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I’m writing this in the press room at 
ConfedExpo in Manchester, where NHS 
England boss Sir Jim Mackey has just 

given his keynote. You know the drill: 
we’ve made your life hell, you’ve all done 
brilliantly, but, sorry, you’re stuck in hell 
for the foreseeable (I’m paraphrasing). But 
then came something that snapped me out 
of my torpor. 

“With all the terrible stuff going on 
around the world, let’s draw a line under it 

and just say, ‘That’s not happening in our place, it’s not happen-
ing in our service.’ And we can influence that,” he said.

What did he mean? Mackey spoke the morning after masked 
men in Northern Ireland set up ‘checkpoints’ to harass black nurs-
es going to work. Earlier in his speech, he had insisted the NHS had 
to protect staff from threats of “intolerance and division”. 

But I think he meant something deeper, more emotional 
here: that the NHS is more than just a way of funding and provid-
ing healthcare. It’s an expression of our democracy and of cher-
ished values that are under attack: fairness, treating people with 
respect, giving them the best treatment we can afford—just be-
cause they’re our fellow citizens. It often falls short, but the NHS 
is a rare institution that actively strives to live up to those values.

That makes it powerful and precious, but also something frag-
ile, to be reformed with care. But this restructuring has been care-
lessly planned and, so far, carelessly carried out. If you want just 
one micro-example, NHS England ‘not realising’ for 15 months that 
it had 500 staff who couldn’t transfer to DHSC because of their na-
tionality (see page 2) just about sums it up. There are dozens more.

This is why MiP wants MPs to amend the health bill so future 
reforms are done with the care the NHS deserves, with properly 
worked-out plans, reliable funding and honest impact assessments 
(see page 8). Politicians have the right to restructure the NHS, and 
may sometimes need to. But they have no business doing it care-
lessly and without parliamentary scrutiny. The NHS is too  
precious to be messed about like this. //

Craig Ryan, Editor
c.ryan@miphealth.org.uk
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News you may have missed 
plus what to look out for 

noticeboard

headsup

29 June—3 July 2026

Social Care Co-produc-
tion Week
A week of online events showcasing 
the power of co-production in social 
care, bringing together people with 
lived experience, practitioners and 
leaders. Run by the Social Care Insti-
tute for Excellence and supported by 
NHS England.
www.scie.org.uk/co-production/week/ 

4 July 2026

FDA Pride in London
MiP members are invited to join our 
partner union the FDA’s group at this 
year’s Pride in London parade. 
Friends and family welcome. Regis-
ter at the link below.
mip.social/fda-pride

17-19 July 2026

Tolpuddle Martyrs 
Festival
Tolpuddle, Dorset (DT2 7EH)
Annual festival organised by the TUC 

to celebrate the founders of the trade 
union movement, with music, comedy, 
speakers, debates, food and drink.
tolpuddlemartyrs.org.uk/ 

8 September 2026

King’s Fund: Ten Year 
Health Plan—a year on
Yes, it’s been a year already. The 
venerable think tank’s experts and 
invited guests will pick over the 
plan’s first year and hopefully shed 
some light on why nothing much 
seems to have happened.
kingsfund.org.uk/events/ten-year-
health-plan

13-16 September 2026

TUC Congress 2026
Brighton Centre
158th annual congress of UK trade 
unions, with thousands of delegates, 
visitors and guests meeting for three 
days of networking and debate. MiP 
is represented as part of the FDA 
delegation.
www.tuc.org.uk/events/tuc-
congress-2026

18 September 2026

NHS Alliance: NHS 
Strategy Directors 
Forum
Royal College of Physicians, 
London
New forum for strategy directors to 
talk policy, share learning and con-
nect with their peers, operating un-
der ‘Chatham House’ rules (what’s 
said here, stays here). Run by the NHS 
Alliance, the merged NHS Confed and 
NHS Providers. Chaired by Leicester-
shire Partnership’s David Williams.
mip.social/strategy-directors-2026

KEEP THE DATE

24-26 October 2026: UNISON 
National Disabled Members 
Conference, Brighton (unison.org.
uk/events/2026-ndmc/)

3-4 November 2026: WelshConfed 
2026, Cardiff (thenhsalliance.
org/training-and-events/
welshconfed26)

17 November 2026: King’s Fund 
Annual Conference, London 
(kingsfund.org.uk/events/
annual-conference)

U to 500 NHS England 
staff could be fired 
without compensation 

when the body is merged with 
the Department of Health 
and Social Care (DHSC) next 
year, because many overseas 
nationals are barred from 
working in the civil service.

The issue, which MiP says 
“has been known about” since 

the start of the merger pro-
cess, arises because civil 
service rules only allow na-
tionals from the UK, Ireland, 
the Commonwealth and the 
European Economic Area to 
work for Whitehall depart-
ments, while the NHS can 
employ any staff able to work 
under UK immigration rules.

Staff caught by the rules would 

not qualify for redundancy pay 
and some could face deportation 
if their visa status is dependent 
on their employment.

“These are serious concerns 
but NHS England and DHSC 
still have not set out a clear and 
workable solution for affected 
staff. The uncertainty is caus-
ing significant anxiety and 
distress,” said MiP chief execu-

tive Jon Restell.
Restell added that the situation 

reflected continuing uncertainty 
about the wider merger pro-
cess, including future terms and 
conditions and protections for 
NHSE staff transferring into the 
civil service. “Staff need clar-
ity urgently in order to make 
informed decisions about their 
futures,” he said.

Got an event that MiP members should know about? Send details to the editor: c.ryan@miphealth.org.uk

3% for senior executives—page 4

NHS services “on brink of collapse” 
during pandemic—page 5 

NHS job cuts pose risk to patient 
services and cyber security—pages 
6 & 7

Overseas staff face dismissal over Whitehall nationality rules

Are you in 
the wrong 
pay band?
Many NHS managers have seen 
their jobs change hugely in recent 
years. If your job hasn’t been re-
evaluated recently and your job 
description is out-of-date, you 
may be getting paid less than you 
should be.

Your pay band depends on 
your job evaluation score which 
is based on your job description.
Under new rules negotiated by 
NHS trade unions, all staff on 
Agenda for Change have the right 
to an up-to-date job description 
and to request a re-evaluation 
of their job if it has changed 
significantly.

To find out more, read the UNISON 
leaflet at mip.social/banding. 
Contact your local MiP rep or MiP 
head office (MemberAdvice@
miphealth.org.uk) if you need more 
support.
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There will be no change in po-
litical direction and no let up 
in the government’s reform 

plans for the NHS, James Murray 
told a staff meeting shortly after re-
placing Wes Streeting as England’s 
seventh health secretary in less 
than five years.

In media interviews after his ap-
pointment on 15 May, the former 
Treasury chief secretary described 
himself as “continuity Labour gov-
ernment” rather than “continuity 
Wes Streeting”, but he signalled there 
would be no change to Streeting’s 
flagship policies, including the 
merger of the NHS England into the 
Department of Health and Social 
Care (DHSC), drastic cut backs to 
ICBs and tight financial discipline 
across the system. 

According to sources present 
at the meeting, Murray “signalled 
continuity of political direction, 
acceleration of reform, firm com-
mitment to integrating NHSE into 
DHSC, financial constraint, and a 
strong expectation that the system 
must deliver through transforma-
tion rather than relying principally 

on additional funding.”
Reflecting his Treasury back-

ground, Murray “explicitly rejected” 
the idea that pressure on the NHS 
can be relieved by more funding, 
“instead emphasising reform, mod-
ernisation, prevention and better 

use of existing resources”.
MiP chief executive Jon Restell said 

Murray needed to do more to rebuild 
trust with managers.

“The new health secretary says 
he wants to work with managers 
to drive improvements and deliv-
er reform.But it may be two years 
too late. MiP members are up for 
reform—they’re the people who 
make it happen. But the shake-up of 
the last 18 months has led to avoid-
able harm and disruption.”

The target operating model for the 
new-look DHSC, originally expect-
ed this spring, is said to be high on 
Murray’s agenda. DHSC staff were 
told the health secretary wants “to 
test the model personally” ahead of 
publication in early June—although 
details of the model had yet to emerge 
at the time of going to press.

Murray, 42, has been MP for Ealing 
North in west London since 2019, and 
was previously a junior Treasury min-
ister before becoming chief secretary 
last September. Before becoming an 
MP he was deputy mayor of London 
with responsibility for housing and 
residential development.

New UK health secretary stresses 
“continuity” and no new money

NHS England exec pay system to be scrapped

The UK government 
has agreed in prin-
ciple to replace 

one-off bonuses for some 
senior managers in NHS 
England with consoli-
dated pay awards as part 
of moves to scrap the con-
troversial pay framework 
for executive senior man-
agers (ESMs) working for 
the arm’s-length body. 

The government accept-
ed a recommendation from 
the Senior Salaries Review 
Body (SSRB) to withdraw 
the widely-criticised pay 
framework, under which 

ESMs at the top of their 
pay bands receive non-
consolidated lump-sum 
payments rather than per-
manent increases to salary. 
Over time, this has led to a 
gradual erosion of pay and 
reduced the value of subse-
quent pay awards. 

But the government 
said it would not be in a 
position to withdraw the 
framework before April 
2027 and that changes 
would need to be consid-
ered alongside the ongoing 
merger of NHSE with the 
Department of Health and 

Social Care (DHSC).
In its response to the 

SSRB, the DHSC said that if 
the framework could not 
be withdrawn before the 
next pay round, future pay 
awards for ESMs would be 
fully consolidated.

MiP has argued for 
several years that the 
framework is no longer 
fit for purpose and should 
either be abolished or 
fundamentally reformed. 
The union continues to 
press the DHSC for clarity 
on implementation of the 
2026-27 pay award and will 
keep members updated 
with any developments.

Incoming health secretary James Murray 
is expected to unveil a new operating 
model for the new-look department its 
regional offices this summer.
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Board-level managers in England 
are set for a 3% pay rise for 2026-
27—lower than most other NHS 

staff—despite evidence that pay levels for 
senior managers have fallen sharply in 
recent years. 

After a delay of more than two months, 
the government finally accepted pay rec-
ommendations from the Senior Salaries 
Review Body (SSRB) for very senior manag-
ers (VSMs) and executive senior managers 
(ESMs) in England in late May. The 3% award 
is higher than the 2.5% ministers said was 
“affordable” but below the 3.3% paid to NHS 
staff on Agenda for Change.

The SSRB also covers VSMs working in 
Wales and Northern Ireland, but at the time 
of writing only the UK government has for-
mally accepted its recommendations.

The SSRB report highlighted the long-
term decline in senior manager pay. It 
reported that salaries for trust chief ex-
ecutives have fallen by 13% in real terms in 
the last five years, while those for nursing 
directors have shrunk by 14%. In contrast, 
AfC Band 9 salaries fell by 6% and medical 
director pay by just 3% in the same period.

Commenting on the award, MiP chief 
executive Jon Restell said: “We welcome 
the fact the SSRB did not accept the gov-

ernment’s argument for a cap of 2.5% on 
the award, and that they have accepted the 
review body’s recommendation. However, 
our long standing policy is that VSMs 
should get the same pay rise as their col-
leagues covered by Agenda for Change.” 

The timetable has yet to be confirmed, 
but it is understood that guidance on im-
plementing the award is currently being 
prepared for NHS trusts and ICBs.

This will be first award under the con-
tentious new VSM framework which links 
organisational performance to individual 
pay. Executives in organisations in segment 
five of the NHS Oversight Framework are 
ineligible for the pay increase unless they 
have been employed there for less than two 
years. The government is also considering 
extending the policy to organisations in 
segments three and four, with a decision ex-
pected to be reflected in the guidance.

MiP is opposed to withholding basic 
pay awards from executives in segment 
5 trusts, “irrespective of their personal 
performance”, said Restell, “as well as any 
extension to trusts in segments 3 and 4. The 
SSRB has identified risks with the approach 
and we believe these support the case to 
review this element of the new framework.”  

