THE Future of Nursing: A Consultation
Foreword 

No public service matters more to people than the NHS, and our vision is to help it become world class. But we know we cannot achieve this without putting our trust and support fully behind its most valuable resource: its staff. 
Nurses are central to our vision for the NHS, because it is so often their personal care and initiative that determines the actual success of patients’ treatments. This is why we have pledged to trust nurses and other staff with much more autonomy, and it is why we will put an end to the government targets that so badly undermine the motivation and compassion that drew nurses into their profession in the first place. Of course nurses need to be accountable for their performance – but to patients, not politicians.
Putting greater trust in nurses is especially important given the huge challenges that lie ahead for the NHS. We have an ageing population, changing patterns of disease and rapidly advancing treatments – developments that will need to be met with the individual initiative and creativity of every healthcare professional. 
If we are to help nurses deliver the highest standards of care in an evolving NHS, they need better opportunities for professional development and more space to shape care to their individual patients’ needs. And we must also understand that nursing is not just a job, it is a vocation that makes a huge contribution to our society. We need to recognise that and give nurses the protection and respect they deserve. 

As part of our vision for a world-class NHS, this document sets out our proposals to strengthen nursing, but we want to move forward with the full input of nurses themselves, as well as other NHS staff and patients. So this is your chance to help shape our policy. We want to hear all your views, whether positive or negative.  
There is so much to celebrate and build on in the NHS but, equally, much to improve. We look forward to hearing from you.
Andrew Lansley CBE MP


    
Anne Milton MP

Shadow Secretary of State for Health

    
Shadow Minister for Health 

Executive Summary

Nursing has been central to the delivery of healthcare since the pioneering days of figures like Florence Nightingale and Mary Seacole, who laid the foundations for much of the profession we have at present. But nursing today is an increasingly specialised role, and nurses have an evolving portfolio of clinical responsibilities to manage alongside the general care and well-being of patients. 
To secure the best future for nursing, we need to introduce measures to ensure nurses have greater autonomy, better skills and the opportunities for development and progression that will help them deliver NHS care to the best of their abilities. 

We are inviting responses from the healthcare profession and the public at large to a number of key proposals for improvement: 
1. Allowing nurses to nurse 
We want to trust nurses with greater autonomy and professional control, and to better support them in the role they perform. We propose: 
· Greater autonomy. Nursing is a unique job in public service, requiring its staff to manage myriad human dramas – from the joy of bringing a healthy child into the world to the distress of dealing with fatality. It makes no sense that so much of nurses’ time is spent meeting government targets for performing administrative procedures rather than using their initiative and judgement to deliver the care their patients need. We will abolish targets, trusting nurses to focus wholly on patient care, with clinical performance judged not by targets but the health outcomes achieved for patients – so there is greater autonomy along with robust accountability and incentives to maintain the highest standards of patient care. 
· Better protection and a stronger voice. Nurses cannot perform to their best if their safety and integrity is compromised. There will be zero tolerance of direct threats to the physical safety of frontline staff: violence will be met with prosecution as standard and attacks regarded as ‘aggravated’ offences. And we will be just as resolute in protecting the right of nurses to speak out about poor patient care or workplace bullying. NHS staff will have a contractual right to raise their concerns directly with the NHS regulator, the Care Quality Commission. 
· Empowered care. Constant exposure to patients’ needs puts nurses in an ideal position to determine how services could be better delivered, to propose new ways to improve patient care, and to flag up safety issues. We want an NHS where nurses are able to promote real change and exercise leadership at every stage of their career. This will mark a genuine culture shift, allowing creativity and innovation to increase productivity for the benefit of patients. 
2. Bringing in the best people 
Getting the right people into nursing is pivotal to everything we want to achieve for the NHS. That means tackling problems in training and skills development and attracting a broader range of people into the profession. We propose:

