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The total spending on health in England is predicted 
to rise to over £125 billion by 2020. The NHS is also 

being asked to find £22 billion in austerity savings by 2020, 
when it needs to keep up with rising demand. There is no 
doubt that the NHS faces severe pressures, with most of 
the NHS trusts across the country spending more than 
the revenues they can bring in!

There is a huge shortage of consultants and nurses, 
in addition to a decreasing number of GPs in the system. 
The trade unions are claiming that the chaos is due to the 
mismanagement of the workforce, while the Government 
maintains that there are more places to fill than the 
shortages! Meanwhile, trusts are heavily reliant on locum 
doctors and nurses, spending millions that benefit private 
sector agencies.

The Government claims that it will be giving the 
NHS an extra £10 billion by 2020. As the war of words 
escalates, the leader of the Opposition feels that the NHS 
is in crisis and has accused the Prime Minister of being in 
denial. However, one can barely remember a period when 
the NHS was without the cry for more resources. Often, 
the timing and political rhetoric rise to a new level, which 
is understandable given the impact on the careers of the 
carers, clinical personnel and others involved in front-line 
service provision. More seriously, patient safety is severely 
compromised when the administration is muddled and 
limited resources are poorly employed! 

Speak to any NHS clinician or front-line worker, and 
most would be able to point out both the mismanagement 
and waste of resources that otherwise could have helped 
improve services. The reason they feel that way is borne 
from their experience in real time.

 There is an atmosphere of sheer frustration that 
the management – the NHS Trust Boards – are failing to 
listen or act upon their concerns.  

Devolution with some autonomy was welcomed 
when the NHS trusts were formed. The purpose was to 
devolve responsibilities at the local level, rather than the 
centralised dictate from the Department of Health. In 
many ways, the NHS is no different from any multinational 
corporation. The only difference is that the private sector 
serves customers, while the public sector – the NHS in 
this case – has to cater for patients. The expectations for 
quality of care is a common thread. In both, ‘who pays 
the piper calls the tune’ and demands effective use of 
the resources with better performance outcomes, where 
no unnecessary waste in resources is tolerated. Thus, 
the NHS trusts cannot escape their responsibilities for 
tackling waste merely through the basic planning, it needs 
of more than the stated measures to provide more efficient 
working conditions.  

A u s t e r i t y  o r  c u t s  t o  t h e  N H S ? 
Coping to sustain services is the challenge!   
From the desk of the Guest Editor 
Buddhdev Pandya MBE

Buddhdev Pandya MBE is Managing Editor of ‘The Physician’ a 
medical journal. As former Director of Race Equality Council funded 
by the Commission he headed Social policy and Criminal Justice 
issues. He was Director of Corporate Affairs and Policy for a national  
Indian Doctors Association which he helped to established in 1996.  
He has served as  a member of a Hospital Authority and Family 
Practitioners Committee and established community initiatives. 
Contact: buddhdev.pandya@gmail.com   

“In many ways, the NHS is no different from any multinational corporation. 
The only difference is that the private sector serves customers, while the public 
sector – in this case the NHS – has to cater for patients. The expectations for 
quality of care is a common thread. In both, ‘who pays the piper calls the tune’ 
and demands effective use of the resources with better performance outcomes, 
where no waste in resources is tolerated.”   Buddhdev Pandya MBE 
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Over the years, many trusts seem to have found 
themselves riddled with complex disputes between the staff 
and their managers. The culture of fear, distrust and unfair 
treatment through grievance and disciplinary processes 
has become a common experience of most victims of the 
system. Often the ‘club culture’ pounces on the victims 
when it comes to claims of bullying, whistle-blowing or 
simply asking for rights to be respected. 

The rapid turnover of managerial staff, jumping from 
one senior position to another, is also largely evident. 
Most clinicians would agree that those at the bottom of 
the ‘food chain’ remain no more than spectators, with little 
recognition offered. 

These issues have led to the wasting of time and 
resources in many ways. It has brought into question the 
issue of competence of the supervisors and managers in 
fulfilling their responsibilities more prudently. Instead 
of clinicians with expertise leading the processes and 
being engaged in improving the outcomes, a plethora 
of bureaucrats virtually dominates the planning and 
mechanism of the services. Their rivalry can even lead to 
failure to resolve issues amicably or provide empowerment 
to the individuals in the workforce in order to contribute 
towards improvement. The consultation processes in most 
cases are merely an exercise in ticking boxes to endorse 

fancy taglines and slogans of various campaigns promoting 
exemplars of good service.   

 Considering primary care, including the GP services, 
referral processes, A&E and community care provisions, 
all are in a desperate situation. 

The board of directors of the NHS trusts largely 
rely upon the expertise of their chief executives, human 
resource directors and medical directors to provide 
strategic policy guidance and a logistical roadmap to 
achieve the implementation of good governance. In all 
practical sense, these post-holders are the ‘movers and 
shakers’ with the boardroom. The key to the change is 
that those holding senior positions need to be in tune 
with their own workforce and managers. 

