to
negative service impact. It started to become
clear that some of these changes were also
having a financial impact. During this time the
management structure was regularly changing:
this caused, across all staff groups, a level of
unease as decisions and directions were regularly
being changed on an ad hoc basis ultimately
destabilising the whole structure in many
departments. Many of these changes had a
clinical impact on patients.”

19.11

19.12

19.13

A professional lead told me about lack of trust
and integration:

“When | came in, they were on the offensive -
senior managers and other professionals. I sit
between the senior managers and everyone else.
It’s a difficult point — managers want to cost cut
but want to increase efficacy with less resources,
and the people on the ground dealing with that.
Because there was so much distrust, which seems
to have been repeated in other areas around
Highland. Because of the geography, you can’t
help but have some fragmentation, but they have
not learned to work in an integrated way despite
locations. They have done a good job with what
they have, but they got caught up in this.”

A change in attitude is perceived; the language
of enmity expressed in the following remarks
reinforces the strength of feeling:

“For my own perspective, there’s been a change
in attitude towards the people working on the
ground. Working on budgets. At some point,
the staff become the enemy. The dialogue
between staff and managers changed. It used
to be about listening to what we thought —
that’s gone... They’ve stopped listening to us as
professionals. If | have a professional judgment
and it’s not what wanted to be heard, it'’s closed
off and you feel that you’ve done something
wrong...Partnership working between senior
management and nurses is gone. | don’t trust
them. It’s not just me. It’s about the way they try
to manage me — | think | need to be empowered.
| don’t need to be micromanaged or feel
intimidated by into doing what they want me

to do. I'm quite a strong person — but it’s what
they do to my teams. By not developing them, by
driving them into the ground. These are good,
caring [members of staff]. They deserve better
than to be run into the ground, retire, be on

the sick. We need someone to work with us and
not against us. We're not the enemy, we're their

solution.”

There is sympathy for managers placed in
difficult positions:

“I' recognise that the behaviour | was subjected
toisin part related to the individual in question,
but also acknowledge that he would be under
pressure to maintain a service. For several years
our consultant group have raised concerns to
management about inadequate staffing to

maintain a safe service. Inevitably, if rotas are
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always stretched, then there is no resilience for
unforeseen events such as prolonged ill health
of a colleague and the impact on a department,
without support from managers, may drive

unsupportive or bullying behaviour.”

Looking ahead, a senior manager expressed the
views of a number of people in saying that:

“We still need to secure more clinical
engagement and leadership. We are still
challenged by increasing demand, limited
capacity & difficulties in recruitment to key areas
that are vital to the function of an acute service
eg diagnostics. | remain positive this is a good
place to work, with significant challenges but
at the risk of being idealistic it is a fime to come
together not be divisive and critical of each
other. Many of the clinical and management
colleagues | work with are dismayed about the
current situation, fearful of the future impact
on attracting people to work here and worried
about the impact of patient and the public’s
confidence in our services.”

A consultant described problems in smaller
departments and the need for better long-term
planning:

“I feel that in the past there have not necessarily
been adequate systems in place to ensure that
any allegations of bullying are taken seriously
and | think it will be important that this is the
case in the future. From my perspective | feel
that consultants working in smaller departments
need to be given more of a voice to bring about
change. In view of the recent lack of medical
managers | have not really known whom to

turn to help bring about improvements and in
particular to raise concerns around patient safety
issues. Time pressures mean that these issues are
often not addressed in a timely fashion. The fast
change over in personal of the service managers
has at times perpetuated this problem as it can
take time for them to understand the workings
of the department. Financial pressures are

often blamed for not being able to bring about
change, but | feel better long-term planning is
needed.”

This probably provides a good reminder that
systems, time pressure, lack of understanding,
the financial situation and the desirability of
strategic planning are recurring themes.

Addendum

| record here the views of one consultant on how
matters might be improved; this may simply serve
as a useful provocation of new ways of thinking:

“Move to a GP practice model: give a
department a budget and autonomy on how
they spend it. Let clinicians make decisions and
give them a good departmental administrator
implement them. This allows those who are close
to the needs to make decisions

Get senior managers to attend departmental
meetings rather than expecting service leads
to go to the senior management to ask for
something.

Senior managers to bring an accountant to those
meetings so there can be clarity about what is in
the budget.