· A more open recruitment policy. The Government has failed to plan for the fact that we have an aging cohort of nurses. As a result, the NHS is set to become more dependent on costly agency staff in the years ahead. We urgently need to attract the right people into the profession and will look at developing new ways of bringing a broader range of graduates and professionals into nursing, including people wanting to make a career change. We are also looking at how a ‘National Nurses Day’ can be enhanced to do much more to raise the profile of the profession and aid recruitment. 
· Ensuring high standards in nurse training. Standards of nurse training vary widely and we want to address the fact that there is currently no way of assessing and comparing the quality of nurse training institutions. As happens already in higher education, we could allow an existing body, such as the Quality Assurance Agency, to be given responsibility for assessing the quality of training provided at different institutions so that better information can be given to potential students and the NHS. 
· Improving pre-registration training. We need to find ways of providing greater stability in the funding of pre-registration nurse education, as budgets have been repeatedly raided in order to iron out financial problems elsewhere in the NHS. We invite input on whether we could devolve responsibility for pre-registration nursing training through a tariff-based system, in which funding would follow the student and therefore be used more efficiently. Also, drop-out rates among student nurses are high, and extremely costly to the taxpayer, so we will examine whether one year ‘preceptorship’ programmes – one year foundation courses for those wishing to qualify as a nurse – would help more students complete training and stay in the profession. 
· Fairness for students. At present, diploma students get a non-means tested bursary and degree students get a means-tested bursary. This provides a perverse incentive to study for a diploma which we want to tackle – we will listen to any cost-neutral reforms to address this discrepancy. 
· A workforce that meets local needs. Under Labour, endless organisational upheavals in the NHS have shifted organisational accountability and control from one body to another, undermining its ability to have a workforce that is properly tailored to service needs. We believe those who actually employ health professionals – the NHS, the voluntary sector and the independent sector – should play a greater role in workforce planning. We want employer-led estimates of future workforce needs to be linked directly to decisions over funding for staffing and training provision. 

3. Supporting professional development 

To get the best out of our nursing staff, we need to provide them with stable career progression and ongoing skills development within a framework of fair rewards and recognition for achievement. We propose: 

· Supporting continuous professional development. Central funding for post-qualification nurse training suffers the same plight as pre-registration training funds, in that it is often siphoned off to plug financial holes elsewhere in the NHS. We will consider proposals to prevent this from happening, and favour a model that allows money for training to follow the individual staff member, instead of the ‘block grants’ that exist at the moment. The availability of resources would then be more easily determined on the basis of actual workforce needs, within a more stable market-based system. 
· Clear career progression. Nurses are now practitioners, commissioners and specialists, but the pathway for career progression can be confused. We will consider structuring nurse along the lines of the pathway for doctors from medical training to specialty status. And ‘Skills for Health’, like other sector skills organisations, must be developed to deliver high standards of cost-effective healthcare training.
· Fair pay. We believe that responsibility should be matched with reward, and nurses should be paid properly for the responsibilities they take on. While public sector pay must reflect prevailing economic conditions, nurses are feeling sidelined by the poor implementation of the Knowledge and Skills Framework (KSF) which informs the pay band they occupy. The KSF is proving too complicated and time consuming to implement and we will consider ways of reducing the bureaucratic burden and developing a clearer system for rewarding responsibility. 
· Better defined roles. There is currently much confusion over the level of expertise that accompanies job titles. Patient confidence in the standards of nursing care comes from an understanding that a job title like “charge nurse”, comes with the requisite experience. Simplifying job titles seems a sensible way forward, which would also help employers match service demands with the appropriate skill-set. 
Policy challenges and our proposals for consultation

We want to make a number of changes to give nurses greater autonomy and protection in their work and to help them develop better skills and real career progression. This is essential for helping nurses deliver NHS care to the very best of their abilities. 

That means we must: 
1. Allow nurses to nurse – by freeing them from government targets and trusting them with greater autonomy and professional control; and supporting them in their role by giving them better protection from abuse and management failure.
2. Bring the best people into nursing – by tackling problems in training and skills development and attracting a broader range of people into the nursing profession.
3. Support professional development – by ensuring that nursing provides stable career progression and ongoing skills development, within a framework of fair rewards and recognition for achievement.
The purpose of this consultation is to determine the best ways to achieve these goals. 
1. Allowing nurses to nurse: trust, respect and professional control
1.1. 
The challenges 
Despite the undoubted dedication of our NHS nurses, morale in the profession is now extremely low. A recent survey by the Royal College of Nursing found that over half of nurses rated their morale as either very poor or quite poor.
 
The public’s perception of nursing is also declining. Nurses themselves feel unfairly judged by widely-reported but isolated incidents of poor practice, which have chipped away at the status of the profession and undermined its attractiveness as a career. A recent survey of school pupils by the National Nursing Research Unit, for example, showed that only two per cent were interested in a career in nursing, and of these, most viewed nursing as hard work with long hours rather than caring and rewarding work.
 
The causes of these problems lie in a fundamental failure in government to give nurses the backing they deserve – both in terms of direct protection from professional and physical threats, and in terms of a lack of trust in nurses’ professional judgement and integrity. 

