Chapter 20

Workplace dignity support and
speaking up

Name the problem carefully

Amina is a composite Specialty Doctor in an NHS service. She repeatedly
reports that abnormal investigation results can remain unallocated after a
rota handover. The immediate clinical concern is eventually reviewed, but
she is then omitted from meetings at which the pathway is redesigned and an
agreed development opportunity is given to someone else without
explanation. A colleague tells her that she has become “difficult”. Amina
experiences the sequence as punishment for speaking up. Her manager says
the exclusions were unrelated operational decisions. At this stage, neither
interpretation is proved.

The first task is to separate events that may require different responses. A
patient-safety concern asks whether people could be harmed and what action
is needed. An employment concern asks whether Amina has been treated
fairly under the relevant contract and policies. A discrimination question
asks whether treatment was connected to a legally protected ground or took
a legally prohibited form. A conduct concern asks whether behaviour
breached professional or organisational standards. These questions may
overlap, but one label should not be expected to decide them all.

Difficult management is not necessarily bullying. A manager may set a
demanding objective, challenge performance, refuse a request or make an
unpopular service decision properly. Incivility includes disrespectful or
discourteous behaviour that may damage working relationships even when
it does not meet a policy or legal definition. Bullying commonly describes
offensive, intimidating, malicious or insulting behaviour, or misuse of
power that undermines or harms, but the governing employer policy matters
and UK employment law does not provide one universal free-standing claim
called “bullying”.ms

Harassment and discrimination are not synonyms for unfairness. In Great
Britain, equality law gives specific meanings to discrimination, harassment
and victimisation connected with protected characteristics or protected acts.
Northern Treland has a distinct body of anti-discrimination legislation and
institutions; do not assume that an Equality Act explanation applies
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unchanged there."% Individual legal conclusions depend on facts, status,
jurisdiction and timing.

Victimisation in equality law and detriment after whistleblowing are also
different legal concepts, although ordinary language may call both
retaliation. A doctor may suffer adverse treatment after making a complaint
without every legal condition being satisfied. Conversely, apparently minor
changes—Iloss of information, exclusion from opportunity or altered duties
—may matter when viewed as a documented pattern. Describe the acts first,
then seek advice on the correct label.

Use a five-line problem statement: what happened; when and where; who
did or decided what; what effect followed; and which issue now needs a
decision. Amina writes: “After I submitted the safety report on 12 May, I
was not invited to three pathway meetings I had previously attended. On 3
June the education role discussed in my development review was assigned
without an advertised process. I need the service to address the unresolved
handover control, explain these decisions and confirm how future
opportunities will be allocated.” This is more actionable than “management
is bullying me for whistleblowing”, while preserving the possibility that
advice may later support stronger terminology.

Separate impact from conclusion. “I felt humiliated when the criticism
was delivered in front of the team” records a real personal effect. “The
purpose was to humiliate me” asserts intention. “My clinic was removed
after I raised the issue” records sequence. “My clinic was removed because I
raised it” asserts causation. Both conclusions may eventually be supported,
but keeping the distinction clear makes the initial account more reliable.

A route selector begins with the remedy. If the immediate need is a
clinical control, use a safety route. If it is an explanation of a management
decision, use the employment line. If it is investigation of behaviour, consult
the dignity or grievance policy. If it concerns a protected ground, obtain
equality advice. If it is public-interest wrongdoing, examine speaking-up
and whistleblowing routes. The same facts can be signposted between
processes without being indiscriminately submitted to all of them.

Status power and repeated patterns

Workplace harm is rarely understood from one event alone. A curt email
may be poor communication. Repeated public criticism, selective scrutiny,
withholding of information and removal of opportunity may form a pattern.
The assessment should consider frequency, context, effect, comparator
evidence and the organisation’s response after concerns were raised. It
should not invent motive where the evidence shows only behaviour.
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Status shapes what becomes visible. SAS doctors may carry substantial
clinical responsibility while holding less formal organisational power than
colleagues whose titles are more readily associated with authority. A long-
serving doctor may be treated as indispensable for service delivery but
excluded from decisions about the service. Locally employed doctors,
internationally qualified doctors and people new to NHS systems may have
still less access to informal networks or may be uncertain about routes for
challenge. These patterns require examination, not an assumption that every
difference is discriminatory.

