NEW Chief Nurse insists there are no unhealthy, corrupt, repressive and dysfunctional NHS organisations, managers or teams and sees no evidence of detriment or suffering amongst non medical employees.

See her letter to Craig Longstaff 31. 1 06 

From: Christine.Beasley@dh.gsi.gov.uk
To: "craig Longs" <craiglongs@hotmail.com>
CC: Rab.Harkins@dh.gsi.gov.uk,Maureen.Morgan@dh.gsi.gov.uk,Andrew.Foster@dh.gsi.gov.uk
Subject: Re: Negligent and discriminatory NHS suspension and exclusion practices
Date: Tue, 31 Jan 2006 16:42:17 +0000

Our ref: CNO63787

January 2006

Dear Mr Longstaff,

Suspension of NHS staff and whistleblowing

Thank you for the e-mails of 23 January that you sent to Andrew Foster
and myself. I will answer for both of us. It is customary for the lead
official to reply to correspondence, which is why I would not have
responded to your letter to Sir Nigel Crisp.

The National Clinical Assessment Service (NCAS) was designed as a new
approach to the problem of poorly performing doctors. Instead of waiting
until a problem becomes a scandal or a disaster, NCAS works with doctors
and the NHS to identify problems early and to offer appropriate support
and training to enable doctors to reach a good standard of practice again
as swiftly as possible. The new system is able to deal with the
genuinely dangerous doctor much more quickly and effectively, before
patients are harmed.

You mention the NCAS toolkit in your letter. The NCAS website makes it
clear that the toolkit is available to all NHS staff. They say, Our hope
is that local managers will find ideas in this toolkit which can be
incorporated somewhere into local procedures, in one form or another and
as management time and local discussions permit. Whether these are
procedures for staff generally or just for doctors and dentists is for
local decision. We are very much aware that while our remit covers only
doctors and dentists much of this toolkit could apply to everyone in the
NHS. If local employers therefore, wish to use the toolkit for other
staff groups they are free to do so.

We have a multi-professional group with employers and managers
representatives, working together to develop and share good practice for
handling concerns about performance, which will be useful in all settings
where health care is offered. The lessons learnt by NCAS in their work
with doctors will be incorporated. We anticipate the publication will
support application of good practice principles locally. This guidance
should be published around the end of March. There are no plans to make
the guidance mandatory.

I think you have misunderstood the purpose of High professional standards
in the modern NHS; a framework for the initial handling of concerns about
doctors and dentists in the NHS. The advice abolishes the distinction
between personal and professional misconduct. NHS doctors and dentists
will be disciplined for misconduct under the same locally based
procedures as any other member of staff. Doctors and dentists will not
therefore have different rights and protections from their colleagues.

The use of confidentiality and clawback clauses in connection with
termination of a contract of employment was the subject of a Secretary of
State direction and guidance circular in 2004. Both can be downloaded
from our website.

You also raised a number of other issues in your letter to Andrew. I
will deal with them here in the order you raised them.

1. The figures quoted by Andrew are figures from NCAS who collect
data on the number of medical and dental suspensions. Data on
non-medical groups is not collected centrally.

2 & 3. I am not aware of whether NCAS gets involved in non-medical cases.
It is not part of their current remit and that is something you
would need to explore with them.

4 & 5. I do not agree that medical staff get special treatment. As I
explained earlier, they are subject to the same disciplinary
procedures as anyone else. NCAS processes were developed to help
resolve the issue of doctors who, in some cases, were suspended
for long periods of time at great expense to the taxpayer. This
attracted criticism in Parliament and from the National Audit
Office. The NAO report, The Management of Suspensions of
Clinical Staff in NHS Hospital and Ambulance Trusts in England
showed that the average cost of excluding a doctor is £188,000.
The average cost of excluding other clinical staff is £21,400.
Doctor exclusions account for three quarters of all costs.

5. I do not accept your assertions that local managers and
organisations are, incompetent, repressive, dysfunctional or
blatantly not implementing employment/safety guidance. Nor am I
aware from my extensive experience of the NHS of significant
pockets of unhealthy, corrupt, repressive and dysfunctional NHS
organisations, managers and teams. NHS Employers supports NHS
organisations to promote a climate of openness and dialogue in
which staff feel free to raise concerns in a reasonable and
responsible way, without fear of victimisation. They advise
employers on the correct procedures to follow to report suspected
offences. It works closely with the independent whistleblowing
body, Public Concern at Work, to support the development of
whistleblowing policies and procedures in the NHS. Public
Concern at Work runs a helpline for NHS staff, providing direct
access to lawyers: Tel 020 7404 6609, email helpline@pcaw.co.uk.

