


 

 
 

 

environments where individuals are enabled to raise concerns without the fear of 
detriment and enables a learning culture that guarantees the safety of patients and 
other staff members. 
 

https://www.rcn.org.uk/employment-and-pay/raising-concerns/Raising-concerns-toolkit




 

 
 

 

unsafe staffing levels, including disproportionate temporary (agency) staff. 
The RCN has therefore produced Nursing Workforce Standards (2021), which include 
standards relating to clinical leadership – each of which includes detailed 
descriptions for implementation by providers and commissioners. We are actively 
promoting the adoption of our Nursing Workforce Standards, and we recommend that 
patient safety policy and regulation frameworks embed them as a safety benchmark. 
The Messenger Review recommended a standardised appraisal system. The RCN is 
clear that any appraisal of nursing staff must be carried out by a registered nurse, 
with facilitated time to do so. 
 
The latest NHS figures still show the lack of diversity in senior leadership roles and 
more needs to be done to support and offer opportunities for training and 
development for global majority and ethnic minority staff in the NHS. More needs to 
be done on racial inequity, as indicated in the Too Hot to Handle report on the survey 
of 1,300 NHS staff.  
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Board decision-making to act based on finance instead of what is required to ensure 
patient safety. Despite having accountability for safe and effective nursing care in 
services, registered nurse leaders often deal with significant system issues, including 
and budget constraints, without the right tools and resources to address their 
challenges. There should be greater collective accountability at Board level for 
responding to the advice of the executive nurse, including in relation to staffing for 
safe and effective care. 

The RCN recommends that there should be a requirement for variance from Executive 
Nurse advice in Board decision making to be documented and recorded with rationale. 
There should also be a standardisation of job descriptions and clinical sessions for 
direct sight from Board to ward, as well as improved culture and patient safety. 

Nursing leadership at Integrated Care Board level in England needs protection in the 
long term. The UK Government rejected calls from the RCN throughout the passage 
of the Health and Care Bill to include nursing in the minimum requirements for ICB 
membership. Doing so would have maintained the statutory regulations of the Health 
and Social Care Act (2012) which had mandated that nurses would be part of the 
Clinical Commissioning Group (CCG) governing body. The RCN raised concerns that 
this could result in a lack of nursing representation at board level and in senior 
commissioning roles, and the overall uneven representation of nursing across senior 
levels of the Integrated Care Systems (ICSs).  
 



 

 
 

 

from every enquiry. Better regulation and vetting systems will ensure those who have 
failed their duties cannot get other roles in other health and social care system 
organisations. This will safeguard the public. 
 
Any change in regulation should be accompanied by improved monitoring and 
evaluation of both intended and unintended consequences. To ensure patient safety 
in light of changing population health need, there is a need for regulation models to 
enable flexibility and timely response to the development of professions and 
professionals to meet current and future population need. This includes the move 
from reactive and punitive models to proactive, supportive and preventative models. 
 
Generally, if changes introduce strategies for addressing systemic problems in 
healthcare rather than focussing exclusively upon the individual, we expect better 
public protection, learning from mistakes and fewer referrals of nurses to their 
regulator. Nursing staff are increasingly being held accountable for system failures. 
The costliest and most distressing cases for our members are those which go to 
Tribunal. Streamlined processes that can deal with cases at the earliest stage 
compatible with maintaining public protection and greater use of consensual 
disposals would reduce the trauma of being involved in a fitness to practise case for 
our members and contribute to a healthier learning culture in the NHS.  
 
However, properly examining the bigger picture when things go wrong and following 
up on the learning that arises is not necessarily less expensive but should be seen as 
a good investment in public safety and reduced harm to patients. This was the airline 
industry's experience in undertaking such thorough investigations into crashes, with 
great benefits for safety in the long term, an approach from a different safety critical 
industry which should be applied to the healthcare sector, and nursing as a safety 
critical profession. 
 
• How could investigations into whistleblowing complaints be improved? 
 