Protected characteristics, migration history, accent, gender, disability,
working pattern, religion and caring responsibilities can interact with grade
and informal power. The correct method is to ask what happened to whom,
how comparable decisions were made, what explanation was given and
whether a protected ground may be relevant. A single comparator is not
always necessary or sufficient for legal analysis, and the handbook cannot
decide a claim. It can help the reader preserve the facts from which an
adviser or investigator can assess it.

Informal authority matters too. The person who controls the rota, meeting
invitations or access to a senior leader can shape a career without holding a
prominent title. A colleague may exclude someone through habit,
preference or misunderstanding rather than a deliberate plan. Harm and the
need for correction do not depend entirely on proving malicious intention.
At the same time, accusing an individual of motive without evidence can
harden the dispute and distract from an observable process failure.

Look for distribution. Who receives acting roles, teaching opportunities,
study leave, useful feedback and sponsorship? Who is asked to cover gaps or
perform emotional labour? Are criteria published and applied consistently?
Aggregate patterns can reveal inequality that isolated anecdotes cannot. An
individual doctor should not secretly collect personal information about
colleagues to create an amateur statistical case. Use information already
lawfully available, ask the organisation to review its own data and involve
equality or workforce specialists where appropriate.

Power affects conversations. A junior or dependent colleague may agree
in a meeting while feeling unable to object. A senior doctor may interpret
silence as consent. Record whether the person had notice, information,
representation and a genuine opportunity to respond. If Amina’s education
opportunity was removed after a closed discussion, the organisation should
be able to explain the criteria and decision-maker without requiring her to
prove the private motive of everyone present.
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Repeated patterns should be described with disciplined uncertainty.
“Since raising the concern, I have been excluded on four documented
occasions from meetings relevant to my agreed role” is a factual sequence.
“The clinical lead is destroying my career” predicts intention and total
consequence. Strong language may feel proportionate to distress but can
make it harder for another person to identify the requested remedy. The
record should remain firm, specific and open to evidence.

Bystanders hold evidence and power. A colleague who observed an event
can record what they directly saw, challenge behaviour safely, confirm a
factual meeting sequence or use their own reporting route. They should not
coordinate accounts or promise a conclusion. Managers receiving several
similar concerns should examine the pattern rather than treating each person
as an isolated relationship problem. A culture becomes safer when speaking
up is not left entirely to the person with least power.

This method does not ask doctors to tolerate harm until they have
assembled a perfect case. Urgent safety, threats, sexual misconduct,
discriminatory harassment or serious deterioration in health may require
immediate formal support. Pattern analysis is for clarity, not delay.

Immediate safety and wellbeing

Deal first with what cannot wait. If a patient or group of patients may face
immediate serious risk, use the clinical escalation and incident routes
available now. Ensure urgent care is provided within competence and
authority, contact the responsible senior person and record the clinical or
operational facts in the authorised system. The GMC expects doctors to act
where they believe patient safety or dignity is, or may be, seriously
compromised and to use appropriate local or external routes according to
urgency and response.®’

Do not make resolution of the employment dispute a precondition for
controlling the safety risk. Amina’s concern about unallocated results needs
an accountable interim control whether or not her later exclusion is
connected. She asks who is checking the work today, how missed items will
be identified and when the permanent process will be reviewed. The
personal treatment can then be addressed through its own route, with cross-
reference where the chronology matters.

Consider personal safety. Threats, stalking, violence, sexual assault or
immediate risk may require security, police, safeguarding or emergency
clinical help rather than an informal workplace conversation. Follow
organisational emergency arrangements. Preserve relevant communications
without circulating them widely. A manager should not pressure the person
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to meet the alleged perpetrator alone as the first response to a serious
allegation.

Workplace conflict can affect sleep, concentration, confidence and
physical health. A doctor experiencing these effects should obtain
healthcare in the ordinary way rather than attempting to be their own
clinician. A GP, occupational health service or appropriate urgent service
can assess health needs. The employer’s staff support or employee
assistance programme may offer additional help, but it is not a substitute for
independent clinical care where that is needed.