The government also accepted a 

recommendation to improve training and 
knowledge-sharing for remuneration 
committees and chief people officers in 
a bid to tackle the growing pay overlap 
between very senior managers and Agenda 
for Change staff. NHS England figures show 
that 9% of VSMs were paid less than the AfC 
Band 9 maximum in 2023-24 and the SSRB 
warned this figure was likely to have risen 
due to subsequent higher pay awards for 
AfC staff.  

“In discussion groups, and in evidence 
from NHS Providers and MiP, we again 
heard that individuals on AfC choose not to 
apply for VSM roles because the pay uplift 
would not match the increased demands and 
accountability,” said the review body report.

MiP members have consistently re-
ported that despite funds being set aside 
in previous awards to tackle the overlap 
issue, the money is not being used locally 
and pay anomalies are still commonplace.

“We hope this extra training helps ad-
dress pay overlaps but it will only work if 
the system allows remuneration committees 
to make corrective awards,” Restell added.

The Department of Health and Social 
Care has indicated that it will provide fur-
ther guidance on pay overlap issues to 
trusts and ICBs later this year.

headsup

VSM Pay

Board-level NHS managers get 3% pay rise

The reorganisation of the 
NHS in England is having a 
disproportionate effect on 

black staff, threatening to undo years 
of progress on improving diversity at 
senior levels in the NHS, according to 
MiP’s Black Members Network.

 In an open letter to ministers and 
senior officials, the network said that 
evidence from across the NHS suggests 
black staff are more likely to lose their 
job during restructuring than white 
colleagues, warning that BME repre-
sentation at senior levels could decline 
as organisations reduce management 
posts. Members report that the removal 
of workforce representation standards 

has made it harder to monitor and ad-
dress inequalities, the letter adds. 

The network also highlights reports 
from MiP members about an increase in 
incidents of racism in NHS workplaces—
including patients refusing treatment 
from black clinicians—and a perception 
among staff that discrimination is not 

always challenged effectively.
The network’s co-chair, Prince Obike, 

said “racism continues to go unchal-
lenged in many NHS organisations”, 
warning that the day-to-day experiences 
of too many black staff failed to live up to 
the commitments made in NHS policies 
and programmes.

“Too often, those who speak up 
about the disconnect between what is 
promised and what is experienced are 
marginalised or silenced,” he added. 
“In the process, the humanity is being 
stripped out of decisions that affect the 
daily lives of black staff.”

Uncertainty over restructuring 
across the NHS was damaging morale 
and undermining workforce equality, 
said MiP’s assistant national organiser, 
Rosie Kirk. “Our members are telling us 
they feel anxious, unsupported and shut 
out of decisions that directly affect their 
livelihoods, with serious implications for 

mental health and safety at work.”
Kirk warned the loss of experienced 

staff and weakening of equality safeguards 
undermined efforts to build a diverse and 
supported workforce capable of delivering 
NHS reform.

The letter called on government and 
NHS employers to reinstate workforce 
representation standards, publish 
equality impact assessments for re-
structuring programmes, strengthen 
protections against unfair disciplinary 
action and give clearer guidance on 
supporting staff mental health during 
periods of organisational change.

MiP chief executive Jon Restell said: 
“This heartfelt letter shows the persis-
tent gap between the espoused values of 
the NHS and the everyday experience of 
our black members. The government’s 
forthcoming staff standard on tackling 
racism must bite the problem unlike 
earlier policy initiatives.”

Prince Obike: “racism continues 
to go unchallenged”

Equality progress under threat 
as job cuts hit black staff hardest
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NHS managers leading servic-
es during the pandemic were 
working in a system that was 

“under-resourced, underprepared and 
already under significant pressure”, 
MiP said in response to the latest report 
from the Covid-19 public inquiry.

The inquiry’s third report, published in 
March, described the impact of the pan-
demic on all four UK health services as 
“devastating”. It found the NHS entered 
the pandemic “ill-prepared”, with “severe 
workforce shortages”, ageing infrastruc-
ture, high bed occupancy rates and limited 
critical care capacity. 

The inquiry, lead by Baroness Hallett, 
concluded that health services “teetered 
on the brink of collapse” during the pan-
demic and were only able to continue 
functioning “thanks to the almost super-
human efforts of healthcare workers and 
all the staff who support them”.

The report confirmed “what NHS man-
agers have long known”, said MiP chief 
executive Jon Restell. “They were asked to 
lead services through the greatest public 
health emergency in a century while 
working within a system that was under-

resourced, underprepared and already 
under significant pressure.”

MiP said managers carried immense 
responsibility throughout the pandem-
ic, coordinating emergency responses, 
implementing national guidance and 
maintaining essential services under “un-
precedented strain”.

The union highlighted the report’s criti-
cism of infection prevention and control 
guidance, which the inquiry said had left 
managers having to interpret complex 
and rapidly changing advice while safe-
guarding staff and patients. It also pointed 
to the inquiry’s findings that PPE short-
ages caused significant anxiety among 
healthcare workers, particularly BME 
staff, and placed unacceptable pressure on 
local leaders responsible for distributing 
limited supplies.

“The report demonstrates the heavy 
emotional and psychological burden 
placed on NHS managers, many of whom 
worked for months without breaks while 
supporting teams through bereavement, 
sickness and severe operational pres-
sures,” added Restell.

NHS managers were told to implement 

visiting restrictions in care homes with-
out clear national direction and guidance, 
the inquiry found. Despite the devastating 
impact on patients and families and calls 
for a more compassionate approach to re-
ducing infection rates, “managers found 
themselves with no choice other than to 
follow government mandates,” the union 
said.

The inquiry’s wide-ranging recom-
mendations include expanding “surge 
capacity” in urgent and emergency care, 
a more powerful infection control body 
to be convened at the start of any future 
pandemic, clear guidance on visiting 
restrictions, measures to expand emer-
gency bed capacity and sustained support 
for staff wellbeing. MiP welcomed the rec-
ommendations and called on all four UK 
health services to implement them in full. 

“The central lesson from the report is 
clear: NHS managers did not fail during 
the pandemic; they were failed by the 
systems in which they were expected to 
operate,” Restell added.

Read the third module of the Covid-19 public 
inquiry in full at mip.social/covid-report-3.

Covid inquiry

Managers “failed” by system as pandemic 
brought services to “brink of collapse”

In her third report, Baroness Hallett 
found the NHS was “ill-prepared” for 
the pandemic and relied on “almost 
superhuman” efforts by staff to 
keep functioning.



6	 healthcare manager  //  issue 68  //  summer 2026 //  read more online at miphealth.org.uk

headsup

Wales’s new health 
minister, Mabon 
ap Gwynfor, has 

promised to “eliminate” 
two-year waits for NHS 
treatment in Wales “within 
months”, and reduce wait-
ing lists to pre-pandemic 
levels within five years.

Setting out his priorities 
following Plaid Cymru’s vic-
tory in the 7 May Senedd 
elections, ap Gwynfor prom-
ised an “ambitious national 
programme” for ten new sur-
gical and diganostic hubs for 
Wales, and a “new approach 
to planned care” that would 
be “clinically-led, nationally-
directed, and with a clear 
emphasis on modernisation. 

“Through these measures, 
we will see two-year waits 
eliminated within a matter of 
months and the overall back-
log reduced to pre-pandemic 
levels before the end of this 
Senedd term,” he told the 
Senedd on 2 June. But under 
questioning from opposi-
tion members, he repeatedly 
refused to say in how many 
months the target would be 
met.

The Welsh government 
said a plan for rolling out the 
new hubs would be unveiled 
before the end of the year. 
The plan would be “predi-
cated on reinforcing local 
capacity and expertise... creat-
ing centres of excellence for 
long-neglected specialisms 
such as ophthalmology, and 
providing vital training oppor-
tunities for medical graduates,” 
ap Gwynfor said. 

Latest figures show 2,600 
patients in Wales had been 
waiting two years or more 
for treatment in March. The 
numbers have fallen sharply 
over the last year following a 

£120 million investment by the 
previous Welsh government, 
but remain far higher than in 
England or Scotland.

ap Gwynfor said he would 
extend the extra investment 
for a further year but criti-
cised his Labour predecessor, 
Jeremy Miles, for “throwing 
money at the problem” and 
“outsourcing and insourcing 
without building internal ca-
pacity”. The Plaid government 
would develop “a sustainable 
solution”, he said.

He also announced that 
the troubled Betsi Cadwaladr 
health board, which covers the 
whole of north Wales, would 
be restructured if it couldn’t 
turn around its performance 
within two years. “We know 
that Betsi Cadwaladr is a prob-
lem, I live there myself,” ap 
Gwynfor said. “Nearly half of 
the Welsh cabinet live in north 
Wales, so it’s in our interest to 
get this resolved.”

The new government’s other 
priorities include “improve-
ments in access to ambulance 
and emergency department 
services” and recognising “the 
dedication of NHS Wales staff 

who are working to drive the 
progress we all need to see,” ap 
Gwynfor added.

UNISON called on the new 
Welsh government to proritise 
staff pay, following anger over 
this year’s 3.3% pay award for 
NHS staff in Wales. 

“Staff need immediate action 
from the new cabinet minis-
ter, not more of the same,” said 
UNISON Cymru head of health 

Tanya Bull. “Direct negotia-
tions on pay are the only way 
to avoid strikes and start re-
building trust. Without action 
on pay, the NHS will struggle 
to recruit and retain the staff 
needed to deliver safe, high-
quality care for patients.”

Plans to cut tens of thousands of 
management and support staff 
jobs at NHS trusts in England are 

“going under the radar” and risk damag-
ing patient care and undermining efforts 
to reform services, MiP has warned. 

Research published by UNISON sug-
gests NHS trusts are planning to cut at 
least 21,000 jobs by 2028 as trusts attempt 

to meet increasingly challenging financial 
targets. The findings come as providers 
face significant financial pressures, with 
trusts collectively reporting a deficit of 
more than £1.1 billion last year.

UNISON says the true scale of work-
force reductions is likely to be higher, as 
not all trusts were able to provide com-
plete responses to the union’s Freedom of 

Information requests.
The research suggests that at least 3,600 

clinical jobs are due to be axed, but the 
majority of cuts are targeted at manage-
ment, corporate services and support 
staff. These cuts are on top the estimated 
20,000 job losses already taking place at 
NHS England, Commissioning Support 
Units and ICBs.

Trusts

“Under the radar” cuts to trusts threaten 
services and reforms, MiP warns

Wales

Plaid ministers vow to end long waits

UNISON’s Tanya Bull: staff need 
“immediate action” on pay.

Mabon ap Gwynfor promised an 
“ambitious national programme” 
to “eliminate” two-year waits 
“within months”.
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The threat of potentially 
catastrophic cyber at-
tacks on the NHS has 

increased “really dramati-
cally” in recent weeks and 
is still “accelerating”, NHS 
England chief Sir Jim Mackey 
has said. His warning came 
just weeks after NHSE’s board 
was warned by its own digi-
tal experts that NHS job cuts 
posed an “unmitigated” risk to 
cybersecurity.

An NHSE risk assessment 
published on 4 June raised the 
risk level for cyber attacks to 
its highest possible level, with 
“frequent” attacks deemed 
likely and the potential impact 
assessed as “catastrophic”. 

Speaking at an NHSE board 
meeting on the same day, 
Mackey said: “We’ve all been 
a bit uncomfortable about 
how well prepared we were to 
cope with potential risk. But 
the risk environment has now 
changed really dramatically 
and is accelerating.”

NHSE non-executive direc-

tor Mark Bailie, who is also 
chief executive of digital price 
comparison service Compare 
the Market, told the meeting 
that the release in the coming 
weeks of new large language 
models, like Anthropic’s 
Mythos, which were capable 
of detecting and exploiting 
vulnerabilities in security 
systems, would “materially in-
crease” the risk of attacks on 
the NHS.