There is huge waste through the mismanagement 
of human resources as well as processes, both requiring 
innovative lateral thinking. Tackling troubled hotspots 
and influencing the dynamics of change is an uphill 
struggle, with the ultimate responsibility resting upon 
the board members, their potential, and the political 
will to hold these persons accountable.

If there is any notion of jugaad or innovative 
thinking, then the Government should begin reviewing 
the composition, the powers and the regional 
accountability processes of the NHS rusts.  q   

Copyright © 2017 British Journal of Healthcare Innovation
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What are the problems? 
• Low morale
• Not valued
• Destruction of teams within 

hospitals
• Loss of belonging
• Inability to change anything
• Fear and bullying, which is 

usually quite subtle.
• Ignored by management
• Not consulted about changes that 

are required
• Absence of a visibly independent 

person who could be trusted 
to hear complaints and short 
comings.

• Loss of vocational ethos
• Lack of leadership at all levels
• Lack of accountability 
• Lack of transparency and secrecy 

in planning
• Little encouragement for 

innovation
• Lack of understanding and trust 

between management and staff
• Inappropriate use of trained staff
• Reduced and inappropriate 

training
• Lack of flexible working
• No effort to retain staff
• Lack of diagnostic services out of 

hours
• No reward for hard working staff
• Areas of wastage
• Management excesses
• Use of Management consultants
• Outsourcing services
• Sale of assets
• Too many line managers
• Cancelled operations
• Lack of beds
• Stretched Emergency 

Departments
• Failure to provide 24/7 diagnostic 

services
• Lack of care facilities for the frail 

and elderly
• Frequent transfer of patients
• Waiting list initiatives
• inadequate public education 

about NHS
• Lack of holistic approach –

District hospitals are increasingly 

specialised: the services to be 
Crisis in general practice services

• No effort to measure productivity. 
• Resistance to change
• Disconnected services – Division 

between hospital and general 
practice, social services and 
public health remain separate 
from the NHS. 

• Creation of Provider and 
purchaser system exacerbates the 
above problems in addition to 
adding to wastage of money

• Political interferences
• Short term planning
• System changes have been made 

not as a result of any evidence or 
pilot studies but on political or 
other considerations

• Not enough attention to 
prevention

• Complete lack of uniformity and 
consistent planning for a unified 
IT service

• Inadequate data management 
• Failure to charge non-residents
• Wastage of supplies and 

packaging
• Use of locums
• PFI
• Independent providers
• Cancer drug fund
• Many of the above were also 

recorded in the Carter Report.

Time to create an alternative narrative
Dr Parag Singhal and Dr Arun Baksi

Does the NHS really need more Money

to solve problems?

Introduction
It is common place to hear of the increasing 

problems in the NHS but extremely rare for 
individuals and organisations to provide solutions 
for them. We believe that those of us who work 
in the NHS and those interested in preserving the 
ethos and practice of the NHS should present their 
solutions informed by their wide experiences. We 
recognise that not all the problems are easy to 
solve but many of them could be made better if 
the voices of common sense were to be heard.

We recognise that the major cause of concern 
has been the lack of funds to meet the increased 
demands of maintaining an efficient service 
delivered free at the point of contact. While it 
may be true that the NHS has been underfunded 
for many years, a situation made worse because 
of serious lack of funds for social services and 
public health; the inadequate social services 
greatly impinge on the functions of the NHS. 
What is certainly true has been the immense and 
widespread wastage of funds in the NHS which 
raises a serious question whether asking for more 
money can be justified before wastage has been 
eliminated.

There are other major issues which are growing 
insidiously but rapidly, and they require urgent 
attention if we wish to avoid a real crisis within 
the NHS.  

The contents of this paper are informed by 
many focus groups composed of people from 
different areas of the NHS, including managers, 
held in three areas of the UK. We have had the 
advantage of meeting many people from other 
parts of the country through telephone and 
direct conversations at numerous meetings 
and conferences. An important aspect of our 
discussions was that we would never divulge the 
names of those who had kindly given their time to 
us. We were also advised by consulting published 
documents.

The solutions described in this paper 
are sincerely made and are defensible. It is 
acknowledged that some of problems outlined 
below will require national interventions.

Many of the issues raised were also noted in the 
Carter report.

The solutions we propose will not cause any 
significant increase in expenditure.

References

1.   Operational productivity and 
performance in English NHS acute 
hospitals: Unwarranted variation.
2.  An independent report for the 
Department of Health by Lord Carter of 
Cole. February 2016
3.  Pharmaceutical cost reduction in the 
NHS
4.  NHS England Information Reader 
Box/Medical: Bertie Hazell and Ross 
Robson. 18th June 2015
6.   Simple measures ‘cut NHS missed 
appointments’
h t t p : / / w w w . b b c . c o . u k / n e w s /
health-17298612
7.  Protecting resources promoting 
value: a doctor’s guide to cutting waste 
in clinical care
 Academy of Medical Royal Colleges. 
November 2014.
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Whilst many people understand that the Government 
spends billions of pounds providing national health 

services each year, the vast majority of the population do 
not know the actual costs of delivering these services.