1.1.1. Autonomy crushed by bureaucracy
Top-down targets and bureaucratic central control have become the hallmarks of this Government’s entire approach to the NHS. They are used as a means to directly override clinical judgement, in the misguided view that the NHS can best be managed by bureaucrats in Whitehall. 
In the last five years, 88 per cent of nurses have experienced an increase in bureaucratic tasks that are not related to their professional expertise.
 A recent RCN poll showed that nurses spend a million hours a week on bureaucracy.
 And a poll published in March 2009 cited the pressure of meeting unrealistic targets and understaffing as the top concerns for nurses. 
The worst aspect of this top-down approach is that it distorts clinical priorities to the extent that, in the worst scenarios, they have actually been related to avoidable deaths. For example, the investigation into outbreaks of Clostridium-Difficile at Maidstone and Tunbridge Wells concluded that patient care was compromised by the requirement to meet “waiting time targets”.
 

Yet the Government still maintains that their targets are necessary for monitoring performance in the NHS, even though they are not at all related to the actual outcomes of treatment that patients experience. As one Senior Nurse has remarked recently: “Current metrics are quantitative in nature: we tend to measure success in terms of the things we can grasp - cost, time, numbers treated, etc. But none of that takes into account the key thing about nursing: what was it like for the patient?”

1.1.2. Exposed to abuse 

Last year, 55,993 NHS staff were physically assaulted in England alone.
 And even this shockingly high figure is likely to be a great underestimation of the scale of the problem: the Healthcare Commission's 2007 recent survey analysis, in which 46,000 nurses were questioned, found that more than one-quarter of staff did not report assaults made against them. And one in ten of those said their employer had not taken effective action. 

Of greatest concern are assaults against staff who work in the community, where they are more vulnerable because they often work alone. A Royal College of Nursing survey found that more than a third had been assaulted or harassed.
 
The Government has repeatedly made pledges to give personal alarms to frontline staff, but a recent Nursing Times survey found that 80 per cent of community nurses did not have a personal attack alarm.
 Alan Johnson recently pledged yet again on 3 May 2009 to give 30,000 community nurses personal alarms but, based on past form, frontline staff have cause to be sceptical. 

1.1.3. Fear of speaking out
Within the NHS, both in acute and in primary care, staff typically face a closed attitude towards raising concerns, with many preferring to keep quiet about serious problems they see in the workplace for fear of reprisals. A recent survey showed that over one in three nurses said they had suffered serious or lasting damage to their career for raising a concern. Of those, 36 per cent said the serious risk they identified went on to cause harm to patients.
 
This statistic is supported by findings in the recent Healthcare Commission’s investigation into failings at Mid Staffordshire NHS Foundation Trust. This showed that staff had few avenues open to them to raise concerns about standards of care and that when they did raise concerns, action was not taken. It noted: ‘The trust did not have an open culture where concerns were welcomed’.
 

The fear of speaking out is related to a disturbing statistic which was published in the annual 2008 NHS Staff Survey: around one in six staff had experienced bullying, harassment or abuse from either their line manager or other colleagues.
 
This human cost simply adds to a huge financial one. An investigation commissioned by the Department of Health concluded that bullying and harassment cost the NHS an estimated £325 million – not including the figure for loss of productivity and litigation.
 
According to the former Chairman of the Healthcare Commission, Sir Ian Kennedy, the problem is caused by the NHS’s “hierarchical” structure.
 Targets are in part to blame as managers, under pressure themselves to meet central process-driven targets, in turn put pressure on NHS frontline staff.
 
1.2. 
Our proposals
1.2.1. 
Greater autonomy 
We have pledged to remove Labour’s top-down process targets, which do so much damage to clinical practice, and instead put trust in NHS staff for delivering what is important: good outcomes for patients, not satisfying government targets on performing procedures. Standards will be set in the contracts between commissioners and providers, ensuring that the removal of targets is matched with robust accountability and there are incentives to maintain the highest standards of care. 

Abolishing targets will give nurses more time to spend with patients, enabling them to focus more on issues that really contribute to positive outcomes for patients, such as ward cleanliness, patient nutrition and patient dignity. 

At present, the contribution of nursing to patient experience and wellbeing measures is not routinely collected or properly recognised. All health professionals will be collectively engaged in delivering improved outcomes, but there could be some measures which are nurse-specific and used to reflect the unique contribution of nurses to patient care. 

Question one: How can nurses capitalise on the freedom which flows from removing central-process driven targets to deliver higher quality care?