Invite clinical leads to attend board meetings
and speak to management directly rather than
being filtered by another manager. It’s easier
for a clinical lead to speak up as they have
tenure whereas a manager will be looking for
promotion.

With accountants and good departmental
administrators, could probably do away with
most middle managers who create extra layers
of bureaucracy by reviewing clinical decisions
where they have nothing to add.

Treat departments consistently. Don’t reward
overspend and take away from departments that
manage themselves better.

Create job plans (time budgets for standard
tasks) and use this as a planning tool across the
hospital.

Do away with ... quality initiatives such

as Highland quality approach and rapid
performance improvement..... Replace with good
departmental administrators.

CEO to thank and appreciate staff as well as
addressing problems. The job is getting harder
and staff need support.

CEO to visit the hospital.

Consider the tone of CEO communications.”
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As one considers further the details of what

is happening in a management context, the
following extensive observations come from
someone working as a departmental secretary.
| repeat them here as this summarises many
views | have heard and raises issues about job
creation and protection, appropriate placing,
redeployment, funding, overstaffing and

bullying:

“The main management tone is generally divide
and conquer, belittle and undermine your staff
so that they are too scared to trust anyone with
their issues. You are made to feel that you are the

only one with an issue.

There has been a huge explosion in
management, so much so that the people who
end up in the managerial posts are often staff
who don’t know how to manage/don’t know the
job as they have come from outwith the NHS

or are staff that another directorate is trying to
offload (because as we know in the NHS if you
are not fit for a job they create another one for
you and move you along, more than likely with

a pay rise to sweeten the deal). This means that
once you are in a post and you can’t cope with

it or are just bad at it you can be redeployed or
indeed request redeployment into any position
that is equal in pay-band or below, you will be
on a protected salary. This also means that
someone who was bullied in one department can
redeploy to a higher band as a line manager and
then become the perpetrator and keep the higher
banding.

Jobs appear to be created out of thin air, to

the curiosity of lower banded staff who have
to struggle on due to lack of money to get the
staff that are needed on the lower pay grades,
only to discover that staff have been taken on
elsewhere either in management roles that have
no problem getting funding or on the back of
Government funding, the problem with this is
that when the funding runs out what do you
do with the staff? They can’t go back to the
job they had as it has been backfilled. They are
redeployed more often than not into a position

that has been created, quite often managerial
and not in the discipline they are trained for.

If you count in all the “time saving departments”
and their managers, there is a vast amount of
overstaffing. Every manager is managing on a
dog eat dog basis and protecting themselves and
a job that either they are incapable of doing and
should have gone from long ago should not even
have as it was a created post as they couldn’t be
sacked.

There is a mentality of protect their job at all
costs and this is where the bullying comes in. It

is their way or the highway. There is no listening
to staff who are in post and try to make things
easier for everyone. | am sure that a lot of the
pressure is coming from higher up than my
administrator and service manager and sideways
from the peer groups who are also trying to cover
themselves, which is where the link to the board

and what has already been made publicis.”

Bullying in NHS Highland is in the managerial
DNA, there is constant pressure on bands 4

and below to get targets met, targets that are
actually not of our making and can only be
solved by paying consultants or other hospitals
to treat the patients. These are actually to the
benefit of the managers as they are paid bonuses
for getting them met.

At the end of the day it is the patients that suffer
the consequence of this. NHS Scotland needs a
roots and branches clearout of managers and
the money saved diverted to where it is needed..
patient care.”

There is much to consider and review just in these
few paragraphs.

Appointment and Recruitment

20.2

| have been told repeatedly that there are
significant deficits in the appointment,
promotion, support for and training of
managers at many levels, resulting in many
unhappy relationships (for managers and those
being managed), poor communication and
unsatisfactory decision-making, which is likely
to be costly in both staffing and financial terms.
It is also likely to be the source of inappropriate
behaviours which are experienced as bullying.
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Recruitment to management is a recurring issue.
This view from a mental health practitioner
reflects the views of many who engaged with the

review:

“Generally, | feel that management is poor

in some areas, with people being recruited/
promoted into posts that they do not have the
skills for. This has a direct effect on the service
delivery to our patients but also to staff morale
and sickness levels within services. It is difficult
to recruit to some of the more remote and rural
areas. Staff development is not a priority. This is
one of the factors that affect our ability to recruit
and retain people within NHS Highland.”