6. The Department does not ignore recommendations from either the PAC or
the NAO. I have an extract here of Sir Nigel Crisp's evidence to the
Committee of Public Accounts on 16 January when they were discussing a
safer place for patients, learning to improve patient safety.

Q17 Chairman: Fair enough. We had a PAC recommendation in
December 2003 that the work of the National Clinical Assessment
Service be extended to cover nurses and other clinical staff.
The Treasury Minutes said that was accepted by the Government but
nothing has happened yet. When we make these recommendations and
they are accepted by the Government it is nice if they are
carried out.

Sir Nigel Crisp: I might ask Sir Liam to step in in a moment.
Where we are is this is a much bigger group of staff, about half
a million staff, as opposed to the relatively smaller number of
doctors. We have a group led by the Chief Nursing Officer which
is working on this with the NPSA to try and develop a system
which will allow for issues more to be dealt with locally than
nationally. What we do not want to do is to draw every problem
up nationally but to make sure that we have got the right
principles being applied locally that where there are issues of
individual staff.

Q18 Chairman: So this is going to happen?

Sir Nigel Crisp: Something will come out in the spring.

7. I am not aware of any abuse of current voluntary suspension and
exclusion frameworks.

8. There is no lack of equity in the treatment of non-medical staff.
They share the same disciplinary processes as medical staff.

9. I have seen no evidence of detriment and suffering amongst
non-medical employees.

10&11. We are not breaching any legislative requirements, nor are we
being wilfully negligent.

Thank you for taking the trouble to write Mr Foster and I on these
topics.

Yours sincerely,

Christine Beasley
Chief Nursing Officer
CAUSE (UK)

Campaign Against Unnecessary Suspensions and Exclusions in the NHS (UK)

Web site:www.suspension-nhs.org

E-mail:enquiries@suspension-nhs.org
Campaign Co-ordinator: Julie Fagan; Co campaigner Craig Longstaff

 

Main points of Craig Longstaff’s reply to Andrew Foster’s letter dated 16th January 06, plus additional notes.

Letter from Andrew Foster, (AF)  Director of Workforce, Department of Health, is at the foot of this document.

Reply dated Monday, 23 January 2006 by Craig Longstaff (CL).

1. The Department of Health’s decision at last

Andrew Foster has confirmed in writing, that:

         the Department of Health (DH) has focused on medical staff alone since 2001;

         the National Clinical Assessment Service (NCAS) and National Patient Safety Agency (NPSA) merger is now complete;

         the NCAS has a key role in advising on the management of all exclusions from work.  (They have produced an excellent toolkit based on their considerable experience – see their website www.ncas.npsa.nhs.uk )

         the DH has no impending plans to legislate to ensure equity of statutory suspension/exclusion provision amongst non-medical employees.  (This is against the recommendations of both the PAC and the NAO reports – see reply by Nick Wright, clerk of the PAC, to CL 6.12.05 at the foot of this document, after AF’s reply.)

The DH states (Point 9 under ‘The new framework’ in Maintaining High Professional Standards in the Modern NHS: a framework for the initial handling of concerns about doctors & dentists in the NHS (DH 2003):
“The disciplinary framework…will move away from the concept that misconduct by doctors and dentists requires special procedures. Indeed, under the Employment Act (EA) 2002 disciplinary action has to be consistent across any employing organisation.” 

Comment:

It is wonderful to know how doctors and dentists (‘medical staff’) are benefiting from new systems, legislation and practice. This is of no solace or comfort whatsoever to non-medical staff, who continue to be abused and affected by an employer (the NHS) who is supposed to be nurturing the nation’s health and well being, not destroying it.  (This abuse has already been clearly documented in the National Audit Office’s detailed report of 2003.)
 Action: AF’s comments have been forwarded to the Public Accounts Committee, the National Audit Office, and union leaders.

2. Whistleblowing

Executives and managers in the airline industry who ignored warning ‘alerts’ from employees were found to be central to many airline disasters. 

· Alerts from staff are being ignored. 

· I foresee many patient ‘disasters’ continuing to occur because NHS employees are not being listened to, including their concerns about current suspension, exclusion and whistleblowing practice/systems.