The expectations of, and demands made by the public 
in relation to healthcare are increasing year by year.  
However, there has been no nationally-led discussion 
concerning the continued affordability of healthcare amid, 
for example growing demand, an ageing population and 
rising expectations regarding technological and treatment 
innovation.  More importantly, society is not made aware 
of the vast sums of money that are wasted when individuals 
do not use the NHS appropriately or the cost to the NHS 
whenever we use its services.  For example, how many 
individuals understand the true cost of the drugs they are 
prescribed or cost of failing to turn up for an appointment 
and how this time could have been given to another 
patient?

An independent survey commissioned by the DOH in 
2010 identified:  

• Cost of patients who fail to attend NHS 
appointments - £700million, a year 

• Annual waste figure from unused prescription 
medicines £90 million

• Cost of returned medicines to community 
pharmacists £100 million

• Cost of drugs disposed by care homes £50 million

• £500 million annually in managing asthma, 
diabetes, high blood pressure, vascular disease and 
schizophrenia

Most people are not callous nor unthinking or deliberately 
careless in the way the NHS is used.   However, this lack of 
honest dialogue with society both at a national and local 

level, particularly when changes are made within the NHS, 
results in a natural disinterest and cynicism by the public.

So how can we begin this dialogue and engage the public 
more appropriately with the NHS?

1. The government should clearly state how the billions 
are spent for each local health area, how much money 
is devolved to each CCG and hospitals, for social 
services and public health. There should be greater 
transparency about how money is spent locally by 
producing a combined annual report and holding 
meetings with the public to demonstrate the total 
available and actual spend on health and social care 
including public health in each area presented in a 
way which enables open discussions with the public 
about spending priorities. 

2. Each time we use the services of the NHS we 
should be informed of the cost. Each prescription 
should have the actual cost to the NHS for the pills, 
the cost of consultations should be clearly stated, 
including the cost of operations and hospital stays. 
The NHS collects a great deal of data; it should not 
be too difficult for the costs to be assessed. Once 
people begin to appreciate how much every item 
costs society may begin to question its behaviour 
and demands. Society is very capable of reacting 
appropriately to honest information. 

3. It is recognised that the NHS has to change with the 
times but the rationale of proposed changes must be 
clearly stated and involve the local population very 
early on in consideration of the need for change 
rather than developed in isolation from them. And 
also informing them of the costs associated with the 
reconfiguration. 

4. Consideration should be given to extending the 
concept of key Board member appointments 
processes currently adopted by NHS Foundation 
Trusts and Social Enterprises to all NHS Trusts.  An 
alternative view would be that all NHS Trust Boards, 
including FTs should have elected Boards.

Time to engage the general public 

The key is to communicate in understandable language 

Source: http://study-aids.co.uk/dissertation-blog/effective-business-communication/

Copyright © 2017 British Journal of Healthcare Innovation
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Introduction

It is worth stating some startling facts published in a 
recent report from the Department of Health (HC 18. 

Session 2016-17 26th May 2016). 62% of hospital bed days 
occupied by patients aged 65 or over.

18% increase in emergency admission of older people
£820m estimated to be the gross cost to the NHS of 

older patients in hospital beds who are no longer in need 
of acute treatment.

Shortage of hospital beds has been a constant feature of 
the NHS for many years. Because of the growing number 
of the elderly this problem is destined to continue rather 
than diminish. Despite the above, hospitals continue to 
reduce beds with the expectation that the elderly in need 
of social care will be looked after within the community. 
To establish adequate long-term community care will take 
time. It appears that the duty to find more community 
places for the care of the elderly is that of social care and the 
local councils. Local councils in turn are perpetually short 
of funds to carry out many other functions expected by the 
tax payer. It is therefore imperative that we find alternative 
solutions to provide care homes for the frail elderly as a 
matter of urgency. Failure to take such an action now will 
result in great hardship, increasing number of cancelled 
operations and failure of hospitals to provide appropriate 
care efficiently. In the meantime, there is a need to increase 
care beds as a half-way house while awaiting transfer to 
permanent community care. 

How is this to be achieved?

1. Reopen closed hospital beds and closed community 
hospitals. This would be cost effective only if such 
wards were used as part of social care rather than a 
hospital ward, and ideally be considered as part of 
social care. These wards would be staffed by carer (not 
nurses) and managed by manager acceptable to social 
care.  

2. Discussions with those who have experience of 
running care home for the elderly with level 2 
difficulties suggest that to break even in a home of 
40 beds cost approximately £100 per day per bed. 
This is considerably less than the cost of a hospital 
bed. Furthermore, the lack of beds regularly leads to 
cancellation of operations resulting in increasing the 
waiting list, frustration of patients and staff in addition 
to the loss of income because of patients being referred 
to other hospitals for care. 

3. It is important to note that these beds will be for the 
duration of time it takes to find a suitable place within 
the community. Management of these beds by social 
service will facilitate the process of transferring patients 
from hospital to permanent suitable accommodation 
within the community. It will also be a good example 
of collaboration.

4. Consideration should be given to the use of 
redundant hotel and guest house rooms off season. It 
is recognised that to undertake the use of these sites 
will require careful and pragmatic collaboration with 
social services and CQC authorities. These discussions 
should commence as early as possible. Discussion 
about these matters will succeed only if the people 
concerned are prepared to find a solution rather than 
raise objections. At the end of the day, local authorities 
make most of the rules.