The issues pertaining to appointment processes
to senior positions arose on a number of

occasions: According to a senior consultant:

“A number of senior medical posts within NHS
Highland do not appear to be advertised to
relevant staff. There is evidence that some

of these posts may be created to favour key
individuals in favour with senior management;
those individuals are appointed to them without
open competition. Together with the release

of research monies this behaviour looks like
patronage, and may be expected to buy favour

or silence opposition.”

As we have seen earlier in this report, favouritism
is an issue of concern. This from a nurse:

“The lack of equal support for [Clinical Nurse
Specialists] is profound. There is definitely

a culture of apportioning blame, and career
progression blocking for the least favourite staff.

It worries me, as | can see that junior staff
nurses, or even senior staff nurses do not want

to enter into specialist roles as there is too much
responsibility put on these CNSs with little or

no recognition. The lack of forward planning
and future workforce planning to invest in staff

is debilitating to the service, and | believe that
there is a complete lack of awareness, from those
who could make these changes, that changes

need to be made.”

If nothing else the perception of favouritism is
harmful. Another nurse referred to staff and
friends of a Service Manager being “given
upgrades irrespective of their ability and privileges

(office space, desks, equipment), whilst the Senior

Some Broad Management Issues

Nurse was informed that there was no money for the
promised upgrade and the Nursing budget was also
threatened in relation to the number of posts and
overall workforce”.

Promotion and Training

20.7

20.8

As noted above, the promotion process for
managers was raised on numerous occasions:
it seems that management training for those
who are promoted is perceived to be inadequate
and that this, understandably, could lead to
mis-handling of difficult employment issues.
Another related concern is the promotion to
manager of people without relevant experience
in or understanding of the discipline they are
being asked to manage. The “grow our own”
policy was the subject of criticism.

The following comments capture the concerns
expressed by a number of respondents:

“Throughout NHSH it is common practice for
staff to be promoted into supervisory/managerial
positions with absolutely no grounding in people
skills, managing people skills, etc. It seems that
once one reaches a certain banding, perhaps
Band 7, they become autonomous and non-
accountable. For example, sending out totally
inappropriate letters to staff.”

“How do applicants get an interview for a post
they aren’t fit to do? It horrifies me that a Band
6 gets promoted to a Band 8A. How can we be
sure that it is safe to employ these people if they
haven’t got the knowledge and understanding.
That’s a concern.”

“Let’s be honest for what skills we are looking for
in our managers and if it is line management,
then recruit them for that.”

““Growing our own” and advertising lower grade
posts so that higher up staff get promoted does
not work if those promoted are not competent”

“...a lot of service managers are promoted into
posts that they don’t have the skills to do that
work. They fall into dictatorial techniques. It
doesn’t lead to getting the workforce on board.
When | was recruiting new people, | was being
pressurised to move people up the scale and
advertise for the lower post. “Grow our own”.
That’s great but doesn’t matter if they’re not
ready to do the job. Need new people in post
with different thinking.”

“There is a theme of “growing our own” in NHSH
—they get slotted into posts they are not ready
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for and don’t have the experience for. They need
more management training and beyond their
specific qualifications. Nurses go info managing
roles, but they don’t have the management

. ”
training.

Lack of Diversity

20.9

One manager offered this view which is self-

explanatory:

“There is very little diversity in the senior
managers, mostly white, middle class, 50-60s
and in last job before retirement. They have old
fashioned, dictatorial management styles and
do not listen, know what’s happening on the
ground, trust staff or know how to engage them

in decisions.”

Friendship and Family Ties

20.10 As anticipated in the chapter on causes which

94

may be particular to NHSH, | am told that many
managers are friendly with colleagues (often
people they manage) outside of work and that
this can get in the way of holding colleagues

to account for their behaviour. Training about
how to manage multiple roles and relationships
(and confidentiality) appears lacking. There are
also criticisms of conflicts arising when family
members are employed in sensitive positions, as
characterised here:

“NHS Highland is a small environment with
many staff being related to senior staff,
which resulted in other staff being afraid

of repercussions if they spoke up about
inappropriate behaviour.”

Some Broad Management Issues
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My remit invites me to try to understand what,

if any, cultural issues have led to any bullying,

or harassment, and a culture where such
allegations apparently cannot be raised and
responded to locally. In that context, | have been
told that what has happened at NHS Highland
is a failure in staff governance which should be
treated as seriously as a failure in financial or
clinical governance. If this is not done, “it sends
out the wrong message in terms of the way staff

are regarded, both in NHS Highland and in NHS
Scotland”.