Occupational health can advise on functional effects, work capacity,
adjustments and a supported return. It does not decide the truth of a
grievance. Keep clinical information proportionate to the employment
question; managers ordinarily need functional advice rather than
unrestricted health records. If disability may be relevant, obtain individual
advice on reasonable adjustments and the applicable equality law. Do not
wait for crisis before asking for temporary changes to reduce risk.

Professional support may come from a trusted colleague, SAS tutor or
advocate, trade union, defence organisation, professional support service or
mentor. Clarify the person’s role and confidentiality boundary. A friend can
help organise thoughts but may not provide independent legal advice. An
organisational advocate may help navigate systems but may have duties to
escalate safety information. Ask before disclosing sensitive material.

Create a same-day support plan: immediate patient control; immediate
personal-safety action; health contact; professional or representative advice;
a safe person for the next meeting; and the next review time. If distress is
impairing safe practice, seek help and adjust duties through proper
arrangements. Continuing without support to prove commitment can expose
both doctor and patients to further risk.

Wellbeing support should not replace organisational action. Mindfulness,
counselling or resilience training may help an individual cope, but they do
not correct unsafe systems, harassment or unfair decisions. Ask separately
what support the doctor needs and what control the employer must consider.
The fact that someone accepts counselling does not mean they accept the
behaviour or withdraw the concern.

Agree communication during acute distress. One named contact,
scheduled updates and a plan for urgent matters can reduce repeated
exposure to contested correspondence. The doctor may ask that complex
instructions are confirmed in writing or that a representative attends
meetings. These measures should remain proportionate and be reviewed.
Complete withdrawal from communication may be unsafe if clinical
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responsibilities continue, while constant unscheduled contact may worsen
health.

If absence from work becomes necessary, maintain appropriate contact
through sickness and employment procedures. Do not use sickness
certification as evidence that the grievance is true or false. Plan how
essential handover will occur without expecting the doctor to continue
substantive work while unfit. Before returning, identify the working
arrangements, unresolved risks and support needed for a safe transition.

Building a factual record

A contemporaneous record helps memory, advice and fair investigation. It
should not become a secret parallel personnel file containing unnecessary
patient or colleague information. Use approved organisational systems for
clinical incidents and formal reports. Keep a separate personal chronology
only where lawful and necessary, with secure storage and minimal
identifiers. Follow local information-governance advice if uncertain.

For each workplace event, record the date and time; setting; people
present; words or actions as accurately as possible; relevant document or
decision; immediate response; observable impact; follow-up; and current
status. Separate direct observation from what another person reported. If
wording is approximate, say so. Do not improve a quotation after several
weeks or turn an inference into a fact.

Preserve original emails, messages and meeting papers in their
authorised location. Do not alter them, forward large chains to a personal
account or record conversations secretly without individual advice about
legality, policy and consequences. If access may be lost during employment
change, ask a representative how necessary records can be preserved
properly. A screenshot without context may be less useful than the complete
authorised record.

Patient information requires particular restraint. The safety report
belongs in the clinical governance system. Amina’s personal chronology
can say “recurring unallocated-result risk reported through incident
reference held by employer” rather than reproduce names, identifiers or
clinical detail. If a representative needs information, establish the secure
route and disclose only what is necessary. Employment frustration does not
cancel duties of confidentiality.

Record your own responses as well as other people’s actions. If you
declined a meeting, missed a deadline or used intemperate language, include
it. Explain relevant context without rewriting the history. A credible
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chronology may reveal mistakes on several sides. Its purpose is to support a
fair next decision, not to construct a flawless protagonist.

Group events by issue. One column might concern the patient-safety risk;
another the education opportunity; another meeting access and
communication. Link them through dates without assuming causation. This
makes it easier to decide which remedy belongs to which route. The safety
route may require a control and governance review. The employment route
may require reasons, restoration of duties or a fair process. The wellbeing
plan may need changes regardless of either outcome.

Write the requested outcome beside each event. “Please restore me to all
meetings” may be too broad if the service structure has changed. “Please
confirm the criteria for membership, why my agreed role no longer qualifies
and how I will receive information required for that role” is testable.
Possible outcomes include stopping behaviour, correcting a record,
explaining a decision, restoring access, reviewing allocation criteria,
protecting safety, arranging mediation or agreeing contact boundaries.