 

Comment

NHS staff are not always made aware of whistleblowing systems at induction, during orientation or on transfer between departments.  This is especially so in incompetent, faulty, repressive and dysfunctional organisations. 

The frequently-stated, comment ‘read the policies’ is unacceptable. Most nurses do not have protected or any other time in work to read policies, as they are caring for human beings with multiple, complex and often time-consuming needs. When they do have the time, they have to prioritise and clinical policies come first.

 

There are clear and documented repercussions for speaking out in the NHS, in faulty, repressive and dysfunctional organisations. Furthermore, there are clear legal implications if an employee does not clearly state they are invoking Public Interest Disclosure Act (PIDA) rights. 

NHS organisations use legal loopholes to deny that employees ‘whistleblew’ or made protected disclosures. The NHS needs to stop this and accept all disclosures, and protect staff whether they make an informal or formal disclosure.

 

The rhetoric that staff concerns will be taken seriously and investigated does not reassure staff in reality. In the 2004 NHS staff survey findings, staff on the ground witnessed concerns being silenced, dismissed, or trivialised, and investigations that were biased, incompetently run, or their findings covered up.

 

Conclusion

The PIDA does not provide protection. It provides a possible form of redress, if an employee has union backing or the money. Again, the NHS is known to employ several tactics such as the condemned use of gagging clauses to avoid getting to court and being exposed.

 

3. Questions AF’s letter raises:

 

i) Regards the extra statutory provision for medical staff:

a) why have medical staff been given extra statutory provision, and thus preferential treatment (with ‘special measures’)

b)   why are medical staff being treated differently, thus discriminating against the remaining non-medical groups of staff, and

c) is this disparity not unlawful under the EA 2002, given the DH’s own admission?

ii) Regards letting local managers make local decisions, including disciplinary matters:

a)  why is there a need for the statutory guidelines existing exclusively for medical staff if this system works?

b) what is the contingency plan when local managers and/or their organisation are incompetent, repressive, dysfunctional or blatantly not implementing employment/safety guidance, policies and procedures?

(Note: The statutory provisions for medical staff do not allow for ‘local management’, and thus the statement is contradictory.

iii) Why are you resisting equity of treatment and statutory provision for non-medical employees, despite the self-proclaimed successes of properly managing suspension/exclusion since the inception of NCAS services and statutory guidelines, thus making considerable reductions in costs.

 

iv) Why are the Workforce Directorate and NHS Employers breaching employment, human and other legislation, by failing to provide equivalent statutory guidelines for non-medical staff and thus equity of treatment under the Employment Act 2002 (as quoted by the DH itself above)?

 

v) Why are the Workforce Directorate and NHS Employers  being wilfully negligent (with foreseeability) for not providing equivalent statutory guidelines?

vi) Why are you continuing to ignore recommendations from the Public Accounts Committee (PAC) and the National Audit Office (NAO)?

vii) Why are you ignoring the documented reports of detriment and suffering amongst non-medical employees, facilitated by your resistance and obstruction?

viii)  Regards your statistical quote:

how can the number of ALL exclusions be monitored when there are no statutory requirements to report non-medical cases, and when NHS Employers, which is supposed to be co-ordinating NHS employment information and practices, was unable to provide such information.

ix) Regarding good employment management and practice, how many organisations have implemented the NPSA’s

a) incident decision tree (IDT), and

b) root cause analysis (RCA) principles, both known to prevent unnecessary suspensions/exclusions?

 Comment

There appears to be a lack of transparency, corporate governance, organisation and consistency, within the NHS. 

‘Local management’ principles are fine amongst healthy, functional, nurturing organisations and managers. However, there exist pockets of unhealthy, corrupt, repressive and dysfunctional NHS organisations, managers and teams.

 

The DH would be foolish to deny that such working environments exist.  See their own Code of Conduct for Managers (2002 DH) and Becoming a Model Employer (2004 DH)

 

Non-medical staff have access to formal organisational procedures and employment law when their union supports them or they can afford an employment law solicitor. However, accessing these is fraught with difficulties, especially when the employee is suffering psychological injury due to their employer’s actions. This results in foreseeable detriment to non-medical employees, who are not being given the same rights as medical colleagues.

Had equivalent systems and NCAS services been available, then those in contact with CAUSE (UK) would not have gone through the travesties, injustices and often irreversible detriment that they have, which has been foreseeable since at least 2000. Resistance and obstruction to providing equivalent systems is wilful on the part of the DH and any related organisations.