5. Create day care facilities for the less frail
6. For many reasons adults find it difficult to look after 

their elderly parents and grandparents. Modern life 
styles force both parents to go to work which makes 
it impossible for them to care for anybody during 
working hours. Often, such people must move away to 
different parts of the country to find employment. The 
provision of day care facilities will enable such people 
to look after the elderly at home rather than in a care 
home.

7. Commence urgent discussions with social services, 
local council, hospital authority, CCG and public 
health.
 i    Agree on not just to maintain the half-way house 
as described above but also to find ways of increasing 
the number.
ii.   To ascertain the capacity of current care homes 
and availability of day care facilities.
iii.  To ascertain the reasons that have led to the closure 
of many care homes, and to find appropriate solutions.
iv.   Establish concrete plans for the creation of more 
care homes within the community. 

8. Carers have been treated with less respect than what 
they deserve. It is time society considered carers as 
undertaking a most valuable task. This should be 
reflected in their salaries and work conditions.

Benefits of the above changes 

• It will immediately enable ring fencing surgical beds 
thereby significantly reducing the number of cancelled 
operations.

• The change will improve patient experience and reduce 
their suffering.

• It will also lead to improving the sense of frustration of 
the surgical teams.

• The altered structure may well lead to the development 
of a meaningful joined up system involving all the 
sectors relevant to the provision of care. 

Create more spaces for social  care

https://www.lsec.ac.uk/images/subjects/healthsocial.jpg
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Board members should be elected

1. It is important that the public understand who are 
the people responsible for the execution of care in 
the hospital, and not be confused by a wide range of 
Boards and Councils of Governors. 

2. Members of Boards should be elected every three 
years.

3. The electorate will be all those who work in the 
hospital. 

4. In addition, the local public at large will be 
represented by the elected council, which will elect an 
agreed number from within the elected council. Such 
individuals will also be subject to re-election every 
three years.

5. The chairman of each Board will be elected by the 
elected members.

6. The chairman shall have direct access to the central 
NHS.  

7. Candidates standing for election should not be 
representing any political party. 

8. All candidates to be given equal exposure to the 
electorate.

9. Candidates wishing to stand for any of the executive 
posts shall declare the post they are seeking to be 
elected. Such candidates shall not be eligible to stand 
for any other post. It will be a matter of discussion 
if such candidates will be required any experience or 
degrees.

10. The chairman or a nominated non-executive member 
of the Board shall be the nominated independent 
member to respond to concerns of staff or complaints. 
The existence and functions of such an individual 
should be widely advertised, and preferably be outside 
the hospital.

11. Rules pertaining to nomination of candidates and 
the election process should be discussed at a national 
level. 

12. This model should be adopted for other boards within 
the healthcare sector.  

Benefits of this change

1. This will immediately prompt senior management 
to treat staff with respect, and ensure that staff are 
acknowledged for good work.

2. This will compel management to be transparent and 
abandon secretive planning.

3. Management excesses will be curtailed.

4. Accountability will be ensured.

5. Changes in structure will be explained and justified 
unlike the current practice of imposition new models.

6. Line managers will be obliged to act for the benefit 
of patients’ care and concerns of staff rather than act 
merely as conduits of management decisions and 
behave as administrators.  

7. Fear and bullying will be reduced.

8. There will be more transparency in management 
appointments. In addition, it will be obliged to explain 
continued payment of full salary when an individual 
reduces the agreed work sessions because of accepting 
a management role. 

 
9. Management will need to be seen to act on advice 

given by the different units within the hospital.

10. Management will become aware that it will be 
expected to justify the appointment of expensive 
management consultants. 

11. There will at last be an independent responsible 
person to deal with staff concerns about any aspect, 
including bullying.

12. Morale of staff will be improved. Staff will feel that 
they have a say and can contribute.

13. It will prompt non-executive members to be a lot 
more questioning than is currently the practice.

14. It will encourage management to seek innovative 
proposals and changes from its own staff.

15. Wastage at the local level will be reduced.

16. Perhaps, the most important effect of this change will 
be the urgently required change in the ethos of the 
NHS.

Should the Board members be elected? 

Picture source: https://locomobi.com/wp-content/uploads/2014/11/Board-of-Directors-920x3722.jpg
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Abstract

The current model of emergency care is causing avoidable 
delays in admissions and one reason is the duplication 
of work by junior doctors in the ED and the relevant 
specialty. This is particularly the case in small District 
general hospitals with relatively inadequate numbers of 
staff, especially in the ED. The solution has been to try and 
increase the junior and middle grade staff in the ED but 
without success due to the paucity of doctors, especially at 
middle grade level, for the number of vacant posts and the 
perception that ED work is too onerous. There is therefore 
a very clear need for a new model to improve the efficiency 
of emergency patient care at the front door (ED) whilst 
utilising the available staff, including the on call specialty 
teams. This paper proposes an integrated model where 
ED juniors and the on call specialty teams work together 
in the ED and where they complete the clerking once 
and the review of the patient, to confirm the diagnosis 
and immediate management is under the supervision of 
specialty registrar with the ED seniors. The ED middle 
grade and senior doctors will be solely responsible for 
the walking attendances and the unstable patients whilst 
the ED senior will have overall responsibility for the ED. 
The ED juniors will rotate between the various specialty 
emergency patients, as well as the walking attendees, 
to ensure that their training component of the post is 
satisfied. Thus, this will minimise the duplication of work, 
should to reduce the number of investigations, minimise 
the time delay in specialty review and improve the quality 
of care at the front door, while maintaining the educational 
value of the ED posting. 