By way of preface, | recognise that, in what
follows, there is inevitably adverse comment
about some of what has occurred in the recent
past. | do wish to emphasise that these remarks
are intended to help explain the situation in
which NHSH has found itself and to enable it to
move on. | am sure that those in leadership and
governance roles have generally tried their best
in relation to the serious issues raised. Future
progress will come from a healthy recognition
of things that have not worked as well as they
should in the past. And | recognise that the
benefit of hindsight was not afforded to members
of a Board under a lot of pressure.

Concern has been expressed that this report may
conflate concerns about “the system” generally
and individual or collective actions by Board
members. | refer to my earlier remarks that this

is not an exercise in finding fault or allocating
blame but an attempt to ascertain what can be
learned from the past and what might be done
differently. | hope that a thoughtful Board will
accept this commentary in the spirit in which it is
offered and build on it, not through guilt but with
a sense of leadership responsibility.

It is important going forward that the Board is
held in high regard by patients, staff and the
wider community. What follows bears on the
general situation and not any specific case. |
have drawn on what | have been told and readily
recognise that there will be nuances and other
perspectives of which | am not aware.

For a number of reasons, including inadequate
provision of information to the Board which

21.6

21.7

was not conducive to effective and informed
decision-making and a culture which tended to
discourage challenge, it appears that the Board
has not functioned optimally in its governance
and oversight role leading to a situation where
allegations apparently could not be raised and
responded to, adequately, locally. | address some
of the issues which arise in this and the following
two chapters.

This review prompts a question: given what has
now come to light and the concerns expressed
by so many people, why were steps not taken

to address this earlier? The Board’s response to
the public announcement by the whistleblowers
in September 2018 recognised that there were
issues (for completeness, | append this as a
note at the end of this chapter). The question
has been asked why it took so long to do so and
whether this response was an adequate one in
the circumstances.

A former board member described:

“....an organisational culture that was not open
and supportive but was one in which bullying
had become institutionalised to a point where

it was unrecognisable as an issue. Now with

the benefit of hindsight | believe we almost all
conformed to it in our daily relations with other
members of the organisation complicit in the
belief that these were the behaviours expected
of us operating at such a level. It was however
not only at board level: my role took me to all
parts and places within the organisation and all
too often | witnessed behaviours which did not
support and encourage input and discussion
from staff, rather the reverse.

The impact of such a culture had two important
consequences:- bullying of individuals who felt
unable to voice their concerns other than in
strict confidence to me and a very poor system
of governance and accountability at board level.
It is both that led to an institutional culture of
intimidation and individual bullying and are
therefore inseparable in terms of an analysis as
to how we ended up in such a position.”

| note that in theory at least “the system of
governance and accountability at Board level”
in NHSH is the same as in other health boards in
Scotland.
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Another observed:

“How much of this about bullying, how much
is about governance? There is a culture of
suppression - if you’re not the right person, it
won’t happen. Or being labelled as a trouble
maker. That leads to bullying.”

A Failure of Governance?
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| heard that, over a period of time, concerns have
been expressed about a style of management
and type of behaviour which many contended
was not acceptable in a large and complex
organisation. It seems clear that people in
leadership positions were or should have been
sufficiently aware of the concerns expressed as
late as mid-2017 and probably earlier. At times,
it appears that opportunities have arisen to
address these and that steps which could and
should have been taken were not taken.

One must remember, as | note again below,
that this is an organisation with a budget of
£800 million of public money. There will be very
few Scottish businesses or organisations with
budgets of that scale and with the complexity
this entails.

A non-executive director told me:

“The issue of a bullying culture was first raised
with the auditors, Audit Chair and Board Chair
in late 2016. SG knew about it. Nothing was
done. NEDs advised SG in August 2017: “We feel
the culture and leadership is a risk to our stated
values and objectives.” When John Brown®®
came in, he did a verbal report to us that was
dynamite. He said it as it is. “Your board do
not trust you or have any confidence in you”.

In essence, we knew about it, we tried to do
something about it. But in the meantime, the

bullying was going on.”

| suspect that some senior executives and some
board members (fhough not all) have suffered
from a degree of unconscious blindness. While

it might have been obvious that something was
wrong, for a variety of reasons they have not
seen it or have been unable to act oniit. It is likely

that many of the cognitive biases and other

21.13
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influences mentioned in chapter 8 have been
at play and that may be understandable in the
circumstances. | believe there are other reasons

and | explore some here.