Urgent action required of the DH

· To issue amended Directions, and commission the NCAS to extend its brief, without delay as there has been sufficient time to proactively plan, prepare and secure the necessary practical and financial resources.

· To advise of the formal process to appeal against current DH and government decisions regarding suspension/exclusion, and whistleblowing? Please provide a name, and contact and process details
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Our ref: CEPO53927

16 January 2006

Dear Mr Longstaff,

Suspension of NHS staff and whistleblowing

Thank you for your recent correspondence to Sir Nigel Crisp on the subjects of suspension of NHS staff and whistleblowing.  He has asked me to reply on his behalf.  I know that you have been dealing with both NHS Employers and us.  I apologise for the confusion this has caused.

We took steps in 2001 to improve the performance of the NHS in dealing with suspensions of doctors and dentists by establishing the National Clinical Assessment Authority, which is now part of the National Patient Safety Agency.  New suspensions procedures agreed in 2004 gave the National Clinical Assessment Authority a key role in advising on the management of all suspensions, now called exclusion from work.  By April 2005, the total of long-term exclusions of all types, including what was previously called ‘Gardening Leave,’ had halved from 56 in June 2003 to a figure of 25. 

A new disciplinary framework agreed with the medical and dental professions was implemented in June2005.  It is mandatory across NHS trusts and will speed up local procedures for handling disciplinary cases. 

Staff groups, other than doctors and dentists have traditionally had disciplinary issues dealt with by their local managers. We have no plans to legislate to change this position in the immediate future. NHS staff are covered by employment law, just like any other employees. One of the major policy initiatives of this Government has been to reduce the burden of central direction on the NHS. We feel that it is important to let local managers make local decisions across the whole range of their functions, including disciplinary matters. 

I take the issue of whistleblowing seriously.  In July 2003, I sent NHS Human Resources Directors a policy pack to support them in developing whistleblowing policies and procedures in their organisations.  The pack was produced in partnership with Public Concern at Work, who are the UK's leading whistleblowing charity.

Previous guidance on whistleblowing in the NHS, was contained in HSC 1999/198, and issued in September 1999 following the coming into force of the Public Interest Disclosure Act 1998 (PIDA).  The HSC stated that every NHS Trust and Health Authority should have in place policies and procedures which comply with the Act.

As a minimum, the procedures should include:

· guidance to help staff who have concerns about malpractice raise these reasonably and responsibly with the right parties;

· the designation of a senior manager or non-executive director with specific responsibility for addressing;

· concerns which need to be handled outside the usual line management chain;

· a clear commitment that staff concerns will be taken seriously, and investigated; and

· an unequivocal guarantee that staff who raise concerns responsibly and reasonably will be protected against victimisation.

PIDA gives significant statutory protection to employees who disclose information reasonably and responsibly in the public interest and are victimised as a result.

The Government expects a climate of openness and dialogue in the NHS, which encourages all staff to feel able to raise concerns about healthcare matters in a reasonable and responsible way without fear of victimisation. 

I hope you will agree that we have acted effectively to help deal with the difficult issues you have raised.  Thank you for taking the trouble to write to Sir Nigel on these matters.

Yours Sincerely
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Andrew Foster

Director of Workforce

CAUSE (UK)

Campaign Against Unnecessary Suspensions and Exclusions in the NHS (UK)

Web site: www.suspension-nhs.org

E-mail: enquiries@suspension-nhs.org
Campaign Co-ordinator: Julie Fagan

Thursday, 02 February 2006

	TO:


	Ms Christine Beasley (Chief Nursing Officer, England and Wales)

Department of Health, Richmond House, 79 Whitehall, London. SW1A 2NS

christine.beasley@dh.gsi.gov.uk


	RE:
	Your ref CNO63787
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	Craig Longstaff – CAUSE (UK) Campaigner

craiglongs@hotmail.com    ( (Mobile): 07815 853 983



	Cc:
	Mr Edward Leigh (Chairman, PAC) – leighe@parliament.uk
Mr Nick Wright (Clerk of the Committee, PAC) – pubaccom@parliament.uk
Ms Karen Taylor (NAO) – enquiries@nao.gsi.gov.uk
Ms Beverly Malone (RCN General Secretary) – general.secretary@rcn.org.uk
Julie Fagan – Author of www.suspension-nhs.org and Campaign Co-ordinator
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Dear Ms Beasley

Thank you for your prompt and detailed e-mail response (CNO63787) of 31 January 2006, collectively replying on behalf of Mr Foster (Workforce Directorate, DH) and yourself.