Employees who raise concerns frequently experience a significant degree of stress 
and anxiety, as demonstrated by the numerous public examples of whistleblowers 
being vilified by employers and colleagues. To minimise the effect on their mental 
health and try to prevent or at least minimise the amount of time lost to stress-
related sickness absence, every effort should be made to deal with investigations 
promptly and provide support to the whistleblower throughout. 
 
Whistleblowers often feel vulnerable to retribution or at least being shunned by 
colleagues/Line Managers. This can place intolerable pressure on whistleblowers, 
whose identity is often worked out even when the disclosure is anonymous. 



 

 
 

 

Sometimes, whistleblowers are moved or not required to attend work, and if this is not 
done with full consultation and agreement, it can feel like a punishment. 
 
This could be improved by ensuring whistleblowers are supported by a manager with 
sufficient authority to deter retribution/take action. Where the whistleblower is a 
nurse, a senior nurse should be fully involved. If the manager in the supporting role 
takes no part in the disclosure investigation, they can focus fully on providing support 
without having to take a view on the subject matter of the disclosure, which might 
taint their view and affect their support of the whistleblower. 
 
Some investigations are carried out without keeping the whistle-blower informed 
which can lead to a perception that they are being ignored, and when conclusions are 
reached if they are not fully explained can give the impression that they were not 
listened to or were being ignored. Open and transparent processes that trust the 
whistleblower to maintain confidentiality of the information would be a more 
collaborative approach which should help counter the feelings of isolation that the 
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unclear. Those investigations tend to take long time and their quality can vary greatly. 
If the public purse is to fund such investigations, there should be a minimum standard 
set relating to the experience, independence and quality of such investigators. 
 
• How effectively does the NHS complaints system prevent patient safety incidents 

from escalating and what would be the impact of proposed measures to improve 
patient safety, such as Martha’s Rule? 

 
Nursing staff are patients’ greatest advocates and stand ready to ensure Martha’s 
Rule has an immediate impact and leaves a lasting legacy. By listening and engaging, 
nursing staff and other clinicians can help reduce anxiety and take essential steps to 
improve care and advance learning. 
Safe and effective levels of nursing staff will be crucial to implementing Martha’s 
Rule, ensuring enough professionals can provide a second opinion when called upon 
to do so. We welcome the evaluation that will be undertaken as part of the rollout into 
the NHS in England. 
 
RCN members brought incident reporting as a Congress item in 2023. They shared 
that some organisations specifically ask staff not to put in incident forms. No actions 
or changes to practices occur after raising concerns and in some cases, no feedback 
or response is provided.  
It is important that patient safety incidences and near misses are reported and this is 
encouraged by all organisations. The incident must be reviewed and investigated to 
prevent further harm and devastation, through recognised methodology such as rapid 
clinical judgement reviews, as these ensure a swifter response, owned by clinical 
staff.  
 
• What can the NHS learn from the leadership culture in other safety-critical sectors 

e.g. aviation, nuclear? 
 
The RCN is clear that skilled nursing labour is not adequately understood in 
healthcare. That modelling is akin to service industries such as hospitality and retail, 
despite the professional holding extremely high operational risk. As part of this, the 
nursing workforce is seen as an expensive commodity rather than the most 
significant safety critical asset in the healthcare sector. We agree with the assertions 
of the nursing workforce expert Alison Leary, who articulates this fundamental 
difference between healthcare and other industries. Leary alerts to the risks of 
reducing expertise into delivery of tasks, in the assumption that these can be divided 
and delegated to support staff. 
 



 

 
 

 

The reality is that such reductionist, efficiency based approaches are likely 
to underestimate workload in complex, high risk work because the relationships 
between the workforce and outcomes are complex. This has resulted in a narrow 
focus on healthcare as a series of tasks to be completed rather than the delivery of 
person-centred care. This kind of reductionism is also associated with workforce 
dissatisfaction because it can be dehumanising. The nature of clinical work is people-