Check the record before sending it. Remove speculation presented as
fact, unnecessary adjectives and unrelated historic disputes. Verify dates
against source documents. Identify gaps rather than filling them from
memory. Ask a representative to review the structure if the matter is serious.
Once a written allegation is submitted, it may be disclosed within the
process; do not assume it will remain known only to the first recipient.

Maintain document control. Give the chronology a date and version, keep
later additions visibly dated and retain the source from which each
significant statement came. If an error is found, correct it transparently
rather than replacing the record silently. A short correction strengthens
credibility. Multiple uncontrolled versions sent to different recipients can
create apparent inconsistencies that obscure the underlying issue.

The workplace event record can use these fields:

Event: date, place, people and exact action or wording.

Source: email, meeting record, direct observation, policy or reported
account.

Issue: safety, conduct, employment decision, equality, health or another
category.

Impact: clinical, professional, employment or health effect that can be
described.

Response: what I did, whom I told and what happened next.

Uncertainty: what I do not know, including motive or decision basis.

Outcome sought: the specific action or explanation now requested.
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Storage: where the authorised record is held and any confidentiality
restriction.

Informal resolution

Informal resolution can correct a misunderstanding, set a boundary or
restore a working relationship without a full formal process. It is an option,
not a compulsory test of endurance. It may be unsuitable where there is
immediate danger, serious alleged misconduct, a major power imbalance,
repeated failed attempts, risk to evidence or a reasonable fear of direct
contact.

Prepare the conversation around one or two observable issues. State the
event, effect and request. Amina might say: “I was not invited to the last
three pathway meetings, although the current role description still assigns
me responsibility for the clinical standard. I could not contribute the
evidence I hold and did not receive the decisions afterwards. Please confirm
whether my remit has changed. If it has not, I need invitations and papers
restored; if it has, I need the decision and revised responsibilities in writing.”

Choose the recipient who can act. That may be the colleague concerned,
line manager, clinical lead or another manager where the usual line is
implicated. Ask for a private meeting with enough notice. Consider
representation or a support person under local policy. Agree a written
summary afterwards. The objective is not to force an admission of bullying;
it is to establish what happened and obtain a workable response.

Listen to the explanation and test it. A distribution-list error may explain
one missed meeting, but not why a development opportunity was
reallocated. A service redesign may legitimately change membership, but
the organisation should then clarify responsibilities. Resolution can include
apology, correction, agreed communication, mediation, restored
opportunity or a monitored behavioural boundary. Make ownership and
review date explicit.

Mediation is a facilitated process, not an investigation or determination
of facts. It can help where parties want to repair a relationship and can
participate safely. It may not be appropriate when the central need is a
formal finding, urgent protective action or resolution of a legal question.
Ask what confidentiality applies, what can be recorded and what happens if
no agreement is reached.

Keep informal steps time-limited. If agreed action does not happen, or the
behaviour continues, review whether to use the formal policy. Repeating the
same private conversation while the position deteriorates is not

326



THE SAS DOCTORS HANDBOOK

proportionate. Equally, do not threaten multiple processes in every email.
State the issue, route and next step calmly.

An informal boundary can be exact: “Please give feedback about my
work in a private scheduled meeting, with the examples and expected
standard identified. Do not raise personal criticism in front of the clinical
team.” This does not prevent legitimate management. It specifies a
professional way to conduct it. If the colleague disputes the account, ask
whether they can nevertheless agree the future communication standard.

A manager receiving an informal concern should acknowledge it, clarify
what the person wants, check immediate risk and avoid taking sides before
facts are understood. They can separate immediate protective arrangements
from final findings. If the allegation is serious or policy requires formal
action, the manager should explain why it cannot remain informal. Silence
or an instruction to “sort it out between yourselves” is not a neutral response
when there is a significant power imbalance.

Plan the meeting on one page: issue; two key examples; effect on work;
policy or role context; outcome sought; acceptable alternatives; question for
the recipient; and review date. Decide in advance what would end the
meeting—for example threats, shouting or pressure to disclose confidential
clinical information. Afterward, send a concise factual note, invite
correction and retain it in the appropriate place.