The contents of your e-mail have been carefully noted, and will be responded to in the numbered sections henceforth, in the order the issues appear in your e-mail.

I am sorry you disagree with everything referred to in my correspondence.

Please note:

· We remain wholly concerned at the perpetual denial and/or dismissal of issues raised, especially without first requesting objective evidence (which is readily available and has been repeatedly offered/referred to).

· We interpret your letter as being refusing to:

a) Stop the production of yet further voluntary guidelines – despite repeated concerns regarding ‘voluntariness’;

b) Produce equivalent statutory suspension/exclusion guidelines for non-medical staff, which exist for medical staff;

c) Explore or address concerns raised regarding current whistleblowing practice and systems;

d) Explore or address concerns regarding gagging clauses.

If any of points a) to d) above are incorrectly interpreted please inform us clearly in writing, otherwise it will be assumed that the interpretations stand as factual.

1. Regards not being aware a response was required to the original letter to Sir Nigel Crisp:

1.1 I draw your attention to the original ‘cover letter’ that was circulated with the letter to Sir Nigel Crisp:

a) The second sentence states: ‘The letter is asking Sir Nigel – and any other individuals/organisations with influence – to intervene and…’

b) The last sentence states: ‘The letter is also being circulated as per the circulation list towards the end of the letter, for comment and discussion’.

1.2 Being an ex-NHS employee, I was of the view at the time of writing the letter that organisations would have proactively responded, if only to give reassurance that the issues raised were being taken seriously and that remedial action was underway.

1.3 I concede that my view was naïve and that the request could have been more explicit, which has provided a positive learning event.

2. We fully acknowledge and praise, and always have done, the excellent and proactive work that has been undertaken with medical staff to avoid (quote) waiting for a problem to become a scandal or a disaster.

3. We are aware of the ‘voluntariness’ of the NCAS toolkit and what the NCAS makes clear on it’s website.

3.1 As you have written however, it’s implementation depends on management time and whether local discussions permit.

3.2 Please state what is to happen if (to quote you) organisations do not wish to implement the voluntary framework?

3.3 I again draw your attention to numerous previous comments regarding non-implementation, problematic organisations (see Point 10 below), and a lack of a proactive or even reactive contingency plan.

4. We are already aware, from your three colleagues, of the voluntary guidelines to emanate from the multi-professional working group.

4.1 Previously requested twice, from Ms Carter (NHS Employers) and MS Morgan, please provide the details of the working group:

· Participating organisations;

· Lead name(s) for each organisation;

· Contact details for each lead.

4.2 DH persistence with voluntary guidelines is despite Point 3.3 above.

5. We have not misunderstood the purpose of the 2003 and 2005 Department of Health (DH) Framework and Directions. To clarify:

5.1 Maintaining High Professional Standards in the Modern NHS: A Framework for the Initial Handling of Concerns about Doctors and Dentists in the NHS (DH 2003) established a formal framework (‘The Framework’) with two parts:

Part I – Action when a concern arises;

Part II – Restriction of practice and exclusion from work.

5.2 The Framework of Point 5.1 was made statutory by the Restriction of Practice and Exclusion from Work Directions 2003, which formed part of the National Health Service Act 1977 (NHS and Community Care Act 1990).

5.3 Maintaining High Professional Standards in the Modern NHS (DH 2005) complimented the existing Framework with three new parts (Parts III-V) (‘The Directions’), and incorporated disciplinary and capability procedures:

Part III – Conduct hearings and disciplinary matters;

Part IV – Procedures for dealing with issues of capability;

Part V – Handling concerns about a practitioner’s health.

5.4 The Directions of Point 5.3 were made statutory via the Directions on Disciplinary Procedures 2005, which are again part of the National Health Service Act 1977 (NHS and Community Care Act 1990).

5.5 Despite your reiterations, and using the above statutory Framework and Directions as a baseline, there is clearly disparity, a lack of equity, and special treatment of medical staff occurring, evidenced by the following:

a) Collins Dictionary definition of ‘special’:

· distinguished from, set apart from, or

· designed or reserved for a particular purpose, or

· given prominence.

b) Existence of statutorily applicable Framework and Directions for medical staff, whilst only voluntarily applicable good practice guidelines for remaining non-medical staff.

c) Locally managing non-medical staff whilst statutorily (nationally) managing medical staff.

d) Non-medical not having statutory arrangements in place for:

Part I – Action when a concern arises;

Part II – Restriction of practice and exclusion from work.