1.2.2. 
Better protection and a stronger voice 

We have already set out our plans to tackle the problems around whistle-blowing in the NHS. Conservatives would empower NHS staff to protect patients by giving them a contractual right to raise concerns about practices at their hospital directly with the NHS regulator, the Care Quality Commission. Concerns raised will be treated in confidence and have no impact on their employment.  Staff would be able to raise concerns simply and anonymously with the minimum amount of bureaucracy. 
We have also set out our intention for zero tolerance of attacks on NHS staff, and we want to classify any offence against a healthcare employee as an aggravated offence. We are calling on the government to deliver on their commitment to provide more personal alarms for community nurses. 

Question two: What other mechanisms to give nurses a strong voice and improve staff safety should be considered? 

1.2.3. 
Empowered care 
We envisage an NHS where nurses can demonstrate leadership skills at every stage of their career, suggesting ways of improving care and innovating to improve delivery. This means giving nurses autonomy to control the patient environment, from matters of nutrition to hygiene standards. Abolishing top-down targets will facilitate this, as will enabling nurses to implement and design innovative practices. Nurses are constantly exposed to patients’ needs, giving them an ideal vantage point to recognise safety issues, determine service design and bring forward innovations designed to increase productivity and improve patient care. 

There are many potential leadership opportunities for nurses. Examples include the practice nurse who influences his peers to improve care; the district nurse team leader who uses resources most efficiently to optimise time with patients; the nurse specialist in a community hospital who leads a team of multi-professional staff; and the Director of Nursing for a PCT.
 Some of the suggestions we have already put forward will help nurses progress in leadership, including the prospective move to a degree level profession and an obligation on employers to provide training and development. 

Nurses’ involvement in service design is not new, but has simply not received the attention it deserves. We are considering a pilot programme that would allow a junior nurse representative to sit on the Board of a trust on a rotational basis. This could provide an opportunity for ideas to those taking decisions. It would have the added benefit of allowing nurses at a junior level to understand the wider operations of an NHS organisation. 

But we need to understand whether leadership skills need to be validated and standardised so they are recognised by patients and peers alike. Furthermore, those in leadership positions need to be given the time to lead. If they are directly responsible for patients all the time or consumed with bureaucratic tasks then they do not have time to supervise other staff. 

Question three: how can we help nurses have more influence and control over the patient environment? 

2. Bringing the best people into nursing
2.1 The challenges
Getting the right people into nursing is pivotal to everything we want to achieve for the NHS. But there are systemic problems in training and skills development and attempts to attract people into nursing are not succeeding, both of which pose serious threats to the status of the profession as a whole.
2.1.1. 
Inadequate workforce planning

NHS workforce planning is not working. One of the key functions of Strategic Health Authorities has been to manage workforce planning, but constant organisational upheavals since Labour took office have severely undermined their capacity do this. Labour have reorganised the NHS nine times now, and the Department of Health have produced numerous documents on workforce planning. However, none of them have provided a coherent framework for the future. 
A key issue is the age profile of the current healthcare workforce, in that that there will be increased demand for newly qualified staff as around 200,000 nurses retire in the next decade.
 Compared to the wider economy, the health and social care sector has an atypically older workforce, with a high proportion of employees over 45 years.
  In particular, nurses in the community, district nurses, community psychiatric nurses and health visitors tend to be older. One in three community nurses are over 50 and one in five practice nurses are over 55.
 

The Government is unprepared for these changes and is already struggling to meet its existing commitments. In its 2006 White Paper ‘Our Health, Our Care, Our Say’, the Government announced that care would move closer to home, but their pledge coincided with an ageing workforce, many of whom were on the point of retirement, and there are shortages in many key community care positions:

· The Government is 1,068 nurses short of its promise to provide at least one full-time school nurse to work with each cluster of primary schools and the related secondary school in each PCT by 2010.

· The number of GP practice nurses has fallen for two consecutive years, down by 810 from September 2007 to 22,000 in September 2008.

· The number of health visitors has been cut by 13 per cent over the past four years – which means almost 2,000 fewer staff.

· There are insufficient specialist nurses to cope with the surge in type two diabetes. Some nurses in PCTs are responsible for more than 150 children - more than double the recommended number of 70.

· The Healthcare Commission investigation into Mid Staffordshire NHS Trust showed that nurses in A&E had not had enough training and development, and leadership had been weak. Patients often waited for medication, pain relief and wound dressings.