Informal agreement needs follow-through. If meeting invitations are
restored, check that papers and decision information also arrive. If an
apology is offered, agree the behaviour that will change. If development
access is reconsidered, use published criteria rather than a private favour.
Review the arrangement after a defined period and close the issue in writing
if it has genuinely resolved.

Formal employment routes

A formal grievance normally asks the employer to examine an employment
concern under its policy. A dignity-at-work or respect policy may provide a
more specific route for alleged bullying or harassment. Equality,
disciplinary, capability, speaking-up and patient-safety procedures may
operate alongside or separately. Obtain the current local policies and
identify the correct recipient, stages, representation rights and appeal route
rather than relying on a former employer’s process.

In Great Britain, the Acas Code sets principles for handling disciplinary
and grievance matters, including written concerns, meetings,
accompaniment and appeal; tribunals may take unreasonable failure to
follow the Code into account in relevant cases."” Northern Ireland has
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separate employment institutions and Labour Relations Agency guidance
and conciliation arrangements.® These frameworks do not decide whether
a grievance will succeed. They provide process and advice routes.

A formal submission should identify the relevant events, sources, impact,
prior steps and requested outcomes. Attach a focused chronology and key
documents, not an unfiltered archive. State where safety information is held.
If discrimination, whistleblowing detriment or another legal issue may arise,
use qualified wording and seek specialist advice. The investigator should
determine disputed facts; the complainant does not need to pre-judge every
legal category.

Internal procedures and legal time limits are different clocks. Starting a
grievance, investigation or appeal does not necessarily stop a tribunal
limitation period. Limits vary by claim, jurisdiction and circumstance, and
2026 changes make remembered figures particularly unsafe. Obtain prompt
advice from Acas and a union or employment adviser in Great Britain, or the
Labour Relations Agency and an appropriate adviser in Northern Ireland.
Do not wait for the internal outcome before checking time.

Representation matters. A trade union can advise on strategy, attend
eligible meetings and help distinguish achievable remedies from allegations
requiring another route. Defence organisations may advise where
professional regulation, clinical responsibility or medicolegal risk is
engaged, but ordinary employment representation depends on membership
and service terms. Ask early which organisation covers which issue. Do not
send confidential records until the secure and authorised method is agreed.

The employer should manage conflicts of interest. If the complaint
concerns the person who would normally appoint the investigator, ask who
will make that decision independently. If several processes overlap, ask for a
written explanation of scope: who is investigating conduct, who owns the
safety action and how information will be shared. Parallel processes may be
necessary, but duplication and contradictory instructions should be avoided.

Confidentiality cannot be absolute. Fair investigation may require
allegations and evidence to be disclosed to the person complained about and
to relevant decision-makers. The organisation should limit information to
those who need it and explain the process. Anonymous evidence may be
harder to test. Before submission, ask what can be kept confidential, what
must be shared and how sensitive patient or health information will be
protected.

Formal process can itself create strain. Agree a contact person, expected
updates, meeting arrangements and temporary working measures. A neutral
change in reporting line, separation at particular meetings or adjusted
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communication may protect the process without presuming either party’s
case. Record that interim arrangements are not a final finding.

Appeal should address a defined problem: factual error, procedural
defect, new evidence or unreasonable conclusion within the policy’s terms.
It is not improved by repeating the entire grievance unchanged. Check the
deadline immediately and obtain representation. If the desired remedy is
outside the decision-maker’s authority, ask who can consider it.

Maintain ordinary procedural fairness when roles reverse. SAS doctors in
management may receive a complaint about their own conduct or may be
asked to investigate another colleague. They should preserve evidence,
declare conflicts, avoid retaliation and keep the safety response separate
from personal defensiveness. An investigator needs an agreed scope,
competent support and enough time. The person complained about should
know the substance of the allegation and have a fair opportunity to respond,
subject to lawful confidentiality and protective measures.

Outcome letters should distinguish findings, reasons, recommendations
and implementation. “No formal bullying finding” does not necessarily
mean every behaviour was appropriate. The organisation may still identify
communication, governance or allocation problems requiring action.
Conversely, an upheld concern does not determine every requested remedy.
Ask who owns each action and how completion will be evidenced.