Back in March, Bailie had 
warned the board that the 

impact of the voluntary re-
dundancy (VR) programmes 
in NHSE and ICBs on the 
NHS’s technology workforce 
“represents a material and 
currently unmitigated risk” to 
cybersecurity.

A report from NHSE’s Data, 
Digital and Technology com-
mittee, chaired by Bailie, 
warned that “scarce special-
ist capacity is being drawn 
away from critical cyber and 
resilience work” due to the 
organisational upheaval. 

“The approach to VR may be a 
symptom of a wider root cause 
[in] that we have a system 
which needs to be digital but 
doesn’t know how we grown 
and nurture the technology 
workforce.”

In response to the increased 
risk, NHS England said it 
has prioritised funding bids 
for cybersecurity projects 
this year and is carrying out 
an audit of vulnerable “or-
ganisational assets”. A major 
cybersecurity exercise is also 
planned for July.

NHSE’s risk assessment 
says preventative measures 
being ramped up included 
secure architecture, cryptog-
raphy and new identity and 
access controls as well as 24-
hour monitoring by the NHS 
Cyber Security Operations 
Centre. Mitigation meas-
ures include better backups, 
removing old technology, mon-
itoring for “insider threats” 
and “proactive vulnerabilty 
management”, NHSE added.

MiP chief executive Jon Restell said 
many of the changes at providers were 
“going under the radar” because of the gov-
ernment’s more widely-publicised reforms 
to NHS England and ICBs—despite the po-
tential direct impact on service delivery.

“Too often, cuts to management and 
support roles are presented as if they 
have no impact on patient care. The real-
ity is very different” he said. “Every hour 
a doctor or nurse spends on administra-
tion is an hour they are not spending with 
patients.

“We should be making the best use of 
highly trained clinical staff,” he added. 
“That means ensuring they can focus on 
treating patients, not filling gaps left by 
reductions elsewhere in the workforce.”

The research also suggests the cuts are 
having a significant impact on the existing 
workforce. A survey of almost 20,000 NHS 
staff found that nearly two-thirds reported 
increased workloads and higher levels of 
stress following job cuts or vacancy freezes.

The cuts were particularly damag-
ing at time when NHS staff “are already 
stretched to breaking point” and “morale 
is through the floor” warned UNISON 
head of health Helga Pile. “The public are 
all too aware how understaffing is a major 
problem, so they’ll be rightly alarmed 
when the situation’s getting worse.”

The report comes as trusts face mounting 
pressure to reduce waiting lists, improve 
productivity and balance their budgets, 
while also preparing to implement the gov-

ernment’s Ten Year Health Plan.
Restell warned that management cuts 

were a “false economy” because managers 
were “central” to delivering the plan. 

“They are the people who redesign servic-
es, improve patient flow, tackle inefficiency 
and support clinical colleagues,” he added. 
“Cutting those roles risks undermining the 
very improvements ministers want to see.”

MiP has called for more oversight of 
workforce reductions and joined UNISON’s 
call for NHS organisations to be able to 
expand their workforce to meet growing 
demand, rather than reduce staffing “to 
achieve short-term financial targets”.

Read the UNISON report, Less Fit for the 
Future in full at: mip.social/less-fit.

Tech job cuts

NHS job cuts a risk to cybersecurity as threat 
of AI-powered attacks rises “dramatically”

NHS England non-exec director Mark Bailie warned job cuts were “a 
material and currently unmitigated risk” to cyber security in the NHS.
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Over a year after most of its 
contents were announced 
to the media last March, 
the Health Bill is finally 

making its way through parliament. 
It represents the most significant re-
organisation of NHS structures and 
governance in England since the 2012 
Health and Social Care Act and, in 
many ways, it tries to reverse the main 
features of those reforms.

Andrew Lansley’s legislation deliber-
ately moved power away from ministers 
and into an operationally independent 
NHS England. Now much of that power is 
heading in the opposite direction.

Another costly distraction
At its core, the legislation is about who 
runs the NHS and who has the biggest say 
in how services are delivered. NHS Eng-
land will be abolished entirely, with many 
of its functions, staff and responsibilities 
moving into the Department of Health 
and Social Care (DHSC). Around half of 
NHS England’s workforce is expected to 
go as part of the process.

History suggests that NHS reorganisa-
tions rarely deliver the promised benefits. 
What they almost always deliver is sig-
nificant cost to the taxpayer, disruption to 
services and the loss of experienced staff. 
The current reforms are no exception. At 
least 20,000 jobs in NHS England, arm’s-
length bodies and Integrated Care Boards 
are expected to disappear, and that figure 
does not include the thousands more jobs 
being lost in NHS trusts.

The reorganisation is already 

underway, causing major disruption at a 
time when there is a real opportunity to 
improve patient care and deliver mean-
ingful reform. Instead, NHS organisations 
are embroiled in consultations, restruc-
tures and redundancy programmes. Expe-
rienced staff have already left the service 
and thousands more are still to go.

And all of this started before the bill 
was even published.

Ministers have argued that bringing 
NHS England back into the department 
will eliminate duplication and reduce 
bureaucracy. There is undoubtedly some 
overlap between the two organisations, 
but the scale of the proposed cuts raises 
serious questions. NHS England employs 
around 15,000 staff and the DHSC around 
3,000. How can such a large proportion 
of those roles genuinely be duplicating 
one another?

The biggest irony in NHS reform is 
that efforts to reduce bureaucracy often 
end up creating more of it. Each reorgan-
isation demands significant management 
time and diverts workforce attention. 
And with three major restructures in 
a little over a decade, NHS staff are ex-
hausted. Rather than a vehicle to improve 
productivity, it’s a recipe for further 
attrition.

Democratic accountability or 
centralisation of power?
The bill grants the DHSC and the secre-
tary of state a significant range of new 
powers. These include greater over-
sight of trusts and ICBs, responsibility 
for workforce planning, influence over 

funding decisions and the ability to ap-
point chairs and board members across 
the system. Ministers will also have more 
powers to direct NHS organisations, in-
cluding ICBs. As it stands, these powers 
will give politicians a much greater say 
in the day-to-day running of services—
the only notable exception is that DHSC 
won’t be able to interfere with individual 
clinical decisions.

The government says this is simply re-
storing the pre-Lansley model of account-
ability. If ministers are held to account on 
the performance of the NHS, they argue, 
they should have more control over how 
it’s run.

But the bill goes much further than 
clarifying accountability and, in some 
areas, reaches even further back than 
Lansley. For example, ministers have not 
had the power to appoint and dismiss 
members of NHS boards since 2001. That 
marks a significant shift backwards, rais-
ing concerns about greater political in-
terference in day-to-day decisions.

Centralising, costly and distracting: 
this bill isn’t what the NHS needs
The government’s Health Bill, finally in front of MPs, provides a statutory 
framework for the chaotic reforms of the last year. Rhys McKenzie sets out 
MiP’s view that, as it stands, the bill is another costly distraction that will 
centralise power but deliver few benefits to patients or staff.

analysis/Rhys McKenzie
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Centralising, costly and distracting: 
this bill isn’t what the NHS needs

This new suite of central powers also 
sits at odds with much of the Ten Year 
Plan. The plan talks about empowering 
local systems by giving them more say in 
how they deliver care and designing ser-
vices around the needs of local commu-
nities. Yet this legislation concentrates 
power and decision-making in White-
hall. You cannot simultaneously devolve 
power and centralise it without the two 
approaches coming into conflict.

These additional powers also raise 
questions for the future. Wes Streeting 
was able to begin dismantling national 
structures and make large-scale work-
force reductions before parliament had 
even seen—let alone approved—the nec-
essary legislation. What could a future 
secretary of state with even more powers 
do without the approval of parliament, 
NHS leaders and the public?

MiP believes the government must do 
more to show how this concentration of 
power will lead to better outcomes for pa-
tients, staff and the public. NHS managers 

and leaders should be given direction and 
left to get on with the job—guided by the 
best interests of patients and the public, 
rather than political expediency.

ICB powers, patient records and 
Healthwatch 
The Health Bill will also expand ICB’s 
commissioning responsibilities and re-
shape the membership of boards to focus 
more squarely on commissioning rather 
than partnerships, removing ICBs’ duty 
to have representatives from local coun-
cils, GPs and NHS trusts. It introduces a 
new requirement for ICBs to have a board 
member representing any mayoral au-
thority within their area.

Taken together, these changes mean 
ICBs will be taking on more responsibil-
ity while simultaneously seeing their 
workforce and budgets cut by around 
half. Commissioning Support Units, 
which have provided vital expertise and 
management capacity to ICBs, are also 
being abolished. As a result, ICBs are 
likely going to struggle to take up the 
‘strategic commissioner’ role the govern-
ment expects of them.

The bill also attempts to introduce a 
single patient record and enable greater 
sharing of patient data among health-
care organisations in different parts of 
the system. While there is broad support 
for better data sharing in the NHS, there 
are still serious concerns about data gov-
ernance, patient consent, cybersecurity 
and the practical challenge of integrat-
ing multiple legacy IT systems across the 
health service.

Alongside these changes, the bill 
abolishes Healthwatch, the statutory 
body that champions patient experi-
ence, absorbing its statutory functions 
into the DHSC. It also merges the Health 
Services Safety and Investigations Body 
(HSSIB), which investigates patient safety 

incidents, with the Care Quality Commis-
sion. The rationale for these changes is 
unclear and there is a risk that independ-
ent patient voice will be diminished.

Management capability is critical
With its relentless focus on structures 
and power, the biggest omission from the 
Health Bill is management capacity and 
capability.

Thousands of NHS managers have al-
ready lost their jobs before parliament 
has fully scrutinised or approved the 
reforms. Yet there is no recognition in 
the legislation that successful reform 
depends on having the right people in the 
right place to deliver it.

MiP members are not opposed to 
reform—they are usually the people who 
make it happen. But the events of the last 
year have led to avoidable harm and dis-
ruption for members and the services 
they work hard to manage. These prob-
lems have arisen because a major shakeup 
was not properly assessed and planned, or 
implemented with sufficient care.

This approach must change. The 
Health Bill is an opportunity to do things 
differently.

MiP believes that before embarking 
on major structural change, ministers 
should be required to assess the impact 
on management capacity, communicate 
with and consult affected staff and trade 
unions, and demonstrate how services will 
continue to operate safely and effectively 
throughout the transition. MiP wants to 
see the bill amended to reflect this.

We have been and will continue to 
brief MPs on these amendments and 
on the value of managers to a reform-
ing government. Parliamentarians now 
have an opportunity to strengthen this 
bill and help ensure that reform delivers 
better outcomes for staff, services and the 
public alike. //

Rhys McKenzie is MiP’s 
communications officer.

Full details of the Health Bill can 
be found at: gov.uk/government/

collections/health-bill.

“Thousands of 
NHS managers 
have already lost 
their jobs before 
parliament has 
fully scrutinised the 
reforms. Yet there 
is no recognition in 
the legislation that 
successful reform 
depends on having 
the right people in 
the right place to 
deliver it.
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This is what toxic change  
looks like—we need to  
change direction now

NHS managers in England are car-
rying an unacceptable burden. Not 
only the pressures of the day job, but 
the psychological toll of nearly 18 

months of organisational change. This does not 
feel like just another restructure, the latest in 
a long line of chops and changes. Unpromised, 
dragged out and badly planned, this shake-up 
is leading directly to burnout, depression and 
long-term ill-health. Worse still, leaders seem 
to be pricing this into a micro-ideology around 
the financial reset, in which distressed people 
resigning to protect themselves is chalked up as 
some kind of win.