Introduction

The current emergency care model is practical and 
meets the training requirements of the royal colleges while 
striving to meet the targets provided there are sufficient 
clinical staff and timely patient flow but there are many 
occasions when the system has struggled to achieve the 
desired efficiency.
1. Under staffing:  To maintain or recruit sufficient 

number of middle grade ED doctors remains a 
problem especially as the number of middle grade 
posts far outnumber the trainee numbers and so there 
is heavy reliance on non-training/SAS doctors. With 
the proposed locum pay cap and a providers (doctors) 
market it is going to be even more difficult to get 
additional help to fill the rota gaps.  

2. Duplication of work: Following triage, a patient is 
seen by the ED doctor who then makes the decision 
whether to admit the patient.  When the decision is 
made to admit, the ED doctor then refers the patient 
to the specialty team for ongoing investigations and 
management. In the majority of hospitals the Specialty 

teams re-clerk the patient with only minimal added 
information thereby duplicating the note recording 
and delaying the continuing management of the 
patient.

This process invariably leads to increased ED waiting 
times and lack of timely assessment by the specialty teams, 
particularly at peak times. This paper proposes a new 
model to address the above issues. 

 
The Proposal

There should be an integrated approach in the emergency 
department which blurs the line between the roles of the 
ED and Specialty on call doctors.

The first and most important step in the proposed 
model is ‘Robust Triage’. A senior nurse or ED consultant/
middle-grade should be involved in allocating the “Majors” 
patients to likely clinical specialty conditions according to 
the clinical status and presenting complaint (i.e. whether 
the patient would likely to be admitted and if so under 
which specialty). 

These patients will be picked up by the ED or appropriate 
speciality junior doctor who will take the responsibility of 
seeing and clerking the patient on a universal/common 
set of notes which will be carried forward and continued 
but not repeated by the reviewing specialty senior 
(i.e. registrar). The specialty senior will provide direct 
supervision. This will require the on-call specialty teams 
to be based in the ED for as much of their shift as possible 
but at the very least from the early evening and throughout 
the night when the ward work should have been done. A 
post take consultant ward round/meeting to which the ED 
doctors are timetabled to attend will fulfil their training 
needs. 

1.  Whilst the ED juniors are expected to see the 
spectrum of clinical conditions the specialty juniors 
will concentrate on those patients who have conditions 
within their specialty. If possible the ED junior will 
try to keep to single specialty conditions per shift to 
facilitate their education and training.

2. ED seniors (middle grades and consultants) should 
look after the unstable and resuscitation patients, 
whilst the rest of the ED juniors would be admitting/
treating the patients under direct supervision of the 
specialty registrar or consultant. The “Minor/walking” 
patients will be managed by ED staff (nurses and all 
grades of doctors) 

3. The specialty team juniors will be working in ED 
and specialty Admission Units. They will review the 
patients following triage by ED, rather than waiting for 
the patients to be initially clerked by the ED doctor. 
They will also review patients admitted following 
GP referrals.  This will result in more junior doctors 
available in ED by integrating the on-call teams.

New model for Emergency and Acute admissions 

in District General Hospitals  
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The following diagram is a simplified representation of our proposed model:

This model helps to address the above raised issues in the following way –

Staffing- ED juniors will be effectively work with the specialty teams and vice versa, under the direct supervision 
of specialty seniors and ED seniors, thereby reducing the pressure on the ED middle grades and Consultants. 
ED seniors will concentrate on unwell patients and minors. Thus this model benefits   patients by being seen and 
managed in a timely manner by appropriate speciality teams without the delay of a second junior assessment. 
As specialty teams will be working in ED and reviewing patients immediately after triage this effectively compensates 
for the extra time that would be taken by ED junior doctors to do a complete clerking of patient for the speciality.

Duplication- as the ED juniors clerking will be 
accepted as equivalent to their junior colleagues 
in other specialities valuable time will be saved 
by avoiding duplication of work. 
Speciality registrars will be able to supervise 
referrals of ED and specialty juniors, emergency 
self-attendances and GP referrals. This 
minimises the delay of a specialty opinion for 
such patients and thereby ensures appropriate 
care as soon as possible. 

Training: ED juniors training requirements will 
be fulfilled by being able to attend a consultant 
post take ward rounds/trauma meeting/
morning presentations etc, and they will have 
close supervision by the specialty registrars, 
increasing the educational value of these 
postings.
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Stop the use of
 Management Consultants
1. This is what Lord Cater stated in his 

report:
2. “Our staff are by far our biggest asset 

and at £ 45.3bn this represents a huge 
investment; however, workforce is often 
regarded as a cost to be controlled rather 
that a creative and productive asset.