When asked “What one step would make a
difference?” a non-executive board member told

me:

“The truth needs to come out. The NEDs were
aware of it eighteen months ago. We have been
working through the process of telling SG.” “...as
a board we have missed a lot.” “There have been
some big misses by this board. We have a lot of

reflecting to do.”

A senior executive told me:

“That’s the other thing that worries me about
the situation. There is so much that has come up
to the surface that we’re not aware of. That is

awful. It worries me more than anything else.”

A very senior figure commented:

“They (the Board) have been paralysed by fear
of doing the wrong thing.”

A former non-executive director described the
situation as seen by that person at that time (a
view not held by all nor necessarily applicable

now):

“Board operation prevented the CEO from

being held to account in a forum where in depth
examination of issues could be undertaken [of]
evidence of institutionalised intimidation and its
supporting committees were held in much the
same way and allowed inappropriate behaviours

between people. Intimidation was the norm.

... relations within the Board between executives
and non-executives were confrontational

and often made “personal” or at worst non-
executives were deemed to be wasting the

time of executives by their questions and/or
requests. Non-executives received little or no
support for their role. | coached informally
several members or lay members about their
role as they felt inadequate or foolish as a result

of their treatment at the Board. The number of
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resignations should have caused questions to be

raised by government.”

“I raised issues discreetly with the Chair and
within the Remuneration Committee under “our

duty of care to our staff” but got nowhere.”

A central reason behind the resignation of at
least one non-executive director was the lack of
proper governance. To that person, the Board
appeared peripheral and a rubber stamp, with
decisions being taken by the chief executive
and the Chair. Presentation of information

to the Board was not conducive to effective
and informed decision-making. Some board
members played little part in discussions. It
seemed that there was little opportunity for or
encouragement of challenge. There was general

concern about poor communication.

| understand that various non-executive directors
have expressed concern about governance in
recent years and the Brown and Polley reviews
(referred to elsewhere) took place. One of the
curiosities of the situation is that a number of
non-executive directors have resigned but there
seems to be a lack of transparency regarding

the reasons for their doing so. It is arguable

that both the Board (and, indeed, the Scottish
Government) were, or should have been,
sufficiently alerted by these developments alone
to act more decisively at an earlier stage. It
appears that resignation letters were not shared
by the Scottish Government, even with the Chair.
| understand that some board members feel that
they did all they could. | sense that red lights
should have been flashing by 2017 at the latest
although some concerns about governance were

apparently raised by Audit Scotland in 2015.

A director observed:

“We have had at least three or four NEDs
leave. | don’t know how many need to leave
before someone wakes up to the fact we have a
problem.” “They haven’t pulled their punches
either. They wrote to the government and said
the Chair cannot keep the CEO in check. We've
had so many, a governance review. No trust in
the CEO and no confidence in the chair. You'd
think something would happen from that.”

21.20
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Concerns were expressed by a number of
respondents about the Chair’s ability to hold
the chief executive fully to account. A now
retired director expressed this concern about

accountability:

“My experience tells me that power rested with
one individual in the organisation and they
acted as the gatekeeper of opinion and advice
to the Board and other senior officers. There
was not the ability to safely challenge or express
alternatives...In my opinion, the very necessary
separation of powers held by the Executive (the
chief executive), the Chairman, Non-Executives
and Staff Director completely broke down... An
organisation where there is responsibility without
accountability results in turn in an extremely

unstable organisation.”

This seems especially relevant to events in and
around August 2017. While hindsight is a great
thing, the concerns raised then were, | sense, not
as well handled by the then Chair as they could
have been. | acknowledge that he would be in a
difficult position and that Scottish Government
was also involved at that time. Decisive action
at that stage to address concerns, amid board
resignations and a difficult situation regarding

radiology, might have made a big difference.

| believe that the Chair recognised that there
was a problem in that people may have lacked
confidence in the systems for raising their
concerns and engaging in a conversation
about their concerns directly with the Board. |
acknowledge that external reviews have been
commissioned and other steps taken to address
the situation which has now arisen and that the

Board is also awaiting this report.