MiP members describe feeling stressed and 
betrayed. Nine out of ten MiP members in NHS 
England, for example, say work is harming their 
wellbeing. Years of uncertainty about jobs and 
structures have created a climate of fear and in-
stability, with managers expected to make deci-
sions without knowing what the future looks like. 
Many are left asking: Will my role exist? Do I still 
matter or am I just disposable? As one member 
said to me,” Staying feels scarier than being made 
redundant.” 

Researchers agree that uncertainty is often 
more stressful than change itself. When people 
don’t know what’s happening to them, anxiety 
rises, concentration falls and engagement drops. 
In the NHS, this is being made worse by a messy 
reorganisation in which people have to deal with 
plans made on the hoof, fragmented processes, 
and shifting timelines and messages. This is what 
experts call ‘toxic change’. 

The impact on people is severe. Our members 
report change fatigue and a growing sense of help-
lessness. They are feeling a loss of professional 
identity, pride in public service and their ability 
to do a good job. Trust in leaders is falling fast. 
Those leaders, themselves suffering from burn-
out, are struggling to support their teams. Occu-
pational health services are stretched and unable 
to meet rising demand. This is a system under 
strain, unable to discharge legal duties to safe-
guard mental health—and it is the people holding 
it together who are paying the price.

The damage does not stop with people. The 
NHS suffers too. Anxious, disengaged manag-
ers cannot deliver transformation. Productivity 
falls. Sickness absence rises. Institutional knowl-
edge is lost as experienced staff leave. Safety risks 
abound. An arbitrary financial cut dressed up as 
genuine reform risks becoming a cycle of instabil-
ity and decline.

And ultimately, the public pays the price. The 
NHS depends on committed, skilled managers 
who feel safe, valued and able to do their jobs well. 
When those managers are worn down, patient 
care is affected. A system that makes its own work-
force unwell cannot deliver the high-quality care 
the public deserves.

This harm is not inevitable. It is avoidable—and 
therefore unacceptable. 

So what needs to change?
First, the people at the top must recognise the 

scale of the problem and treat the psychologi-
cal impact of reorganisation as a serious system 
risk. And also take action on the related equality 
impact.

Second, there must be honesty and clarity. Staff 
deserve clear timelines, clear structures and clear 
communication—not vague promises and shifting 
plans.

Third, consultation must be real. That means 
engaging trade unions early, sharing actual pro-
posals and giving staff a genuine say in decisions 
that affect their lives.

Fourth, a trauma-informed approach must be 
applied. Change must be managed in a way that 
is open, supportive and respectful—not imposed 
from above in ways that deepen distress.

Finally, proper support must be in place. This 
includes access to mental health services, trained 
managers who can spot early signs of distress and 
real investment in staff wellbeing.

NHS managers have shown extraordinary com-
mitment, especially in recent years. They deserve 
stability, respect and care—not endless uncer-
tainty. If we are serious about protecting the NHS, 
we must start by protecting the people who make 
it work.

Enough is enough. //

“Many are 
left asking: 
Will my role 
exist? Do I 
still matter 
or am I just 
disposable? 
As one 
member 
said to me: 
“Staying feels 
scarier than 
being made 
redundant.”

leadingedge/ Jon Restell, MiP chief executive
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“We have to straddle the health service and the emer-
gency services camps—we have a foot in both,” says 
London Ambulance Service Trust (LAS) chief execu-
tive Jason Killens.

It’s not a new dilemma—and is far from a binary choice—but ambulance 
services increasingly see themselves as part of the NHS. That means cast-
ing off the mantle of being a ‘scoop and run’ service, concerned mainly with 
how quickly it can reach patients, load them into an ambulance and deliver 
them to hospital.

After a year leading the UK’s 
largest paramedic service, 
London Ambulance chief Jason 
Killens is convinced things 
have to change. He talks 
to Alison Moore about a 
challenging and complex 
job now set to get even 
harder.

“We’ve got to 
diversify our 
workforce, 
invest in 
different 
people —  
and get 
smarter”
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Now the job is also about providing 
advice over the phone, accessing alter-
native services better placed to help and 
giving care at the scene—using the skills 
of paramedics and others to keep people 
out of A&E.

Killens has run LAS since the middle 
of last year and is also chair of the As-
sociation of Ambulance Chief Execu-
tives (AACE). He and his team spend a 
lot of time speaking to trusts and ICBs, 
and will do so even more as neighbour-
hood health evolves. He works closely 
with London mayor Sadiq Khan, and 
the leaders of the capital’s three police 
forces, fire brigade and the RNLI are also 
likely to feature in his phone contacts. 
“Twenty per cent of our time is working 
with emergency service partners, 80% of 
it is with the NHS,” he says.

The job is challenging and complex, 
Killens says, but ten years as an ambu-
lance chief executive means he has ex-
perience to bring to it—just as well, as 
the indications are that the job won’t get 
any easier. 

Demand for ambulance services is 
growing by around 3-3.5% a year but 
that doesn’t fully capture the particu-
lar pressures in some areas: LAS has 
seen the number of 999 calls involv-
ing mental health rise by 90% in two 
years; it’s now exploring with mental 
health providers what’s driving this in-
crease and how these patients can be 
best managed. 

The Right Care, Right Person policy—
where police will not attend someone 
in mental health crisis where there is 
no immediate risk of serious harm or 
death—has changed the way LAS reacts 
to some cases. “We’ve had to deploy dif-
ferent kinds of response to deal with it… 
we’re putting a couple of paramedics 
through a specialist course for mental 
health,” he says. In practice, the policy is 
“largely okay”, he adds, although “some-
times there are some operational ten-
sions around who will take primary 
responsibility for a particular patient.” 
Ambulance crews need access to alter-
native services in the community for 
these patients to avoid more trips to 
A&E, he stresses. 

All ambulance trusts are already 

under pressure to improve response 
times. LAS narrowly missed the 30-
minute target for category 2 responses 
in 2025-26 and will be aiming for 25 
minutes this year. That reduces to 21 
next year, with a final target of 18 min-
utes by 2028-29. 

Killens insists the money is there to 
achieve 25 minutes. Although the trust 
needs to find more than £20 million in 
“cost improvements”, all but a tiny frac-
tion of that has been identified, he says.

But getting to 18 minutes will be 
tough. “I hate this phrase but it’s going to 
be about working smarter, not harder,” 
he says. This could involve working with 
partners to change the response model 
within the existing rules while lobby-
ing for more fundamental changes, as 
well as “modernising” some workforce 
practices. 

Hospital handovers have improved 
to an average 17 minutes—better than 
the national picture and just shy of 
the 15-minute target—and LAS has not 
experienced the persistent issues which 
have left ambulances queuing outside 
A&E in other parts of the country. “It’s 
about leadership and it’s about process,” 
Killens says. “It’s the flow through the 
whole hospital, it’s not just [about] the 
handover at A&E.

“One of the key things is getting col-
leagues [in other NHS organisations] to 
see the risks… that we have 200 people 
stacking up waiting for an ambulance,” 
he adds. “It’s about sharing the risk and 
everyone being aware of where the risk 
sits.”

The ambulance service has been 
plagued by sexual safety issues—includ-
ing harassment and inappropriate be-
haviour by staff, and verbal and physical 
abuse by patients and the public. 

While ambulance crews are vulner-
able—working in twos, without the 
back up available in other emotionally 
fraught environments like A&E—verbal 
abuse is often aimed at control room 
staff. Half of LAS staff said they had ex-
perienced physical or verbal abuse in 
the last staff survey, Killens explains. 

De-escalation training is among “the 
interventions we can deploy”, he says, 
but the trust is also encouraging the use 

of body-worn cameras to record inci-
dents and is engaging with the London 
mayor, the courts and the CPS about 
using the full extent of sentencing 
powers. Staff who have been abused or 
assaulted need to feel justice has been 
done, Killens adds, but he wants to get 
ahead and prevent abuse happening 
in the first place. Initiatives in London 
have included the recent “all we want for 
Christmas is respect” campaign. More 
broadly, AACE has written to all four 
health ministers in the United Kingdom 
to ask for more action in policy terms.

Asked if the ambulance sector has 
the managerial capacity to cope with 
such unprecedented change, Killens 
stresses that capability is just as im-
portant as capacity. “I think we’ve got 
enough people but I think we have a job 
of work to do to ready those people…..
[so they have] the right experience and 
skills for what we need,” he says.

To that end, the AACE has been work-
ing with business school Hult Ashridge 
to offer courses to staff aiming for a 
chief paramedic or chief operating offi-
cer job in an ambulance trust. CPOs are 
relatively new roles and can only really 
be filled by someone already working in 
the sector, although COOs could come 
from outside. 

Keeping the troops on board is a key 
part of any CEO’s job: like community 
and many mental health trusts, ambu-
lance trusts have a dispersed workforce 
operating from different sites and work-
ing variable hours. 

Killens devotes some of his time to a 
twice-yearly series of ‘roadshows’, which 
see him travel to different ambulance 
stations over a period of three to four 
weeks to hear from staff. “The fact that 
I’ve done the job, I can talk the language 
they talk in… you could run a conversa-
tion with a group of staff about what’s 
irritating and frustrating for them in a 
way which resonates with them. A col-
league who hasn’t got that background—
it’s not impossible for them to do but it 
will be harder,” he says.

There’s always been a delicate bal-
ance between internal promotions and 
external appointments in the ambu-
lance service. Currently, five out of nine 
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ambulance chief executives in England 
have worked on the frontline, higher 
than in the past. As a former chief para-
medic in London, John Martin, chief 
executive of the South Western Ambu-
lance Service, has shown that being a 
CPO can be the route to the top job. 

Killens’s own path included working 
as an emergency medical technician 
in London before moving into op-
erational management, ending up as 
executive director of operations. Along 
the way he was strategic commander for 
the 2012 Olympic and Paralympic Games 
and was involved in the response to the 
London bombings in July 2005. Having 
gone into the NHS to help people, he 
thought he could do more in a manage-
ment role, he explains. 

Killens then led the ambulance ser-
vice in South Australia for three years, 
an experience he describes as “forma-
tive”. Half the workforce—generally 
in rural areas—were volunteers and 
the service made extensive use of air-
craft to reach patients over a vast geo-
graphical area. “You don’t have that in 
London—a fixed wing aircraft landing 
in Oxford Street to pick someone up,” 
he jokes. 

“The issues were the same for staff 
and obviously patients are the same, but 
the context in which you are operating 
is just very different,” he says. “I learnt a 
lot about me—my leadership, what was 
good and what was not so good.”

He always intended to come back. 
Returning to the UK in 2018, he ran the 
Welsh Ambulance Service for seven 
years. “It was a blend of what I’d had 
before in London and what I had had in 
Australia,” he says. “It’s a national ser-
vice but the context is different. The 
politics are closer, a direct line of com-
munication and accountability to gov-
ernment, no NHS England in the middle. 
There was much more autonomy in how 
you configure the service and what you 
can do, and ultimately that is what led to 
changing the service delivery model and 
targets in Wales.”

Killens initiated a different way of 
measuring ‘success’ for the Welsh am-
bulance service. In England, the focus 
has been almost entirely on response 

times—especially the category 2 re-
sponse (including suspected strokes, sei-
zures and burns), which has dominated 
the narrative for several years. Wales, 
in contrast, now has a more nuanced 
system which looks at clinical outcomes 
as well as response times.

The new system was introduced just 
as Killens left, and he sees some clear ad-
vantages over the English system, which 
can inhibit ambulance crews from doing 
the best for some patients, he says. Con-
vincing the government of this may be 
an uphill battle but he feels progress is 
being made.

AACE represents ambulance ser-
vices across all four UK nations. 
They are “all in different places 
but the challenges are basically the 
same,” he says. All four are dealing with 
increased activity and can see bigger 
increases coming down the track. “We 
know that an elderly population uses 
the ambulance sector more. What that 
says is that the activity is going to con-
tinue to rise.