3. We have arguably the greatest 
concentration of intellect and talent 
of any UK business, but there is little 
evidence it has been fully engaged to 
solve the efficiency and productivity 
issues trust are facing.”

4. One might have asked why the NHS 
should pay senior executives if they 
spend millions of pounds in engaging 
management consultants.

5. Should management wish to solve 
a problem, they should appoint a 
committee consisting of people from 
the hospital to find a solution rather 
than invite management consultants. 

6. Such a committee should be supported 
by managers who should not have 
any voting rights but participate in 
discussions. The members of the 
committee should elect their own 
chairman. All necessary data required 
by the committee should be provided 
without delay or administrative 
reluctance. The committee should be 
given the right to co-opt additional 
advisers.

7. Should the subject under consideration 
involve other agencies, members from 
such agencies should be invited to join 
the committee. 

8. The committee should be given clear 
terms of reference, and the likely time 
scale for completion.

9. The formation and membership of 
such a committee should be public 
knowledge.

10. This process would save considerable 
amount of money, and probably produce 
more effective solutions suitable for the 
local environment and circumstance.

The Carter report: Productivity
The NHS employs 1.5 million people, putting it in the top 
five of the world’s largest workforce, together with the US 
Department of Defence, McDonalds, Walmart and the 
Chinese People’s Liberation Army.

NHS England employs 150273 doctors, 40,584 GPs, 
314,966 nurses.

A review looked at productivity and efficiency in 
English non- specialist acute hospitals, and this showed 
significant unwarranted variations across all of the main 
resource areas:
Overall cost  from £3850 to £ 3,150 (20%)
Care by nurses  6.33 to 15,48 hours
Deep wound infection 0.5% to 4%
Price for prosthesis £ 788 to £ 1590
Stock holding  11 to 36 days
Sickness rates  2.7% to 5.8%
Estates cost  £ 105 to £ 970 per area

The Carter report concentrated on developing metrics 
for measuring systems and units. The values are because of 
the work carried out by individuals; they do not inform us 
of the productivity of the individuals.

The number of medical staff compared to activity varied 
greatly. The report also stated that such variations also 
extended into the use of job plans for medical staff, with 
some hospitals doing very little planning, and the choices 
medical staff make about the care they provide for patients. 

A study carried out by the Academy of Medical Royal 
Colleges showed that about £ 2 billion a year could be saved 
if doctors questioned the necessity for subjecting patients 
to unnecessary x-rays, and drugs. 

Almost all the Royal Colleges have data standard 
pertaining to the level of work that should be carried out 
by consultants. Yet, the productivity of consultants is rarely 
studied or checked. It is time the NHS held discussions with 
the Royal Colleges to agree on a set of metrics for all grade 
of doctors that could be applied and compared nationally.  
In such a discussion, the role played by consultants in non-
clinical activities locally, regionally and nationally should 
also be considered. All data should be easily accessible.

Productivity of managers
All are agreed that managers are a necessary part of 

most institutions. While there is general agreement that 
there should be metrics used to assess the productivity 
and efficiency of systems and individuals, there does not 
appear to be any effort to measure the work or productivity 
of managers.

The Carter report also observed inexplicable variation 
in corporate and administrative costs across trusts ranging 
from 6% to 11% spend of the trust income.

It is a universal experience that despite layers of 
managers no decision is ever made quickly. It is not 
uncommon to hear from senior managers that ‘it takes 
time for the NHS’. It is even more incredible that all accept 
this inefficient system as the norm. This practice cannot 
be accepted as the norm if we are ever to make our NHS 
efficient. The change can only happen if Trust Boards make 
it happen; it will happen only when such Boards are elected 
for a finite time.
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Establish ward based teams
1. The ward sister/charge nurse should have total control 

of all aspects in the day to day functions of the ward, 
assisted by a deputy.

2. The ward sister/charge nurse should be directly 
responsible to the Director of nursing; there should be 
no line manager for this function.

3. All non-medical staff should be answerable to the 
ward sister.

4. Each ward will have a dedicated number of senior 
and training grade doctors, each of whom will be 
answerable to the Medical Director. The number of 
such staff will be dependent on the size of the specialty 
and the number of wards to be covered. 

5. All meetings with senior management will be recorded, 
and minutes held by the ward sister. 

6. All clinicians of the ward will be collectively responsible 
for the medical care of patients in the unit.

7. Transfer of patients to other units should cease unless 
it is required for the management of the patient’s 
clinical condition.

8. The ward sister/charge nurse shall hold regular team 
meetings.

9. Each unit will regularly publish data pertaining to 
quality and productivity; the indices should be those 
agreed nationally.

Benefits from this change
1. It will immediately provide much improved 

continuity of care.

2. Patients and their relatives will know the identities of 
health professionals providing care.

3. Patient experience will be much enhanced because of 
not being moved around different wards.

4. It will considerably increase quality of care out of  
hours.

5. Health professionals will experience enhanced 
work satisfaction because of the ability to provide 
continuity of care, and the sense of belonging to a 
unit.