While the question arises whether his
relationship with the chief executive was
sufficiently robust and frank, | acknowledge that
the Chair was in a difficult position and would be
trying his best in the circumstances in which he
found himself. He has since resigned. However,
in a public service with a budget of £800 million,
new leadership should look seriously at all of
these matters and the learning arising from

what has occurred, especially in connection with
holding to account. If this is done, it should be
possible to assess and respond to allegations,
such as those of bullying, more fully at an earlier

stage.
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Accountability and Compeience 21.29 | note that the fit and proper person regulation

21.24

21.25

21.26

21.27

21.28

37
38

98

(FPPR) requirements® which came into force for
all NHS trusts and foundation trusts in England
in November 2014 require NHS trusts to seek

the necessary assurance that all executive and

Overall, in trying to understand what, if
any, cultural issues have led to any bullying,
or harassment, and a culture where such

allegations apparently cannot be raised and non-executive directors (or those in equivalent
responded to locally, it seems reasonable to roles) are suitable and fit to undertake the
conclude that the Board has not functioned as responsibilities of their role.

well as it could. There appears not to have been

a culture of sufficient openness and one which 21.30 In order to meet compliance with these
welcomes challenge. requirements, all NHS trusts must ensure they

have robust processes in place to assess the

One non-executive director told me: suitability of directors at the point of recruitment
P and throughout their ongoing employment. The

| think we need to change our approach to 9 . going . ploy 4
. . . . are also required to have effective arrangements
how people can raise things. Talking with the ) )
. . . . in place to tackle issues should any concerns be
whistleblowers, they have tried to raise things

for a while. So have NEDs. We didn’t know. As
a board, we need to work on ourselves and how

raised about a director’s ongoing fitness and
suitability to carry out any such role.

lead. We h b h don’t
e ed € nave new mempbers who we don 21.31 Although not applicable in Scotland, these

k that well, so difficult to trust. E board
nowThatwer, so Giitcull 1o Trust. Bxec boar illustrate what might be expected of a board

colleagues, still don’t have that much contact O .
. . . ” functioning well and of an appointment and
with them outwith board meetings. . o i
review system which is itself fit for purpose.

| note that the Scottish Government published
a guide for board members of public bodies in Governance Structure
2015. This summary on roles and responsibilities

is helpful: 21.32 None of this is helped by what seems like an
extraordinary governance structure. As | believe
“The four main functions of the Board of a public Audit Scotland commented over three years
body are: to ensure that the body delivers its functions ago, the governance model seems extensive
in accordance with Ministers’ policies and priorities; and impenetrable to many. It does not seem
to provide strategic leadership; to ensure financial conducive to open, transparent and effective
stewardship; and to hold the chief executive and senior operation. | confess that | found the maps of
management team to account.” ¥ the governance structure complicated and very
difficult to navigate. | found nobody who was
NHSH has its own clear guidance about the able to explain to me how all the many and
role of the Board and its members, including extensive committees operate in connection
non-executive members. It appears that the with each other. There appears to be no
problem here is not lack of information but lack comprehensive organisational diagram or other
of implementation. presentation of the governance relationships.
| understand that executive and non executive
It is possible that concerns about the functioning directors have raised this and been told that
of the Board went deeper. One former board legislation or government guidance is needed for
member told me: many aspects.
“Competence is another contributor. Some 21.33 Incidentally, the same appears to apply to the

of the players were a level beyond their multi-layered management structures. A very
competence... The body was not competent senior director manager was unable to describe
enough to know what they wanted.” this either and another commented on a lack of

integration operationally.

The Scottish Government (2015). On Board: A Guide for Board Members of Public Bodies in Scotland. p.24.

www.nhsemployers.org. (2018). Fit and proper persons requirement for directors. [online] Available at https://
www.nhsemployers.org/your-workforce/recruit/employment-checks/criminal-record-check/fit-and-proper-persons-
requirement-for-directors [Accessed 18 Mar. 2019].
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21.34 | have the impression that attempts have been

made to examine and reform governance

but progress seems to be slower than may be
necessary. The Brown and Walsh report in May
20183 covered all of this in some detail. Again,
there must be a simpler way of managing the
organisation without, as one person suggested,

tearing down the whole governance structure

with specific goals and timelines seems to be

a contributor to the current sense of lack of
direction. The report by John Brown made
recommendations in this regard as it did on
holding to account, roles and responsibilities
and other matters referred to in this report.
Executive Directors have pointed out that NHS
Highland has a ‘NHS Highland Strategic Quality
and Sustainability Plan’, which was approved

by the Board in 2017. Work was apparently also

Boa
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undertaken in 2018 on a simplified info-graphic
summary, which was discussed with executive
and non-executive directors but has not been
finalised, due to changes in staff.