“We either carry on with the existing 

model we’ve got and put in a 
lot of very expensive double 
[crewed] staff to take ever 
increasing numbers of pa-
tients to emergency depart-
ments, [or] the sector starts 
to shift and pivot and invest 
heavily in advanced practice, 
in specialist paramedics in 
multidisciplinary teams, con-
necting better with local al-
ternatives that already exist 
in the NHS,” he explains.

“We have to diversify the 
workforce, invest in different 
people in our organisation 
with different skills and get 
smarter by managing the vast 
majority of the 999 activity 
we see—where we can safely 
do it—in communities.” 

A community-based ap-
proach to urgent care will 
give patients a better experi-
ence and ambulance clinicians 
greater job satisfaction, he 
adds, but a fast response and 
transfer to A&E will always be 

needed for emergency cases and the trust 
needs to do that consistently well. 

Ideally, commissioning for ambulance 
services would evolve too, he says. He 
would like to see regional commission-
ing for the 999 service with NHS 111 
services being run by ambulance trusts 
on a regional basis too. Better co-ordi-
nation between the two services would 
allow patients to reach the right service 
regardless of how they enter the urgent 
and emergency care system. “We think 
we are best placed to do that… because 
we’ll be able to offer at scale,” he says.

LAS engages with around five million 
people a year—both through 999 and 111, 
where it provides services in every part 
of the capital. The CEO job in London 
may have come up earlier than he ex-
pected, Killens admits, but it was not 
something he could refuse. “Why would 
I say no to… being in the privileged posi-
tion of working with such great people 
and leading an organisation which is 
pivotal to London’s success?” he says. 
“It’s a great leadership role in a great 
organisation of 11,000 people. And I’m 
having fun!” //
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“I’ve done 
the job... I 
understand 
what’s 
irritating 
and 
frustrating.



The NHS Agenda for Change (AfC) 
framework is one of the largest na-
tional pay frameworks in Europe. 
Created in 2004, it attempted to har-

monise the pay and terms and conditions of 
over one million employees—covering most 
NHS workers in all four nations of the UK.

Before AfC was introduced, pay rates for the 
same roles at different NHS employers could 
vary wildly. Equal pay claims were common-
place and workplace grievances about earnings 
regularly put pressure on employers. Although 
AfC was far from perfect, it had the desired 
effect of limiting these disputes and has broadly 
held steady for over 20 years.

Negotiations are now underway between 
trade unions and NHS employers to reform 
the framework following a funded mandate 
from the UK, Welsh and Northern Irish govern-
ments. The last time AfC saw any significant 
change was in 2018, as a result of a three-year 
pay deal. Those reforms removed overlapping 
pay points between bands, reduced the number 
of incremental steps and accelerated progres-
sion to the top of pay scales. It streamlined the 
framework, making some improvements, but it 
was not enough to address the structural issues 
still prevalent today.

Any further changes introduced by the 2026 
talks, including any pay increases, will be back-
dated to April 2026 and will be funded with 
additional money on top of the 3.3% already 
awarded to staff.

With job cuts, rising pressure on services 

and ongoing restructuring, these 
talks are not the immediate focus 
for most NHS staff, including a 
many MiP members. But there 
is a great deal at stake. Most 
NHS unions, including MiP and 
UNISON, will consult members 
on next steps, whether a deal is 
reached or the talks break down. 

The outcome will determine 
if unions move on from the 
2026 pay round—or move into a 
formal dispute. The staff side po-
sition is clear: the 3.3% imposed 
award is not enough, and these 
talks represent the government’s 
last opportunity to rebuild trust 
and deliver improvement.

What’s on the table?
While a radical overhaul of the 
framework seems unlikely, there 
is now a consensus that parts of 
AfC no longer reflect the realities 
of a modern workforce. Which 
parts of the framework will be 
up for discussion has not been 
confirmed, but the scope of the dis-
cussions will depend on how much money the 
government is willing to put down—a figure 
which remains unknown.

While nothing has been ruled out, the UK 
government has given us a direction of travel, 
saying its priorities will be to improve pay “for 

Reforming NHS pay:  
what’s at stake? 
NHS jobs are more complex than ever, but the pay system has failed to 
keep up. As talks between unions and the government on reforming 
Agenda for Change finally get underway, Rhys McKenzie sets out 
MiP’s agenda for boosting morale, keeping talent in the NHS, and 
improving productivity and patient care.
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those in the lowest bands” and for graduates 
“across all professions”.

Unions support this direction. Pay in the 
lower bands is struggling to keep pace even 
with the minimum wage, let alone the real 
living wage, and compression at this level is 
weakening incentives for progression. Entry-
level graduate roles in the NHS at Band 5 also 
lag behind equivalent roles in the public and 
private sectors, risking the long-term supply of 
talent into the NHS.

But for reform to deliver meaningful change, 
it must go further. The recent NHS staff survey 
in England highlights the scale of the challenge: 
only a third of staff are satisfied with their pay 
and nearly a third frequently consider leaving 
their role. There has also been a decline in the 
proportion of staff who would recommend their 
organisation as a place to work.

What does meaningful change look like?
Alongside dealing with pay compression in the 
lower bands, action is also needed at the upper 
end of the scale. The pay differential between 
Bands 7 and 8A has narrowed over time, mean-
ing the increase in responsibility, accountability 
and workload between the bands is not matched 
by a proportionate rise in pay—actively discour-
aging progression into senior roles.

Worse still, most managers moving into 
Band 8A lose all eligibility to overtime and un-
social hours payments. While this is supposed 
to reflect a more regular working pattern with 
greater flexibility in managing working hours 
and workload, the reality is that most managers 
are regularly working additional hours without 
any compensation, contributing to burnout and 
work-related stress. While staff in Bands 8A to 
9 should be able to access time off in lieu instead 
of overtime, we know from our members that 
this is rarely granted in practice.

As a result, promotion can in some cases lead 
to lower take-home pay. This isn’t right. Com-
bine this with the long wait for pay progression 
and you can see why this specific bottleneck was 
the primary issue for the NHS pay review body 
when it started this process by recommending 
action to address structural issues in AfC.

MiP has long called for action here and wel-
comed the introduction of an intermediate pay 
point for Bands 8A to 9 in 2024. However, staff 
still have to wait five years to reach the top of 
their band. More must be done to ensure pro-
motion is well rewarded and pay progression 
reflects both experience and merit.

The NHS is also increasingly struggling to 
recruit and retain senior managers, as pay for 
many leadership roles fails to compete with 
the private sector and other parts of the public 
sector. Roles such as operational managers, pro-
gramme directors, digital specialists, finance 
managers and transformation leads can often 
command significantly higher salaries else-
where, often in less demanding environments.

The NHS pay system needs the flexibility to 
retain its staff and attract managers with the 
necessary skills to deliver the government’s 
priorities.

The right band for the job
The job evaluation system that underpins AfC 
is also under increasing strain. Designed in the 
early 2000s, it is widely seen as poorly suited to 
modern NHS roles. Digital, data, integrated care 
system leadership and other complex senior 
roles—many of which didn’t exist 22 years ago—
often sit uneasily within existing job profiles.

Despite national guidance, different NHS 
organisations can reach different banding out-
comes for similar roles, leading to unequal pay 
for comparable work. MiP believes all staff 
should have a right to request an annual band 
review, but this would require a significant 
strengthening of job evaluation capacity across 
the NHS. The system must be properly funded 
and managers need adequate training and sup-
port to apply it consistently.

Ultimately, the success of these talks will not 
be judged by one single issue, but by whether 
AfC is made fit for a workforce that has changed 
fundamentally since it was introduced. 

NHS roles are now more complex than ever, 
but the pay system has failed to keep up. With-
out meaningful reform, existing structural 
pressures will continue to undermine morale, 
weaken retention and limit efforts to improve 
productivity and patient care.

Once talks have concluded and a deal is on 
the table, MiP will consult members immedi-
ately: you will have your say on your pay. Please 
make sure you are subscribed to MiP emails 
and check the website regularly for updates. 
You will decide what happens next.

In the meantime, MiP will continue to make 
the case for a system that makes progression 
fairer, rewards responsibility properly and ad-
dresses long-standing compression at both ends 
of the pay scale. A modern NHS needs a pay 
system that properly reflects the value of the 
people who keep it running. //
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There’s an old joke in digital that ‘AI’ is 
anything that doesn’t work yet. Once 
it starts working we call it something 
else: ‘software’ or just ‘the system’. AI 

chatbots like ChatGPT and Co-Pilot have only 
recently arrived on our laptops and phones, but 
the NHS has been using forms of artificial intel-
ligence for many years.

“Think of things we take for granted now: speech 
to text, that used to be AI; image recognition, that 
used to be AI,” says Paul Jones, chief digital and in-
formation officer at Leeds Teaching Hospitals. “But 
now they work, we give them a different title.”

Leeds has been running an AI-supported breast 
cancer screening programme—originally devel-
oped in response to a shortage of radiologists—
for several years. Scans are first viewed by an AI 
system and a consultant radiologist, Jones explains. 
“If they agree, that’s fine. If not, then a second ra-
diologist gets involved. So, you’re getting twice as 
much work out of this quite rare resource. That’s 
brilliant.” Nowadays, he adds, the AI is “about as 
good as the consultants but in slightly different 
ways”. 

This is ‘machine learning’, a more ‘traditional’ 
form of AI that’s trained to recognise patterns in 
data and images. We tend to disapply the scary ‘AI’ 
label to these technologies because they’re tried, 
tested and trusted.

Plausible bullshit
Many of the newer generation of AI tools in which 
the government places so much faith fall into a dif-
ferent category: ‘generative’ AI, which produces 
new content by ‘scraping’ existing information 
sources. In the NHS, this includes ambient voice 

Managing AI responsibly will be 
one of the biggest challenges 
facing NHS managers in the coming 
decade. Governments are keen to 
ride the latest technological 
wave, but trust in AI varies 
wildly and big questions about 
governance and regulation remain 
unanswered, writes Craig Ryan.

    can I help? 

IN THE

A   I
NHSIN THE

A   I Trust.ai? 

Managing new tech 
responsibly

technology (or ‘AI scribes’) which listen to consultations and pro-
duce notes, or ‘decision support’ systems aiming to help doctors di-
agnose conditions and recommend treatments. 

Speaking to managers and clinicians over recent months, trust in 
these tools seems highly variable—ranging from generalised mis-
trust of anything AI to the kind of breathless enthusiasm that could 
land you a job at the Tony Blair Institute. 

Generative AI raises different safety and governance questions to 
“traditional” AI, says Felix Peckitt, assistant director of data archi-
tecture at West and North London ICB, and MiP National Committee 
rep for London. “The outputs… can be very plausible even to experts. 
So the problem is that something being plausible and looking right is 
no longer enough to tell us whether it’s true,” he explains.

This “plausible bullshit” will be familiar to anyone who’s taken 
one of Google’s ‘AI Summaries’ at face value. Then there’s ‘agentic’ 
AI, a form of generative AI which actually does things, like send-
ing emails, booking appointments or ordering supplies. “That 
also becomes a problem of accountability,” adds Peckitt. “When 
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programmes are interacting with 
people, interacting with other software 
and doing things, you need to monitor 
that and have clear accountability.” 

The genie’s out the bottle
We have to solve these problems be-
cause, unlike drugs or traditional AI, ev-
eryone has access to generative AI tools. 
The increasing use of ‘shadow AI’—tools 
not tested or approved for the purposes 
they’re being used—in healthcare de-
mands a national, organisational and 
managerial response. 

“We’re increasingly seeing clinicians 
turn to ChatGPT because they use it for 
everything else,” says Jordan Fulcher, a 
clinical pharmacist and consultant for 

AI-powered solutions provider Wolt-
ers Kluwer. “The genie’s out the bottle… 
we know that giving people a slap on 
the wrist and saying, ‘You shouldn’t be 
doing this,’ won’t stop them using these 
tools.”