6. This change along with other innovations proposed 
in this paper will result in significant improvement 
of morale throughout the hospital.  

7. Accountability will be established not only at the 
unit level but also force management to accept 
responsibility; minutes of meetings will assist this.

8. Each unit will be encouraged to think of innovative 
ideas to improve care and will lead to the development 
of visible leaders.

9. The regular publication of data from each unit will 
result in a healthy competitive environment, which 
can only lead to continuous improved quality of care 
throughput the hospital. 

10. Each unit will be able to assess 
appropriate continuing education for 
the workforce.

11. Flexible working will be assisted.

12. This change alone will enable staff to 
give its best out  of a sense of belonging 
to a caring team. This will also result 
in reducing the number of staff on sick 
leave, and will go a long way to assist 
retention of staff. 

13. Facilitate monitoring of standards, 
effectiveness, efficiency and 
productivity.

14. This system will make it easier to 
improve leadership capability.

Establish ward based teams 
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M e d i c a l  T r a i n i n g  I n i t i a t i v e
Adding value to the international healthcare 
By Sumit Goyal FRCS 
Foreword by Keshav Singhal FRCS
Chair Bapio Wales

The scheme is a right step in the direction of 
international collaboration where not only do 

the  International Medical Graduates benefit from the 
training scheme, but this also benefits the NHS by 
bringing International experience of the trainees and 
other healthcare models into the NHS. Our challenge 
is to provide credible processes for the section and 
supervision that ensure that patient safety is not 
compromised.  

Our national health service should not rely on these 
‘trainees’, as pair of hands to supplement rota gaps, but 
this should be a symbiotic relationship benefitting both 
parties. 

In 2015, I had the privilege to successfully put 
forwards a BAPIO(Wales) proposal to the Welsh Health 
Minister and Welsh NHS to utilise the spare training 
capacity in Wales by instituting a 2 year Fellowship 
program for trainee doctors from India. Following 
discussions between BAPIO(Wales) and Welsh NHS, 
policies and procedures were drawn up and a MOU was 
signed with all Health Boards in Wales.

The first round of interviews was held in November 
2016 and was very well received in India and Wales and 
consequently a second round was held in September 
2017. Mr Sumit Goyal FRCS, Consultant Breast Surgeon 
was part of the 12 strong team and was in the interview 
panel for the surgical specialities and recounts his 
experience below. 

Medical Training Initiative (MTI)- My experience

I recently had the pleasure of visiting India as 
part of the BAPIO/Welsh NHS interview panel for 
recruitment of doctors to train in Wales. I had heard of 
BAPIO MTI Fellowship program, but was unsure as to 
the exact processes. I decided to give it a try. I did some 
background reading and was impressed by the symbiotic 
relationship of the initiative. What I mean by this is that, 
it is not a means to unilaterally bring Indian doctors 
to work in UK to fill the gaps in rota, but a mutually 
beneficial exercise that benefits both the Indian doctors 
and the NHS. I will expand on it later.

The MTI scheme was run as a pilot from 2011 in 
South-West region for various specialities under the 
leadership of Dr Parag Singhal National Secretary 
BAPIO UK, and was very successful. It is being run in 
Wales for two years and has also been very successful. 
The process is as follows: 

The candidates invited have at least three years post 
MBBS experience and have to hold a suitable degree e.g. 
MS or DNB that is acceptable to the Royal College. They 
also will need to pass IELTS exam.

The Short-listing: The process seems simple 
enough, but there is much more that goes in the back 
ground, and this I learned soon enough. The first thing 
I was involved in was short-listing, and General Surgery 
had the highest number of applicants!! I was given about 
fifty applications and CVs that had to be marked in 

The NHS is placed in a unique position to add value to the international healthcare sector where 
the professionals benefit from sharing experiences, particularly from many of the developing 
countries. The Medical Training Initiative (MTI), a national scheme would allow doctors from 
overseas to benefit from training and development in NHS services before returning to their home 
countries.

  

  

  

  

  

  

 Identification of the gaps in the Welsh 
NHS across all Health-Boards

Commitment form Health-Boards on 
the numbers and specialities required

Applications invited in India for suitable 
candidates and vetted by BAPIO

Final short-listing done by UK consultants 
in relevant specialities and candidates 
invited for interviews

Formal interviews held in India and 
successful candidates allocated to various 
Health-Boards

Registration formalities completed by 
BAPIO/Health-Boards/Candidates and they 
join work in Wales for fixed term of 2 years
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various aspects, similar to the short-listing process for 
a registrar job in UK. One thing I found quite difficult 
was that many applicants did not fill the job applications 
very well and though one understood what it means to 
be a Senior Registrar in General Surgery in a busy acute 
hospital in India, the details were lacking in the correct 
sections and had to be gleaned from going through the 
CVs and applications in detail. 

Time to go: It was then time to travel to India and 
the travel from Cardiff to Heathrow and Mumbai was 
un-eventful, and I must say was very well organised, 
thanks to Hilary Sharp and her team from HR. I was the 
primary interviewer for all General Surgery posts and 
co-interviewer for the Orthopaedic posts, in addition of 
being the college representative for the RCSP Glasgow. 
Well I had drawn the short straw, I had twenty interviews 
both days in Mumbai starting 9am and finishing about 
5.30pm. It was hard work, but I must say that the calibre 
of the candidates was very high and I was pleasantly 
impressed. 