rd Meetings

and starting again. 21.37 In passing, | note one other issue which seems
germane to the effective functioning of a board
seeking to hold senior executives to account.
The ]cm Polley Review That is the holding of board meetings in public.
“The other dynamic that is a constant... the
21.35 Simply by way of illustrating that there may theatre of the board meeting itself in public.
be nothing new in much of what | comment on What gets discussed in private versus public.
here, | note that the Jan Polley review which There is a real issue - quite a tricky thing - to
reported in February 2016 included the following raise issues that need to be discussed at an
recommendations: open board meeting that will not impede the
executives. The public nature is an ongoing
“A deeper understanding of the respective roles of problem. Not many people turn up, but it is
non-executive board members and executive board webcast so in theory... and the press are there,
members in order to build confidence in and share in a small community. It's in the paper the next
appreciation of how they work as a team, adding day.”
greater value to each other;
21.38 | asked myself the question: how useful is
A review of the remits of the governance committees subjecting health boards in this way to open
to minimise duplication of papers and discussions public meetings and intense media scrutiny? On
and clarify the roles of and relationships between the balance, does it assist or hinder? Does it fulfil
Board and its committees; an effective audit purpose? Might this be done
differently? There must be an argument that the
A strengthening of the corporate governance support public nature of the meeting inhibits the kind
given to the board and its non-executive members in of scrutiny which is essential. If board members
order to reinforce governance processes, including the are competent and have been transparently
training and development opportunities available to appointed, perhaps they should be trusted to get
board members.” 4° on with it, with specific open public fora once or
twice a year.
Strategic Plan
Finally
21.36 |should add that, while generally outside my
remit, the absence of a proper strategic plan 21.39 This has been a lengthy chapter but

effective governance is critical to the future
of the organisation. As one senior clinician
commented:

“Moving forward, the chief executive has left

the organisation but there now needs to be
afundamental change in the relationships
between clinicians and the corporate team, if the
present situation is to improve. The individuals
who have raised the issue did so in a manner that

| do not support or condone. | can, however, see

39  Brown, ). and Walsh, S. (2018). Corporate Governance in NHS Highland.
40  Polley, J. (2016). NHS Highland Governance Review 2015-16. p2.
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why they felt they had to do it in that way, having
taken anissue to the CMO and attempted
to bring the culture of Board officers to the

attention of the Board.

The way that members of staff have been dealt
with and the resignations of Non-Executive
Directors of the Board certainly gave the strong
impression that the clinical governance of the
Board did not come up to the standards you
would expect from a public institution. Whether
the actions of the Board and the Executive
team are labelled as bullying or simply poor
management is less important than the need

to move forward for the benefit of the service in
general and the wellbeing of patients and staff

alike.”

These words aptly sum up the need for a change

of direction at board level.

Note

21.40 Board statement issued in October 2018, agreed

by all board members present*':

“We all joined the Board of NHS Highland
because we care very much about the NHS and
the services we provide for the people of the
Highlands. It feels like NHS Highland is being
publicly torn apart, with little right of reply.

“For the sake of all of our staff and the people
we serve we feel this cannot continue in this way.
Our offer to meet the four clinicians remains
open and we hope others will speak up and we

urge that to happen as a matter of urgency.

“For the four doctors to make a public claim that
‘a thread of cruelty has purposefully been spun
throughout NHS Highland’ simply cannot go

unchallenged.

“We feel sure that everyone who cares about the
NHS will share the view that our patients, staff
and public deserve better and we are calling on

everyone to make their voice heard.”

21.41

The Board and Governance

The statement went on to say:

“We recognise the utmost seriousness of the
situation and are prepared to leave no stone
unturned to get to the truth. There is clearly an
issue of some sort which needs to be understood.
We are of the firm opinion that it is surely in
everyone’s interest for any allegations to be
addressed as a matter of urgency.

“Therefore, we unanimously express our
ongoing frustration that we are being denied any
substance to the accusations and also that the
opportunity to have a mature, responsible and
respectful dialogue continues to stall.”