Settlement discussions, confidentiality clauses, resignation and external
proceedings carry consequences beyond a generic handbook. Obtain
independent union or legal advice before agreeing terms. A promise that a
process will be “off the record” may not have the legal effect assumed. Do
not sign quickly merely to end distress, and do not reject a proposal without
understanding it. The aim is informed choice, not escalation for its own sake.

Speaking up about patient safety

Speaking up is broader than a personal grievance. It includes raising
information about risk, wrongdoing or barriers to safe care so that the
organisation can respond. Whistleblowing is a legal category with specific
conditions; not every concern or complaint is a protected disclosure. The
safest practical starting point is to state the information, reasonable basis,
affected public interest or patient risk, and the action needed, then use an
appropriate route and obtain advice where legal protection matters.

The GMC’s guidance supports raising concerns through local systems
where possible, escalating when the response is inadequate and using
suitable external routes in defined circumstances. Doctors should keep a
record of the concern and steps taken.®” It does not guarantee that a
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particular communication is legally protected or that confidentiality can
always be maintained. A safety report should remain professionally worded,
evidenced and proportionate even when relationships are strained.

The four nations use different organisational frameworks. In England,
NHS England’s national speak-up policy remains a minimum framework
for local policies. From 1 July 2026, after closure of the National Guardian’s
Office, NHS England took on specified national support and policy
functions, while healthcare organisations became responsible for publishing
accurate local Guardian contact arrangements."* Readers should therefore
use their employer’s current Freedom to Speak Up policy and contact
details, not an old national directory.

In Wales, Speaking Up Safely provides the NHS Wales framework and is
implemented through organisational procedures and contacts.®" In Scotland,
the Independent National Whistleblowing Officer’s  National
Whistleblowing Standards provide the NHS process and external review
framework.5? In Northern Ireland, HSC organisations use the Department of
Health whistleblowing framework and their current local policy; alternative
internal contacts may be available where the line manager is implicated.*
Titles, stages and response arrangements should not be transferred between
nations.

Choose the route by function. An incident system can record and manage
a clinical event. A line manager or clinical governance lead may address an
operational risk. A Freedom to Speak Up Guardian or equivalent can help a
worker navigate concerns and barriers. A regulator or other prescribed body
has a defined remit. One report may need linked routes, but sending the same
unstructured allegation to many recipients can compromise confidentiality
and confuse ownership.

External disclosure requires care. In Great Britain, whistleblowing law
protects certain workers from detriment or dismissal when statutory
conditions are met, including reasonable belief about specified wrongdoing
and public interest; wider external disclosures have additional conditions."
Northern Ireland has a distinct legal framework and advice route.* Social
media, press or a body without the relevant remit should not be treated as an
equivalent escalation. Seek legal or representative advice before disclosure
beyond normal authorised routes unless immediate circumstances require
emergency action.

Amina’s safety report identifies the handover process, examples recorded
in the governance system, the current control gap and a requested
accountable response. She separately records her exclusion and lost
opportunity under the employment route. The two documents cross-
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reference the chronology but do not make correction of patient risk
conditional on proving retaliation. This structure helps the employer protect
patients while examining the treatment of the person who spoke up.

Ask for feedback that can properly be provided: acknowledgement,
named owner, immediate control, investigation or review route, expected
update and how learning will be shared. Some information about other staff
cannot be disclosed. Lack of a detailed disciplinary update does not
necessarily mean that no action occurred, but the organisation should still
explain how the safety concern is being managed within confidentiality
limits.

Anonymous and confidential raising are not identical. An anonymous
report does not identify the reporter, which may limit questions, evidence
checking and feedback. A confidential report identifies the person to a
restricted recipient with an expectation that information will be limited, but
identity may still need to be disclosed in some circumstances. Ask the local
route what it can realistically protect before choosing. Keep copies of what
was submitted and any acknowledgement.

A speaking-up concern should not be dismissed because the feared event
has not yet harmed a patient. Reasonable concern may relate to danger that is
likely to occur, a recurring near miss or concealment of information.
Equally, speculation unsupported by identifiable facts is harder to assess.
Explain the mechanism of possible harm, the information on which the
belief rests and the proportionate control requested.