As a result, non-medical staff do not routinely have the luxury of:

· implementation of the recommended actions when concerns first arise;

· effective and robust statutory suspension/exclusion procedures, or

· statutory case management guidelines.

Without these, managers and organisations can do as they wish (to quote you). When repressive and/or dysfunctional organisations, managers or teams are in the driving seat, and thus have the influence and ‘power’ the patterned and catastrophic effects are well known.

e) Regards Part III of the Directions, when capability is an issue:

· Non-medical staff do not have the independent hearing medical staff are to have (Point 2 under Part III)

· Non-medical staff cases are not routinely referred to the NCAS for advice/guidance, and certainly not for competence assessment.

f) Regards Part IV of the Directions:

· Use of the NPSA’s root cause analysis (RCA) and incident decision tree (IDT) in non-medical cases does not routinely occur, often because local first and second-line managers involved are not aware they even exist;

· Non-medical clinical staff do not receive equivalent capability or appeal procedures.

6. Regards gagging clauses:

6.1 We are aware of the 2004 Secretary of State direction and guidance circular.

6.2 I reiterate previous points made in my letters to Ms Carter, Ms Morgan and yourself; points that are based on reality, not what should be happening.

6.3 It is noted you have chosen not to explore or address concerns/alerts repeatedly raised or to offer a remedial action plan to address them.

7. Regards Point 1 (suspension/exclusion data on non-medical staff groups not being centrally collected):

a) It is alarming that no-one from the DH, CNO’s Office, NHS or NHS Employers has insight into the extent of the problems occurring for non-medical staff regarding suspension/exclusion (see Points 9 and 10 below).

b) As stated this is poor corporate governance, against ACAS guidance, contrary to recommendations from the Committee of Public Accounts (PAC), and should stir the relevant bodies to start gathering data?

c) Where is the information being gathered/who by, if not centrally, to monitor non-medical cases? Does one need to request the information from each and every NHS organisation?

d) If not statutorily obliged to, are NHS organisations in fact gathering any data, in whole or in part?

e) As advised by you, I am making a FoI 2000 request to NCAS, in the hope of gathering information to support or bring into question your claims and disprove/prove that monitoring of non-medical cases of suspension/exclusion is occurring.

8. Regards Points 2 and 3 of our letters (NCAS involvement in non-medical cases):

8.1 It is disappointing that, as Chief Nursing Officer for England and Wales, you are not aware whether the NCAS gets involved in non-medical cases.

8.2 Especially so considering that you initiated the working group to review current suspension/exclusion practice.

9. Regards Points 4 and 5 of our letters (special treatment of medical staff):

9.1 It is difficult to understand your insistence that medical staff do not get special treatment, especially when one reviews the summary points made in Point 5 above (especially 5.5).

9.2 Thank you for confirming the relevant costs of suspension/exclusion cases.

9.3 Whilst there are obvious differences in financial costs to trusts, all parties corresponded with have chosen not to acknowledge the other obvious and less obvious “costs” to the larger group of non-medical individuals AND their significant others. As previously stated and as reported by both the NAO and PAC, such costs include but are not limited to:

· Costs of investigations and costs of financial settlements

· Psychological injury/illness and/or physical illness

· Substance misuse

· Excessive and tainted sickness absence record

· Referral to ‘support services’ – Occupational Health; GP; Counsellor

· Financial loss

· Loss of workplace opportunities – experience; education, training; development; promotion whilst excluded

· Family and/or relationship problems or breakdown

· Social isolation

· Leaving employment – with resultant loss of expertise and subsequent recruitment/retention issues

· Loss of career and reputation

9.4 These costs occur no matter what your discipline is. They far exceed any financial costs, are often irretrievable, but are seldom recorded.

10. Regards Point 5 of our letters (my assertions):

10.1 The Collins Dictionary definition of assertion is:

· A positive statement, usually made without evidence

· Allegation

· Insistence

10.2 What has been stated to you, Mr Foster, Ms Morgan and Ms Carter is not based on speculation. In all correspondence, it has been made clear that there is factual, objective evidence to back up that said. At no point have any of you taken up the repeated offers of speaking in person to gather that evidence, or requested same in writing. Due to the constraints of lengthy correspondence, the objective evidence has been retained for further dialogue. I am thus sorry you do not accept my ‘assertions’.