The interview itself: The candidates were all post MS/
DNB and some much more experienced. The common 
theme was that of candidates who were well employed 
and happy in their current roles. Their main aim to apply 
was to get a broader experience, learn patient pathways, 
improve their skills and then return back to India to 
hopefully improve their job prospects. There were 
concerns about the actual training, accommodation, 
formalities that needed to be completed and adjustment 
to a new working and social life.

When it rains, it pours in Mumbai: Of course things 
cannot go to plan, otherwise where is the fun! In the 
evening of the second day of interviews, the heavens 
opened and I witnessed the famous Mumbai rains that 
I had only read about. Next morning we were told that 
our flight to Delhi had been cancelled due to heavy 
rains, and we had to be in Delhi for interviews next day 
starting 9am!!   I must say that the HR team did very well 
and we did manage to find another flight in the night, 
but that meant we reached Delhi at 2am the next day. 
Bleary eyed and exhausted we soldiered on to the next 
day’s interviews. Like I said I had drawn the short straw 
and had a full complement of interviews to do, unlike 
one of my colleagues in paediatrics, who managed half 
a day off as there were few candidates with interest in 
paediatrics. 

Well jokes apart, we had a very successful round of 
interviews in Delhi on both the days with a similar high 
standard of candidates with similar concerns.

Post Interviews allocation: This was the last part of 

the process, matching the successful candidates to the 
vacancies in the Health-Boards. This was reasonably 
straightforward and was done quickly.

My thoughts on the process: I understand that from 
the interviews last year, about twenty five candidates 
have already joined in Wales, saving the NHS over 
£180,000 in locum fee. Not only the money saving, the 
calibre of the trainees I interviewed was very high and 
I personally would have one of them working with me 
rather than a locum. As the post is for a fixed two years, 
there is continuity and certainty in managing the gaps 
in posts. But it is not just what the NHS gains, it is also 
what the trainees gain, and as I said it is a symbiotic 
relationship. The trainees  are not looking to settle in 
UK, they are looking to broaden their horizons and 
making them more employable as they return to India.

Role of BAPIO: I think that BAPIO is uniquely 
placed in making the MTI scheme a success. The 
internal knowledge of training in India is invaluable to 
select appropriate candidates as is the network of Indian 
Consultants who recommend suitable candidates. I have 
suggested that the MTI candidates from India should 
have a local BAPIO member as a guardian to help them 
overcome the initial shock of new work environment 
and culture. BAPIO could also act as the overseer of the 
process of placement  so that the candidates are allocated 
to appropriate posts that match with their aspirations 
and needs.

The way forward: I have found the MTI scheme to 
be an excellent model. There is spare training capacity 
in Wales, or indeed whole of NHS, that is being filled 
by expensive locums. There is a pool of interested, 
qualified doctors in India, who have a good command of 
English and have studied on a British model of medical 
education. They are keen to have a short stint in UK for 
experience and are very keen to return to India after two 
years. As long as this benefits both parties, I see no moral 
or ethical reason for me not to support this initiative. 
In fact this model can be rolled out to other branches 
of health-care like nursing, where short placements can 
help NHS with manpower crisis, and give the candidates 
an opportunity to improve their skills and employability 
when they return to India. It is a win-win for both the 
parties.

Mr Sumit Goyal
Consultant Surgeon
University Hospital Llandough
Cardiff
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2.30pm  Welcome and Opening remarks
   Conference Chairman: Mr Johnny Mercer, MP

                                      Member, Health Select Committee

2:40pm  Towards a sustainable NHS  
   Dr Sarah Wollaston, MP
   Chairman, Health Select Committee  
 
3.00pm  Panel discussion -
   Dr Peter Fisher, President of Doctors for the NHS]
   Dr Chaand Nagpaul CBE, BMA Council Chair
   Mrs Sandra Wilson, Chair of the Exmoor Patient Group 

3.10pm  Beyond common clerking: Step towards sustaining Emergency Department
   Dr Parag Singhal

                                   
3:25pm  Panel discussion –
   Ms Janet Davies, CEO and General Secretary of the Royal College of Nursing
   Mr Keshav Singhal MBE, Consultant Orthopaedic Surgeon 
                              Professor Iain Hutchison,Sr Bartholomew’s Hospital, London

    
3.35pm  Other serious issues affecting NHS and solutions 
   - What are they?
   - Establish ward based team
   - Establish elected Board Members
   - Creating more spaces for social care
   Dr Arun Baksi

3:50pm  Break  

4:05pm  Other issues continued
   - Mandatory productivity of all key staff
   - Stop the use of external management consultants
   - Meaningful ways of Public information and involvement
   Dr Parag Singhal

4:20pm  Panel discussion
   The Rt Hon. Baroness Helena Kennedy QC
   Lord Bhikhu Parekh
   Ms Janet Davies, CEO and General Secretary of the Royal College of Nursing 
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   Ms Emily Hough, Director/Strategy Group/NHS England
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