If the response is absent or the risk persists, escalate according to urgency
and the applicable framework. State what was raised, when, to whom, the
response and why the remaining risk matters. Avoid adding unrelated
employment history to a safety escalation unless it explains obstruction or
possible detriment. A concise, traceable escalation is harder to dismiss as a
general conflict.

Retaliation recovery and continuing work

Adverse treatment after a concern may be deliberate retaliation, an unrelated
decision or a mixture of strained relationships and flawed process. Do not
wait for motive to be proved before addressing the working consequences.
Ask for transparent decisions, access to information, safe duties,
communication boundaries and a review of opportunities. Continue
documenting new events without turning every ordinary disagreement into
part of the case.

Amina and her representative use a route selector. Patient risk remains
with the governance lead and is tracked to a named control. Her meeting
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exclusion and development opportunity enter a formal employment review
because informal requests did not resolve them. She obtains advice on
whether equality or whistleblowing law may be engaged. Occupational
health advises on temporary meeting arrangements after her sleep and
concentration deteriorate. Each route has a defined question and owner.

Recovery is not the same as winning a finding. The process may
substantiate all, some or none of the allegations. The doctor may still need
restoration of role clarity, a repaired working relationship, health support
and a decision about future work. Agree how outcomes will be
implemented, who will monitor them and when the arrangements are
reviewed. An apology without changed access or behaviour may be
incomplete; a policy change without support for the people involved may
also fail.

Protect professional practice. Keep clinical documentation, appraisal,
CPD and job-plan evidence current. Obtain appropriate supervision if
confidence has been affected. Do not use patient interactions or learner
relationships to process the dispute. If allegations raise regulatory risk,
contact the defence organisation or other professional adviser promptly and
respond through the proper process. A workplace grievance should not
become the only record of the doctor’s professional life.

Consider repair where it is safe and genuine. A facilitated meeting may
clarify future communication, but it should not require Amina to retract a
substantiated concern or accept blame as a condition of ordinary inclusion.
Agreements should specify behaviours and processes: papers circulated by a
deadline, invitations based on role, no one-to-one meetings for a period, or
decisions confirmed in writing. Review whether the arrangement works.

If staying, identify the minimum conditions for sustainable work: safe
clinical system, defined remit, respectful communication, fair access to
opportunity, effective escalation and health support. Ask which conditions
are within the employer’s control and by when. If moving, preserve
authorised evidence, obtain references appropriately, complete handover
and seek advice before resignation where rights, pension, sickness, notice or
an unresolved process may be affected. Departure can be a rational choice,
but it should not be made in a moment of acute distress without
understanding consequences.

The support plan should name people, not merely services. Record the
representative, health professional, trusted colleague, responsible manager
and governance contact; what each may do; what information may be
shared; and the next review. Avoid depending on one supporter. If that
person changes role or becomes conflicted, the plan should still function.
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Use a final route check:

Safety: Is anyone at immediate risk, what control is in place and who
owns it?

Behaviour: What specific acts or words need to stop or be examined?

Employment: Which decision, duty, opportunity or process requires
explanation or remedy?

Equality: Could a protected ground or protected act be relevant, and has
specialist advice been obtained?

Speaking up: Does the information concern public-interest wrongdoing
or patient safety, and what national and local route applies?

Health: What clinical help, occupational advice or adjustment is needed
now?

Evidence: Are the chronology and source records factual, proportionate
and secure?

Time: Which internal and external deadlines need immediate advice?

Support: Who can represent, advise and attend the next meeting?

Outcome: What concrete action is requested, from whom, and when will
it be reviewed?

Amina’s position becomes clearer even before every dispute is resolved.
She can show that the safety concern was legitimate and routed correctly,
that the employment decisions require an evidenced explanation, and that
her health and professional work need active protection. She has not had to
prove another person’s inner motive to request a safe system and a fair
process.

The reader’s next step is similarly bounded. Name the issue without
overclaiming, control anything urgent, preserve a lawful factual record,
select the route that can provide the needed decision and obtain advice
before time or disclosure choices narrow the options. Dignity is not restored
by better paperwork alone, but clear evidence, proportionate process and
sustained support give both the doctor and the organisation a fairer chance of
acting well.
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