10.4 It is more concerning that you, as the most senior nurse and nurse leader, blatantly disagree with the reality that is occurring distal to your office.

a) How can you dismiss assertions, when:

· You have not requested the evidence offered to substantiate them;

· There are no statutory obligations to report non-medical cases of suspension/exclusion;

· You do not have ready access to data gathered on non-medical employees (which does not exist), and

· Non-medical staff are being gagged/silenced, so they are unable to raise the alarm?

Is not your dismissal thus based on unsubstantiated, subjective personal opinion?

b) If managers are not blatantly ignoring employment/safety guidance, and there are no (pockets of) unhealthy, corrupt, repressive, dysfunctional NHS organisations, managers and teams, then:

· Why do you think those in CAUSE (UK) are taking up invaluable and irreplaceable time, energy and finances to fervently pursue matters? I wish to assure you it is not out of fun or having nothing better to do. We have suffered enough, and still have to deal with enough, without the added consequences.

· Why do those in direct contact with CAUSE (UK), in excess of 80 people, report otherwise?

· Why do the NAO and PAC report otherwise?

· Why does the RCN report otherwise?

· Why do staff complete incident forms and report issues to safety reps?

· Why are there complaints to employment tribunals, with some positive rulings?

· Why is there a need for Public Concern at Work (PCAW) and the Public interest Disclosure Act (PIDA) 2000?

· Why is Professor Sir Ian Kennedy (Healthcare Commission Chair) quoted in the Health Service Journal (a manager’s publication) as saying:

“…trainees should not be brought up as ‘idealists’ and educated to believe that patient safety was not a problem in a world where ‘poor leadership, poor systems, poor teamwork, poor equipment, poor working conditions, poor morale, a culture of blame will continue to exists’.”

(Health Service Journal, 8 December 2005, page 11)

Are all the above bullets not signs of a) and b)?

10.5 Whilst these pockets may be small – and we fully acknowledge that there is A LOT of good in the NHS – their existence is catastrophic and far-reaching.

10.6 As stated on page 5 of the letter to Mr Foster, it would be foolish of the DH to deny, trivialise or minimalize the existence of such working environments. Regrettably this has clearly occurred in your response.

11. As regards whistleblowing and PCAW:

11.1 I note your comment that has been repeated by your two colleagues.

11.2 I reiterate previous objective, experiential concerns regarding all forms of whistleblowing – formal AND informal, with regards to staff not knowing or being informed of their rights and responsibilities, and the current NHS system not working.

11.3 It is regrettable that all those who we have been in correspondence with are not willing to further explore or address the issues and alerts raised. This is indicative of a faulty organisation that does not listen to its staff when raising legitimate concerns, and is thus reneging it’s rhetoric of encouraging an open, questioning and reporting safety culture (NAO 2005).

11.4 Again, how can one dismiss alerts when one does not have data readily available regarding the topic? One will not see or find what one is not actively looking for.

11.5 Perhaps you could consider surveying all staff (not just a pre-selected sample) to see:

· how many of them know about the PIDA and/or PCAW, and

· how many who have informally or formally ‘blown the whistle’ are happy with the outcome?

12. Regards Point 6 of our letters (ignoring PAC and NAO recommendations):

12.1 If the DH does not ignore recommendations from either the PAC or NAO, then why, from the extract you provided, is there rebuke from the PAC to Sir Nigel Crisp (Q17 Chairman – last sentence)?

12.2 We will obtain a copy of the full transcript from the PAC. As you are already aware, we are in communication with both the PAC and NAO, and are awaiting their feedback from recent communications.

12.3 Sir Nigel Crisp’s use of the vague phrase “Something will come in the spring” will be explored further once the full transcript has been read, however this ambiguity is worrying?

13. Regards Points 7 and 9 of our letters (abuse of voluntary suspension/exclusions frameworks, and evidence of detriment or suffering respectively):

13.1 Please see Points 9.3, 9.4 and 10.4 (a and b) above.

13.2 Please can you identify the current process(es) in place to make you aware of abuses, detriment and suffering?

13.3 How can you be aware of abuse, detriment and suffering if there are no systems in place to monitor practices?

13.4 It is extremely worrying that you, as Chief Nursing Officer, are unaware of what is happening in reality.

13.5 Are not the written communications you have received from myself making you aware of what is occurring? That has been the whole point of writing to Sir Nigel Crisp in the first place, along with the letters to Ms Carter, Ms Morgan and Mr Foster – to make you all aware.