Board members heard from Dawne Bloodworth,
NHS Highland’s interim director of HR, that

all the internal evidence to date paints a very
different picture from what is being publicly
alleged.

She said: “There is no evidence that | have seen
to date that indicates that the four doctors
represent the views of all GPs and Consultants.
Indeed some clinicians have raised concerns to
this effect.

“In common with all parts of the NHS there are
certainly pressures in the system and as a board
we acknowledge that. Sadly we also know there
are some incidents of bullying, past and present.
We are unanimous as a board, however, that to
claim there is a systemic culture of bullying is not
a true representation of the facts and opinions
that we are currently aware of including feed-
back from staff.”

She went on to stress: “That should not in any
way, shape or form underplay any incidents of
bullying. We have a duty of care to anyone who
has been bullied and we are truly sorry that it can
happen. We also have a duty or care to anyone
accused of bullying to make sure they are also

not unfairly treated.

“As a board we have mechanisms, policies and
procedures in place to manage this. We have
also invited external HR scrutiny to see what
more we can do to bring the highest level of
confidence possible.”

4] BBC News (2018). Claim 100 NHS Highland staff ‘bullied’. [online] Available at https://www.bbc.co.uk/news/uk-
scotland-highlands-islands-45952210 [Accessed 25 Mar. 2019].
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She added: “l believe the action that we have
taken so far has been immediate to actively
encourage staff to express their concerns and
views through a wide range of routes. We
continue to welcome feed-back from staff who
we know have a range of views. Somehow we
need to encourage everyone to work together
and in all good faith | really hope that something
positive can come from this.”
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22. Role of Non-Executive

In trying to understand what, if any, cultural
issues have led to any bullying, or harassment,
and a culture where such allegations apparently
cannot be raised and responded to locally, it
seems important to address in some detail the
role of the NEDs. In setting matters out as | do,
| do not intend to be critical of individual NEDs
who are well-motivated people trying to do
their best in difficult circumstances. However, a
number of matters have arisen about the way
in which NEDs have functioned in NHSH and |

discuss these in this chapter.

Information

22.2

22.3

22.4

102

Firstly, as one NED put it “it is vital for a NED to
know what is going on —and wherever possible to see
or hear independent views. There is a real danger of
group-think”. A number of NEDs at NHSH tried
to make a difference while others may have been
simply intimidated or wholly frustrated. Access
to key documents and other meeting information
needs to be good. However, reporting and
discussion seems to have been conducted in such
a way as to reduce their active and appropriate
participation. There has been no clear strategy
to provide them with adequate information.
They could not do their job effectively.

On lack of governance specifically, | was told by

a former NED that

“there existed no system by which the Board
could set a clear strategy for delivery. We

never received costed options and alternative
proposals on which to base decisions. So never
were strategic decisions converted into clear
delivery plans containing clear goals, milestones,
risks etc by which the Board could direct a robust
system of risk management and accountability
and through which it could hold the CEO to
account within a forum of mutual support and
understanding.”

Another had said in his resignation letter:

“l am resigning as | feel that | cannot make a
meaningful contribution to the outcomes from
the Board. Too many strategic policy issues
are taken, outwith the Board process, as being
“operational”. | have requested,in vain, that

22.5

22.6

22.7

Directors (NEDs)

the NHSH Board or a Committee discusses

key issues including the impact of Brexit on our
workforce, the new GP contract and its negative
implications for remote rural GPs in the H&l,

the consultant led Radiology Service, funding
for the Voluntary Sector, the continuation of
small rural residential Care Homes etc. There
needs to be a much more forensic approach to
financial scrutiny. We rarely receive an options
appraisal on an issue, simply a recommendation.

Constructive criticism is not welcomed.”

Another NED expressed the view that challenge
or expressing a different point of view has not
been particularly welcomed and rarely has it
made any difference to an issue; there is an
inability to carry out the role of holding the
organisation to account without the information
to do so; often they are receiving only
reassurance rather than assurance, leading to

ineffectiveness as a non-executive director.

On the theme of information to the Board, a very

senior clinician observed:

“There was and, | think remains, no clear ability
for clinical advice to get to the Board other than
through the Executive Team... The Board did
not and does not meet “rank and file” clinicians
to inform themselves directly without the filter

applied by the Executive team.”

This theme was repeated a number of times.

This diminishing of the input of NEDs is

underscored by a senior executive director:

“In the private conversations in senio