Tom Micklewright, GP and digital 

lead for Cheshire and Merseyside ICB, 
says some newly-trained GPs have been 
using ChatGPT for medical queries 
without realising the dangers.

“ChatGPT doesn’t use journal 
sources, it will be pulling in data from 
Reddit, blogs and everything else,” he 
explains. The data these GPs are input-
ting will be used to train the ChatGPT 
model, raising security risks too. “The 
data centres are all in the US and aren’t 
necessarily GDPR-compliant,” he says.

The big difference between this 
and just Googling medical informa-
tion, which doctors have been doing 
for years, is that you have to use your 
doctor brain to make sense of Google’s 
search results, but ChatGPT pretends it 
actually has a doctor brain.

At Leeds, generative AI deployment 
is currently limited to the AI scribes 
used in emergency departments, Jones 
explains. The risk here is “that we train 
doctors to be lazy and just click on it 
without checking the notes”. But doctors 
have always known that not checking 
notes means “gambling with their pro-
fessional registration”, he says. “I think 
[the risks] are mainly about training, 
culture and responsibility.”

Earning trust
Kavitha Vimalesvaran, a consultant 
cardiologist at Frimley Health, is a pio-
neer of AI technology in cardiology and 
expert in tech governance. Whether it’s 
a new drug or new tech, “clinician trust 
is earned through proper governance, 
transparency and—most important—ex-
perience,” she says. “You have to get ex-
perience using it and buy-in from all the 
stakeholders.” 

Her own experience implementing 
an AI ‘co-pilot’ for echocardiograms at 
Frimley’s heart clinic, taught her that 

Trust.ai? 

Managing new tech 
responsibly

”If there’s any deviation 
from what’s expected, 
there’s a way to share 
that and a human in the 
loop to intervene.”
KAVITHA VIMALESVARAN, consultant cardiologist, Frimley Health
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“time and investment has to be put into 
the education of your team.” It takes 
time for sonographers “to familiarise 
themselves with the tool, to build trust 
and uncover issues,” she explains, “be-
cause you can’t be going in thinking, I’m 
going to believe this 100%.”

With proper governance and guard-
rails, “clinicians will feel a bit more 
secure because they know if there’s any 
deviation from what’s expected, there’s 
a way to share that and a human in the 
loop to intervene so patients don’t get 
harmed,” she adds.

Frimley’s AI steering group is widely 
seen as a model for other trusts. “It’s a 
clinically-led governance mechanism 
that brings together all the right people 
before AI is deployed,” explains Vimales-
varan. “Anyone with a potential project 
for their department or pathway can 
present their case… and we will discuss 
feasibility, what clinical and digital re-
sources are needed and allocate that.”

To get Frimley’s echocardiogram 
project off the ground, “we wrote our 
business case and got funding from the 
ICB. But the problem wasn’t really the 

money, it was everything else—there’s 
huge amounts of co-ordination in-
volved,” she explains. That included get-
ting the algorithm and echo machines to 
work together, setting up servers, inte-
grating with the trust’s electronic pa-
tient record, training and evaluation. 

Good governance
Good governance of generative AI de-
mands transparency about information 
sources and “making sure the under-
lying content is really trusted,” says 
Wolter Kluwer’s Jordan Fulcher. The 
firm recently developed an AI tool that 
sits on top of its ‘UpToDate’ library of 
peer-reviewed medical information, 
used by NHS doctors for over 30 years. 
It’s now being trialled by several NHS 
trusts.

Clinicians trust the system because 
“it gives you the recommendations 
you would want if you asked another 
doctor,” says Fulcher. Unlike ChatGPT 
and Co-Pilot, “it has the evidence and 
the references and you know where it’s 
coming from, because all the authors 
are clinicians.”

While individual clinicians must un-
derstand any AI tools they’re using to 
make clinical decisions, there’s also a 
duty on trusts and the NHS as a whole 
to “support them and make sure they’re 
[using] tools that are trusted,” he adds.

UpToDate doesn’t serve up any AI-
generated content, the AI tool is just a 
way of interacting with already-trusted 
information. But that’s not the case with 
the scores of mental health chatbots that 
have appeared in recent years—many 
downloadable, without any clinical 
oversight, from app stores.

“A whole bunch really have no trust 
because there’s nothing backing them 
up,” says Ross Harper, chief executive 
of Limbic.ai, the only mental health 
chatbot licensed as a Class IIa medical 
device. “There’s no clinical evidence, no 
third party validation and no live de-
ployments in clinical settings.” 

Limbic is now used by almost half of 
NHS Talking Therapy services. “Our 
entire strategy is to leverage trust,” 
Harper says. “Being peer-reviewed… 
is one way to build trust. Third party 
accreditations on information gover-
nance, data security and quality man-
agement is another. The best way to 
build adoption [of AI tools] is to be the 
most trusted solution.”

The crock of gold
Proper governance, guardrails, build-
ing trust—these things take time. They 
can’t be rushed by politicians eager to 
find a crock of gold at the end of the 
AI rainbow. But could our light-touch 
regulatory approach and the associated 
lack of national guidance on using AI—
generative AI in particular—actually 
be holding up deployment rather than 
speeding it up?

A commission led by Professor 
Alastair Denniston is reviewing the cur-
rent regulatory regime, which is frag-
mented, confusing and relies heavily on 
self-reporting by tech firms. In May, the 
UK medical devices regulator proposed 
allowing approval of many generative 
AI tools without any independent scru-
tiny (see page 19). In the same week, the 
Health Service Journal reported that 
safety concerns with AI scribes used 
in dozens of NHS hospitals were going 

My digital mistakes—and how to avoid them
Leeds Teaching Hospitals’ digital chief Paul Jones fesses up to his six biggest 
mistakes managing digital projects in the NHS.

1. Don’t listen to (individual) doctors: “This one gets quoted out of 
context! But individual doctors don’t care about the views of other doctors 
—that’s why they take another medical history every time you turn up at 
hospital.” Instead, Jones says, “listen to a representative group of doctors 
whose leadership has some authority” — like the BMA or a group of GPs. 
“Spending time with those people is time well spent.”

2. Don’t set the bar too high: This is the belief that “the IT project cannot 
go live unless it’s 100% perfect, when often it’s replacing a solution that’s 
barely 50% good,” he says. “It may have taken half a day before but because 
it was half a day of activity, it didn’t feel wrong.”

3. Don’t focus just on delivering: “We think it’s finished because we’ve gone live and we can 
go and do something else now,” he says. Instead we should be “engaging with the teams who 
are using it to get the best value out of it.”

4. Don’t assume digital saves money: “All our business cases are ‘let’s deploy this and we’ll 
save money’, when there’s very little evidence,” Jones says. “Ambient voice technology might 
be one that does, but when you deploy an electronic patient record, frankly, everything in 
your hospital slows down.”

5. Don’t make invalid assumptions: “We don’t try to change the weather; we dress for the 
weather,” Jones says. “When I worked [for NHS England], we often started with: ‘Well, let’s 
assume every hospital is the same.’ So, we were starting from the position of ‘let’s just get this 
wrong.’”

6. Stop switching policies: “If we don’t change direction soon, we’ll end up where we were 
going”, sums up this mistake, Jones says. “We spend an awful lot of money delivering the sys-
tem but never push through and get the full value. The pivot away from shared care records… 
was really disappointing. It was really starting to deliver benefits.”
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AI regulation: a high-stakes balancing act
The National Commission on regulating AI in healthcare (mip.social/den-
niston), chaired by Professor Alastair Denniston (right), has the tricky job 
of coming up with a regime that ensures AI is used safely and ethically, 
without scaring off innovators inside and outside the NHS. It’s expected to 
report later this year.

The commission is sponsored by the Medicines and Healthcare products 
Regulatory Agency (MHRA). But the MHRA itself appeared to jump the gun 
in May, publishing proposals—apparently without consulting Denniston— 
which would see many generative AI tools, including therapy chatbots and 
clinical decision support software, classified as lowest-risk, ‘Class I’ devices. 

Devices or software which don’t interact with the body are classified as 
Class I by default. These devices require no independent validation and can simply be self-certi-
fied as compliant by manufacturers.

Ross Harper, the boss of Limbic.ai (left), the only therapy chatbot approved 
as a Class IIa medical device in the UK, says reducing barriers to innovation 
is important, but patient safety and clinical accountability “cannot become 
secondary considerations. AI mental health tools should continue to 
meet clear, proportionate standards that reflect their real-world impact on 
patients and services.”

April’s withdrawal of OpenEvidence, a medical knowledge platform used by 
some individual NHS doctors, from the UK and European markets may have 
sharpened the MHRA’s apparent concerns about over-regulation. Officially, 
the platform’s American owners blamed the European Union’s AI Act for 
creating “regulatory uncertainty”, but industry insiders believe the firm was 
unwilling to comply with UK and EU regulations requiring tools that support 
diagnosis to be registered and validated as medical devices.

unreported because staff didn’t under-
stand the regulatory system.

In a change of approach, NHS Eng-
land published a list of approved AI 
scribes last year, but GP Tom Mickle-
wright says it wasn’t as useful as hoped. 
“AI providers just self-certified to be 
on the list,” he says. “No one’s looked at 
their documentation. No one’s made 
sure they’re safe, which means it still 
falls on GPs or doctors to do it.”

Duplication with AI assurance is 
“burdening clinicians with more mind-
numbing paperwork” and “wasting mil-
lions”, Micklewright claims. He wants 
to see AI treated like drugs, with “a cen-
tral process that says, ‘Everything here 
is safe, approved, meets the standards. 
We’ll take care of that, you just make 
sure you’re using it correctly.”

Unsurprisingly, his view finds an 
echo in parts of the tech industry that 
have taken the trouble to meet inde-
pendent quality and safety standards. 
“Proper regulation is the way forward,” 
but we need to redefine how it will 
work for generative AI because it’s a 
consumer-level product that anyone can 
access,” says Fulcher.

Limbic’s Ross Harper warns that 
good innovation will be stifled without 
a consistent regulatory regime and na-
tional contracts for developing AI tools. 
“It can’t work if every trust and region 
has to do their own evaluation—they’re 
just not set up for that,” he says. “If the 
evaluation markers are clear, transpar-
ent and definitive, everybody can get on 
board with why one solution was chosen 
above others.”

Harnessing power, taming risks
These problems can hamper deploy-
ment of more established forms of 
AI too. Frimley Health was only the 
second trust in England to develop an 
AI tool for echo imaging, ”and my good-
ness it has been really tricky to imple-
ment that,” says Kavitha Vimalesvaran. 
“The procurement and governance is 
often fragmented, leading to duplica-
tion, and it slows adoption down mas-
sively because everyone is working in 
silos.”

While many AI tools have regulatory 
approval, she explains, few can show 

hard evidence that “they impact on pa-
tient outcomes or staff workload, on 
health economics or inequalities. And 
demonstrating cost savings, she adds, “is 
very difficult”.

Leeds digital chief Paul Jones is scep-
tical about the need for new governance 
and regulatory frameworks specifically 
for AI. Clinicians have been finding 
new ways to treat patients “for donkey’s 
years”, he says, and the trust has well-
established processes for ensuring new 
clinical procedures and treatments are 
safe, consistent and backed by evidence. 
“Why are we treating AI as something 
different? Just because it runs on a com-
puter?” he asks.

Jones explains that the AI clinical 
governance team at Leeds reports into 
the trust’s quality committee—a clini-
cal route to assurance which builds on 
existing governance structures. “It’s 
not a digital thing,” he says. He accepts 
“people have worries about AI” but the 
answer isn’t “to start from scratch”, he 
insists, but “to start from the things 
we’ve got.”