13.6 Are non-medical employees somehow miraculously immune to the abuse of positions/systems evident prior to the introduction of the statutory Framework and Directions, or the effects and detriments of suspension/exclusion that are clearly recognised, amongst many other organisations and experts:

· by the DH itself in 2003;

· by the NAO in their 2003 report The Management of Suspensions of Clinical Staff in NHS Hospital & Ambulance Trusts in England (HC 1143; Session 2002-2003; 6 November 2003), and

· by the PAC in their 2004 report The management of suspensions of clinical staff in NHS hospitals and ambulance trusts in England (House of Commons Committee of Public Accounts 47th Report of Session 2003-04; HC 296)?

13.7 May I suggest you:

· personally contact Ms Julie Fagan, author of www.suspension-nhs.org, who can provide a catalogue of evidence of detriments and suffering. Ms Fagan’s e-mail address is: enquiries@suspension-nhs.org
· obtain a copy of Dr. Rachel Murray’s unpublished doctoral thesis ‘Researching the Lived Experience of Nurses Suspended From the Workplace: Implications for Practice; John Rylands University Library of Manchester 2005, which makes sober reading.

13.8 CAUSE (UK) recognise that the alerts we are sounding are just the tip of what is more than likely to be a much bigger problem iceberg [the DH cannot repudiate this in the absence of objective data]. CAUSE (UK) only hears from those persons who have access to the internet, and who find the website. There are many people unaware of the website, or who do not have internet access.

14. Regards Point 8 of our letters (lack of equity) – please see Point 5 above (especially Point 5.5).

15. Regards Points 10 and 11 of our letters (legislative breaches and wilful and foreseeable negligence): This will be pursued further once the legal arguments prepared have been examined by legal representatives.

16. Please note there has been no response to the following:

16.1 Paragraphs 7 (page 1) and 8 (page 2; bullet 5) of your letter

· Identification of contingency plans to protect non-medical staff when they are subjected to incompetent or dysfunctional people or systems, or when voluntary suspension/exclusion guidelines are not implemented.

16.2 Pages 3 and 4 of Mr Foster’s letter

· Several issues identified regarding whistleblowing.

16.3 Bullet point after Point 11 (page 4) of Mr Foster’s letter

· Formal request to extend the remit of the NCAS to cover all clinical staff.

16.4 Page 4 of Mr Foster’s letter

· Information (name; contact details; process) regarding the formal process to appeal against current DH and government decisions.

As the most senior nurse leader in England and Wales, your substantial denials of all the issues repeatedly raised is regrettable, disappointing and alarming – especially when one takes into account

· the objective evidence that has been repeatedly offered to substantiate ‘assertions’;

· the lack of suspension/exclusion data available from the DH and NHS Employers to repudiate ‘assertions’ being made, and

· the objectively documented inter-related issues identified by the NAO, PAC and other eminent authorities.

Your stance is as worrying as you have personally been recently quoted in the Nursing Times as saying at a November 2004 conference, regarding nursing leadership:

“I believe in going for absolute excellence rather than relative quality. I think we have got to be aspirational.”

(Nursing Times, 10 January 2006, Volume 102, Number 2, page 19).

Please acknowledge receipt of this e-mail, and provide your response to all the matters raised herein. You should again be advised that your response will be in the public domain (as will all responses hereon).

I look forward to hearing from you without delay.

Yours sincerely

By E-mail  Craig Longstaff – CAUSE (UK) Campaigner


From: Christine.Beasley@dh.gsi.gov.uk
To: "craig Longs" <craiglongs@hotmail.com>
Subject: Re: Your ref CNO63787 RE suspensions/exclusions in the NHS
Date: Mon, 20 Feb 2006 15:04:57 +0000
Dear Mr Longstaff,

Thank you for your further e-mail of 6 February on this topic. I have
considered the points you made carefully but feel that this discussion is
not progressing. Both Mr Foster and I have made it clear in our detailed
responses to your correspondence what the Department's position is on
whistleblowing and suspension of NHS staff.

My view is that we have put in place systems that encourage a climate of
openness and dialogue in the NHS. This allows all staff to feel able to
raise concerns about healthcare matters in a reasonable and responsible way
without fear of victimisation. I am sorry that you take a different view.

I do not feel that there is any point in further exchanges of
correspondence between us, or with other senior officials. Thank you for
taking the trouble of sharing your views with us.

Yours sincerely,

Chris Beasley
Chief Nursing Officer
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Director of Workforce








DRAFT