To succeed with any new technol-
ogy, we need to harness the power 
while taming the risks—something NHS 

managers “do day-in, day-out”, says MiP 
National Committee member Felix Peck-
itt. “Being able to clearly specify a prob-
lem and the steps needed to resolve it 
is a core managerial competency—and 
also something that gets really good re-
sults with AI.” 

It’s a huge challenge that managers, 
and MiP as their union, need to get to 
grips with. Managers are used to op-
erating “in a highly regulated environ-
ment where the stakes are high”, Peckitt 
explains, and their skills in critical 
thinking, delegation and risk manage-
ment, together with an understanding 
of accountability and governance, mean 
they’re “ideally placed” to take profes-
sional responsibility for the safe and ef-
fective implementation of AI.

Professional registration, already 
being introduced at the most senior 
levels, will be another advantage, Peck-
itt reckons. Without an “infrastructure 
of professional registration it could be 
really difficult to implement AI safely—
you can’t be struck off for being a rogue 
software engineer,” he says. “And pro-
fessional registration as a manager is 
one of the few marks of accountability 
which can’t be replaced by AI.” //
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The NHS can be a chaotic and 
demanding place to work, 
especially for neurodiver-
gent staff, whose brains 

process, store and interpret informa-
tion differently to the neurotypical 
majority. Many autistic profession-
als face daily workplace hurdles that 
silently damage their health, cause 
severe exhaustion and limit their 
career progression.

Research consistently shows that em-
ployers and managers need a better, 
more practical understanding of autism 
to reduce discrimination and ensure au-
tistic professionals feel supported and 
safe. Supporting autistic staff isn’t about 
rewriting national policy—line managers 
can dramatically improve team wellbeing 
and retention by working collaboratively 
with autistic colleagues to identify simple 
shifts in everyday workplace practices.

Beyond the stereotype
Autistic staff make a vital contribu-
tion to our healthcare system, but 
face significant barriers at all levels, 
from entry-level administrative jobs to 
senior clinical consultants. In my work 
as a neurodiversity coach, employees 
frequently tell me about the immense 
energy it takes to manage everyday 
workplace friction. This friction rarely 
stems from the core work itself, which 

they often love and excel at, but from 
misunderstandings, sensory overload, 
unannounced changes to routines and 
navigating the ambiguous ‘hidden rules’ 
of an organisation.

Earlier this year, I spent seven days 
on a busy, noisy and brightly lit hospital 
ward supporting my 90-year-old father. 
Being AuDHD (autistic and ADHD) and 
dyspraxic myself, I found the constant 
sensory stimulation—buzzing alarms, 
harsh fluorescent lighting, overlapping 
conversations and constant shift hando-
vers—overwhelming. It wasn’t until I 
returned home that I realised how much 
it had affected my nervous system and 
left me physically drained. It made me 
wonder how autistic colleagues who ac-
tually work in this high-pressure envi-
ronment manage on a day-to-day basis.

Before addressing the challenges, it’s 
important to understand the strengths 
that autistic healthcare professionals 
bring to work, and how neurodiversity 
can be a major advantage in patient care.

Understanding the ‘spiky profile’
There is a golden rule in neurodiversity: 
when you have met one person with 
autism, you have met one person with 
autism. Like everyone, each autistic em-
ployee has a completely unique cogni-
tive profile.

The best research points to what 

psychologists call a ‘spiky profile’. We 
often hear that schoolchildren are either 
generally good at everything or struggle 
across the board. A spiky profile refutes 
that assumption: an individual might pos-
sess exceptionally high capabilities in 
specific professional areas while needing 
structured support and minor adjust-
ments in others. When managers take 
time to understand the unique individual 
sitting opposite them and learn to har-
ness these cognitive spikes, the benefits 
to delivery and team performance are 
profound:
1	 Meticulous attention to detail and ac-

curacy: A recent study involving 66 
autistic adults identified this as a key 
workplace asset, especially valuable 
for clinical safety, drug documenta-
tion, infection control, clinical coding, 
risk registers and laboratory work. 
“Because of my very strong focus on 
small details, I’m able to provide a con-
sistently high standard of work for my 
clients,” one participant explained. 

2	 Advanced pattern recognition: “I can 
see patterns in data to come up with 
better systems,” said another profes-
sional in the study. Autistic clinicians 
excel at complex diagnoses, spotting 
subtle patient deterioration, identify-
ing trends, analysing complaints and 
reviewing clinical incidents. 

3	 An honest voice: Autistic staff often 

Neurodiversity coach and healthcare trainer 
Victoria English offers a practical guide to 
supporting autistic colleagues in the NHS.

Autism: 
unlocking 
hidden 
brilliance
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Further information and 
resources
The National Autistic Society (NAS): toolkits, 
employment training modules and best-prac-
tice guides on the Equality Act 2010. autism.
org.uk

Advisory, Conciliation and Arbitration 
Service (ACAS): straightforward guidance 
for managers on neurodiversity adjustments, 
preventing workplace discrimination and 
structuring formal conversations. acas.org.uk

NHS Employers: dedicated neurodiversity 
spaces, case studies from trusts and frame-
works for staff networks. nhsemployers.org

Access to Work: Government grants scheme 
offering provide practical advice and funding 
for workplace adaptations, specialist soft-
ware and tailored neurodiversity coaching. 
gov.uk/access-to-work

have a deeply ingrained sense of fair-
ness and an innate drive to speak 
up against unsafe practices. While 
a direct communication style can be 
misinterpreted by managers as a chal-
lenge, research shows that autistic 
staff are invaluable assets in main-
taining rigorous ethical and safety 
standards.

4	 Deep focus and ‘hyper-focus’: Complex 
clinical reasoning, data analysis and 
safeguarding require uninterrupted 
concentration. One clinician in the 
study described how they could “get 
in the zone” to solve complex logistical 
problems and spot systemic flaws that 
others had overlooked.

5	 Empathy through lived experience: 
Having navigated a world not designed 
for them, autistic staff are uniquely 
positioned to help design accessible 
services, improve communication and 
reduce sensory barriers for neurodi-
vergent patients.

The Manager’s Toolkit: 8 tips for a 
neuro-affirming team
Line managers are crucial to providing 
a psychologically safe, sensory-aware, 
predictable and clearly communicated 
team culture. There is one golden rule: 
staff should never be penalised or iso-
lated for communicating differently.

Evidence shows that accommoda-
tions work best when treated as ordi-
nary, good line management rather than 
special favours or exceptions. Here are 
eight practical, low-cost steps you can 
implement today:
1	 Give clear instructions and reduce 

ambiguity—many of my clients are 
intensely frustrated by vague, open-
ended or ambiguous directives. An 
example: a manager asks a clinic co-
ordinator, “Can you sort out the clinic 
prep when you get a minute?” To a 
neurotypical colleague, this means 
pulling patient files for tomorrow. To 
an autistic one, it lacks scope, timing 
and priority, causing immediate anxi-
ety. Avoid jargon and metaphors—
don’t assume staff will ‘read between 
the lines”. Use concise, factual lan-
guage and specify exact expectations: 
“Please print the patient histories for 
columns A and B by 2pm today.”

2	 Use written communication as well as 
verbal—Verbal instructions given in 
a busy hallway during a shift hando-
ver can easily be lost or misheard. 
Backing up verbal requests with 
written bullet points, checklists or 
meeting summaries gives colleagues 
time to process information at their 
own pace and relieves the burden on 
short-term memory.

3	 Actively reduce sensory overload—Sen-
sory overload drains the cognitive 
energy needed for patient care and 
safe decision-making: frontline clini-
cians routinely see this as their biggest 
hurdle. Work with your colleagues to 
make practical adjustments: noise-fil-
tering earplugs in non-patient zones, 
different lighting, computer screen 
filters, permanent desks and a quiet 
decompression space for breaks.

4	 Plan changes and give advance 
notice—Predictability reduces stress 
and prevents acute anxiety. Give as 
much notice as possible of changes in 
rotas, software or departmental struc-
tures, allowing autistic staff to prepare 
cognitively, practically and emotion-
ally for the change.

5	 Invest in peer and team training—The 
more your team understands neu-
rodiversity, the less they will rely on 
unhelpful stereotypes. When man-
agers understand the mechanisms 
of autism, they feel more confident 
in proactively approaching staff to 

discuss their adjustments. Training 
dismantles fear.

6	 Use ‘job crafting’—Job crafting means 
subtly adjusting roles to match some-
one’s unique skill spikes without 
lowering baseline standards. NHS 
Resolution states that reasonable ad-
justments are designed to ensure a 
neurodivergent person can work 
at the same high standard as their 
peers—it does not mean reducing stan-
dards or workloads.

7	 Cultivate authentic psychological 
safety—NHS Employers advises organ-
isations to foster a psychologically safe 
workplace so neurodivergent staff feel 
empowered to speak up. In a toxic cul-
ture, a nurse who asks three questions 
to clarify a task will be snapped at; in a 
safe culture, their precision is valued. 
Staff must feel they can ask questions, 
request adjustments and voice con-
cerns without being labelled “difficult,” 
“rude” or “hypersensitive”.

8	 Support peer networks and mentor-
ing—Isolation is a significant factor in 
professional burnout and resignation. 
Actively encourage staff to participate 
in neurodivergent staff networks and 
mentoring schemes. NHS Employers 
says these networks give staff mutual 
support and a collective voice to safely 
influence organisational practice.

The ultimate payoff
We know far more about neurodiver-
sity, reasonable adjustments and what 
makes people thrive at work than when 
I started supporting autistic people 29 
years ago. 

Leaders need to develop autism aware-
ness, not to comply with HR policies, but 
to build genuine managerial confidence. 
When we listen actively, make practical 
adjustments and explicitly value differ-
ent ways of thinking and speaking, staff 
can stop masking their true selves in 
silent exhaustion. By managing the en-
vironment rather than trying to fix the 
person, we unlock the brilliant contribu-
tions our autistic colleagues are waiting 
to make to the NHS, leading to better care 
for the patients we serve. //

To find out more about neurodiversity training, 
visit victoriaenglishwellbeing.co.uk.
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legaleye /Jo Seery
Jo Seery is a senior employment rights solicitor at 

Thompsons Solicitors, MiP’s legal advisers.  
For more information visit:  

www.thompsonstradeunion.law 

Flexible and hybrid working are widespread in the NHS but employer 
attitudes vary and can change suddenly. Jo Seery explains your legal rights 
if you want to change the way you work.

Flexible and hybrid working are 
important for managers and their 
teams. According to a 2025 survey 

by the Chartered Institute of Personnel 
and Development, flexible working is 
“pivotal to the attraction and retention 
of talent”.

Under the Employment Rights Act 
2025, employers will have to explain 
why it’s reasonable to refuse a request 
for flexible working. In this article, we 
consider your statutory rights and what 
they mean in practice for hybrid work-
ing in the NHS.

Your statutory rights
All employees have a day-one right to 
request flexible working for any reason un-
der section 80F of the Employment Rights 
Act 1996. This could be a request to change 
your:

	» hours of work
	» the times you are required to work
	» your place of work (e.g. your home or 

any of the employer’s workplaces)   

This opens up a range of flexible working 
practices, including hybrid working. Your 
request must be in writing, state that it is 
a statutory request and include details of 
any previous requests. Two requests can be 
made in any twelve-month period.

Your employer must:
	» deal with your request in a reasonable 

manner
	» not refuse without consulting you
	» respond within two months (including 

any appeal) unless both parties have 
agreed to a longer period 

The ACAS Code of Practice on flexible 
working requests (mip.social/acas-fw) says 
employers should arrange a meeting with-
out unreasonable delay and allow employ-

ees to be accompanied by a trade union rep.

What if your request is refused?
The grounds for refusing a flexible work-
ing request can include any of these wide-
ranging business reasons:

	» additional costs
	» detrimental effect on ability to meet 

customer demand
	» inability to reorganise work among 

existing staff or recruit additional staff
	» detrimental impact on quality or 

performance
	» insufficient work at the times you 

propose to work
	» planned structural changes

You can only bring a tribunal claim on the 
grounds that, in refusing your request, the 
employer:

	» failed to deal with it in a reasonable 
manner

	» refused without consulting you
	» failed to notify you of their decision 

within two months
	» rejected it for a reason other than one of 

the statutory grounds
	» based their decision on incorrect facts
	» treated your request as withdrawn 

without grounds to do so

In one tribunal case, the employer had 
changed its requirement for working in 
the office from two days a week to three. 
It refused one employee’s request to keep 
working two days, based on evidence 
that his presence in the office would help 
improve ways of working, collaboration, 
problem solving and performance, and that 
accepting his request would have a detri-
mental impact on quality, performance and 
meeting customer demand. The tribunal 
accepted this was the factual basis for the 
refusal and rejected the employee’s argu-

ment that his employer was simply apply-
ing a diktat from above.

What about discrimination claims?
An employer refusing a hybrid working re-
quest could still face a claim for indirect dis-
crimination. Requiring staff to work a cer-
tain number of days in the office is likely to 
amount to a ‘provision, criterion or practice’ 
putting women at a disadvantage because of 
caring responsibilities. The employer must 
then justify the refusal as a proportionate 
means of achieving a legitimate aim.

In one case, an employment tribunal reject-
ed the employer’s claim that data protection, 
health and safety, cost and the possibility of 
the employee being distracted by her children 
amounted justification for refusal. There had 
been no complaints when the employee had 
previously worked from home and evidence 
that productivity had improved.

In another case, where an employee’s 
mental health impairment prevented her 
from leaving home, the tribunal held that 
the employer’s failure to consider home 
working instead of dismissal was a failure 
to make a reasonable adjustment.

What happens if your request is granted?
When granted, a statutory flexible working 
request will generally lead to a permanent 
change in your contract. But you can also 
agree a temporary change with your em-
ployer, for example to cover a short-term 
caring need or following bereavement. 
In such cases, you should agree with your 
employer in advance the duration of the 
temporary flexible working arrangement 
and that you will revert to your previous 
terms and conditions when it ends. //
Legal Eye does not offer legal advice on indi-
vidual cases. Members needing personal advice 
should contact MiP by emailing  
MemberAdvice@miphealth.org.uk

Flexible and hybrid working: what  
are your rights?
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Most of us have a sense of how 
we want to show up at work 
and the impact we hope to 

have. But few of us take time to articu-
late it clearly. Being clear about this is 
being clear about your personal brand. 
Think about it as your ‘leadership 
signature’. 

A strong personal brand is something 
you uncover. It’s already there in the way 
you make decisions, communicate, sup-
port others and show up under pressure. 
So how do you bring it into focus and then 
live it with intention? Here’s how to get 
started.

1. Begin with the impression you want 
to leave
This simple question can unlock a surpris-
ing amount of insight: “When someone 
says your name when you’re not in the 
room, what do you hope comes to mind?” 
Most people don’t answer with job titles 
or achievements. They talk about quali-
ties: warmth, clarity, fairness, courage. 
Or they describe impact: someone who 
brings calm, who lifts others up, who gets 
things done. These early clues point to the 
essence of your personal brand and the 
emotional footprint you leave.

2. Understand what personal brand is
Many leaders feel that the phrase “per-
sonal brand” sounds artificial or self‑pro-
motional. But in practice, it’s what ties 
together who you are, what you care about 
and how you show up. It’s the picture that 
emerges when people describe what it’s 
like to work with you. Crucially, it’s not 
about being liked by everyone or curating 
a perfect image. The strongest brands are 
lived, not performed, and they evolve with 
you. Start from where you are and build 
from what’s already true.

3. Explore what you value
Values sit at the heart of your per-
sonal brand. They shape your decisions, 
boundaries, leadership style and the 
way you want others to experience you. 
Try listing five values that feel alive in 
your day‑to‑day work—the ones you no-
tice when they’re honoured or violated. 
Then narrow them down to the two or 
three that feel non‑negotiable. These 
values are the principles that shape 
your signature.

4. Identify your natural strengths
Your strengths are the behaviours people 
already associate with you when you’re 
at your best. Think about moments when 
you felt proud of how you showed up, or 
when someone thanked you for something 
that felt small to you but meaningful to 
them. These might include bringing calm 
to chaos, creating clarity from complex-
ity, asking good questions, building trust 
or generating ideas. Strengths give your 
signature definition.

5. Bring your brand to life 
A personal brand only becomes real 
when it’s lived. Small, consistent actions 
are often the most powerful. If you value 
clarity, you might summarise decisions 
or check understanding. If you value fair-
ness, you might invite quieter voices into 
the room. These micro‑habits build trust. 
Communication is another key expression 
of your brand. Tone, pace, curiosity, and 
honesty all signal your values. When your 
words, tone and intentions match your 
values, people feel they’re genuine and 
authentic. Behaviours are everyday ways 
your signature shows up.

6. Shape your 
'leadership promise'
This is the experience 
you want others to have of you. 
It’s your quiet commitment: 
“When you work with me, this is 
what you can count on.” Prompts 
that might help you articulate this 
for yourself include:

	» I’m at my best when…
	» I want people to feel… after interacting 

with me.
	» The difference I want to make is…

The leadership promise is the mark you 
leave on others.

7. Navigate challenges with intention
No one lives their personal brand per-
fectly. Real‑world pressures and organi-
sational politics can pull you off‑centre. 
The goal isn’t perfection; it’s awareness. 
Common challenges include balancing 
authenticity with organisational expec-
tations, and slipping into impression 
management or reactive behaviours 
when under pressure. This is when your 
signature wobbles and you steady it by 
reconnecting with who you are and how 
you want to lead.

8. Treat your personal brand as a living 
practice
Your personal brand evolves as you 
evolve, deepening as your leadership 
deepens. As your career progresses, 
you gain more information about what 
energises you, what derails you and the 
conditions in which your best leader-
ship shows up. Paying attention to these 
patterns helps your brand mature from 
something intuitive into something 
intentional, helping you to develop a 
clearer, steadier expression of who you 
are as a leader. //

tipster /Gillian Smith

Building a strong personal brand isn’t about self-promotion, it’s about 
who you are as a leader, what you care about and the impact you make at 
work. Executive coach Gillian Smith offers her tips to get you started.

How to build your 
personal brand

Gillian Smith is an executive and team coach, 
and a former senior manager at HM Revenue 
and Customs. For further information, email 

gilliansmith63@msn.com
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Chelsea and Westminster’s MiP rep talks to Craig Ryan about his unorthodox path into management and 
how he hopes to boost the union’s influence in NHS trusts as a new member of MiP National Committee.

“I   often say this is an admin job that got 
out of control,” Chris Withers jokes, 
describing his accidental route into 
NHS management. After training at 

drama school, Chris worked in theatre for many 
years doing production management and light-
ing design for plays, musicals and pantomimes. 
He worked on Maggie Smith’s last live play and 
partied with Eastenders actress Charlie Brooks. 
“It was a pretty great career, actually,” he says. 
“The wages didn’t increase much but I worked 
with people whom I greatly admired.”

Then the pandemic struck. The theatres went 
dark. Chris fell through the cracks of the govern-
ment’s various support schemes. “I got to a point 
of desperation, applying for entry level admin 
jobs all over the place and getting nowhere,” he 
recalls. It was a shout-out on his socials that led 
to some temp work at Whittington Hospital in 
London, and a handbrake turn into NHS manage-
ment. Six years later, Chris is a deputy general 
manager at Chelsea and Westminster, one of the 
highest rated hospital trusts in England.

Within months of joining the Whittington he 
was project managing the £2 million expansion of 
its endoscopy service to help tackle the post-Covid 
backlog. “I always saw it as a bit of a cliché that 
theatre folk have good, transferable skills, but they 
thought my background in production manage-
ment meant I might be able to do this,” he recalls. 

“Soft skills” picked up in his theatre career 
helped make up for his lack of “technical knowl-
edge” of the NHS, Chris says. “I know how to get 
strong characters to do things on time. I liken 
it to going to a regional theatre in the middle of 
nowhere with a grumpy crew who don’t want to 
be out of bed, and having to get a full-blown show 
on by five o’clock.”

Despite the perception of the NHS as “very 
bloated, slow and inefficient”—”I’ve worked in 
three trusts and there’s greater or lesser degrees 
of that in all of them”, he says—when the system 
has clear aims and proper funding, “things hap-
pen pretty quickly.” As well as the pandemic, he 
points to the first rollout of community diagnostic 
centres. At the Whittington, he says, “the whole 
thing was done from start to finish in nine months.”

Chris moved into operational management, 
then to the Royal Free where he managed liver 
services for three years. In February, he joined 

Chelsea and Westminster, where he manages a 
range of specialist medical services across the 
trust’s two sites, as well as a cancer diagnostic 
service for non-specific symptoms.

While the Royal Free was “very challenged 
financially”, at Chelsea and Westminster chal-
lenge comes from “the high bar they’ve set for us” 
and “getting things done quickly enough”, Chris 
explains. “But I’m enjoying that a lot more than 
worrying about how the hell I’m going to meet 
this target with no resources.” 

An Equity member in his theatre 
days, Chris first joined UNISON, then 
moved to MiP. “I’ve always believed in be-
ing a member of a union… but I thought it 
would be nicer to be part of a union that 
specifically represents what I’m doing,” 
he says. 

After completing MiP’s reps training 
at the Royal Free, he joined the union’s 
National Committee, representing Lon-
don, earlier this year. There can be “a lot 
of political dysfunction and factionalism” 
in union work “which I find frustrating”, 
he says. “But MiP’s National Committee is 
very mission focused. We raise different 
views on pretty much everything, but we 
talk things though and come to a consen-

sus by the end.”
Chris is keen to boost MiP membership 

and activity in acute trusts, where the union’s 
presence isn’t as strong as in ICBs and system 
bodies. Trusts can still be “very hierarchical”, 
“workloads are intense” and “there’s definitely a 
slight cultural fear of putting your head above 
the parapet,” he says. 

“I’ve observed that it only takes one senior 
person to have an unhealthy way of approaching 
things for that to filter through the system. Then 
there’s the pressure… The exec team are really on 
the details, so the minute something starts going 
off trajectory, they’re very much involved.”

A louder voice for trusts would also boost 
MiP’s campaigning work, he says, where he’d 
like the union to engage more with MPs and 
parliamentary committees, as well as ministers. 
“I think we see a lot of happens on the ground and 
how the national picture is affecting patients, 
both positively and negatively. So I think more of 
that voice would be useful.” //

If you’re 
interested in 
becoming a rep, 
contact MiP’s 
acting national 
organiser,  
Rosie Kirk:  
r.kirk@miphealth.
org.uk.

meetyourreps:Chris Withers

“Working in theatre taught me  
how to get strong characters to  
do things on time”

“MiP is very 
mission 
focused. We 
raise different 
views, but we 
talk things 
though and 
come to a 
consensus.



Thompsons Solicitors has been standing 
up for the injured and mistreated since
Harry Thompson founded the firm in 1921.
We have fought for millions of people, 
won countless landmark cases and secured
key legal reforms. 

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

Thompsons pledge that we will: 

   work solely for the injured 
 or mistreated
  refuse to represent insurance 
 companies and employers
  invest our specialist expertise in each 
 and every case
  fight for the maximum compensation 
in the shortest possible time.
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real people
We’re doing this by launching a documentary 
style campaign based on interviewing 

evidence from independent research.

the work managers do
Because managers do a great job in 
challenging circumstances they need 

and from the public.

Get involved today by 
scanning the QR code

manager or even yourself to be featured 
in the campaign. It’s happening throughout 
the UK on social media and in the press.

Managers are vital to the NHS, but 
does anybody actually know why? 

by showing how managers, right at the heart of the NHS team, 
are ideally placed to make it work and to .
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