The failure to match supply to demand has created an overdependence on agency staff which has driven huge costs – almost £800 million in 2006-07
. The Public Accounts Committee’s inquiry into the use of agency nurses in the NHS in 2005-06 reported, “Excessive use can be costly, particularly when trusts are heavily reliant on agency nurses. High use of temporary nurses can also have a negative impact on patient care and satisfaction”.  
2.1.2. 
Training budgets raided
All nursing training for both pre-and post-registration comes from the Multi-Professional Education and Training Budget (MPET). Labour’s boom and bust approach towards this budget has therefore been felt more acutely in nursing than in other parts of the NHS. Undergraduate medical training, for example, is funded through the Higher Education Funding Council (HEFCE). The MPET budget is not ring-fenced and, since its inception in 2002, a significant amount has been siphoned off in order to iron out financial difficulties in the wider health economy. During the most financially turbulent years of 2005-2007, a total of £492.7 million was withheld.
 
2.1.3. 
High drop out rates

Attrition rates among nurses in training are high and costly. A Nursing Standard investigation in 2008 revealed that attrition of student nurses and midwives costs the taxpayer £99 million each year. In 2008, over 26 per cent of nursing students quit their courses early. There was also a wide variation in attrition rates, from a low of 6 per cent to a high of 52 per cent. This suggests that if best practice was followed these figures could be brought down significantly.
 Financial concerns are the number one reason that nurses consider dropping out of training.
 And three-quarters reported that their personal tutor was not aware that they were considering leaving.

2.1.4. 
Perverse incentives to avoid degree courses

There is currently a perverse incentive for nurses to study for a diploma rather than a degree. Diploma students currently receive a bursary that is not means-tested. Degree students receive a means-tested bursary. Diploma students receive an average bursary of £19,467 over three years. Those degree students who qualify for a means-tested bursary receive an average of £12,309.
 English students therefore have little incentive to opt for a degree in nursing when they are better off financially if they choose to study for a diploma. In Wales, all nursing students get an annual, non-means-tested bursary regardless of the course they choose
 and since 2003, the number of English students applying for nursing degrees in Wales has tripled.
2.1.5. 
Problems in pre-registration programmes

Nurse training should both match the needs of nurses and the people who need healthcare. The first step is to ensure that prospective students have a better understanding of what nursing entails and their suitability for it. Heads of nursing at institutions with low attrition rates report that, “robust support for students is crucial, as is selecting students who display motivation, real interest and enthusiasm”.

Pre-registration nurse training is currently broken down into four different pathways: adult, child, learning disability and mental health. Nurses usually have to decide which of the four branches of nursing to train for before applying for a programme.
 This means they are locked into a certain course without necessarily understanding the implications of the different options.

The Nursing and Midwifery Council sets standards for proficiency for pre-registration nursing.
 But there is neither a uniform application of the standards, nor a mechanism to compare the quality of training provided by respective institutions. 
In the early 1990s, “Project 2000” removed schools of nursing from a hospital setting and integrated them with higher education institutes. There were downsides to the old system, as practical experience was mainly in secondary care and some of the old ways of operating would now be regarded as unsafe for patients. However, ten years on, nurses are not getting the practical exposure they need and the quality of their work placements is a lottery. Previously, student nurses were considered part of the workforce and as such had constant practical exposure. 
2.2 
Our proposals
2.2.1 
A more open recruitment policy 
There have been successful recruitment campaigns for teachers and the armed services in recent years but there has not been one for nurses. A campaign has the potential to attract talented individuals to the profession and impress a positive image of nurses on the public. 
So we would like input on how to improve occasions like National Nurses Day. We want a National Nurses Day that reaches into every part of the UK, celebrating the unique and critical place nurses play in the NHS.
We also need to be aware of the fact that the rising cost associated with the NHS’s dependency on expensive agency staff could increase even further as older nurses retire and skills gaps remain unfilled. We aim to identify innovative recruitment solutions that can offset the cost of agency staff and so pay for themselves on a cost neutral – or better – basis. 

In particular, we want to investigate innovative ways to attract a broader range of graduates and professionals into the profession, including those who want to make career changes – an approach already being used in teaching. 

Question four: How can the nursing profession be made more attractive to school leavers, graduates and to people seeking a second career, so that retiring older nurses are replaced?

2.2.2 
Improving pre-registration training
We want to make sure money allocated for nurse training is protected. We could, for example, ensure budgets are set aside explicitly for training and not able to be diverted for other purposes. 
We also want to end central control and political interference in nurse training so that organisations are free to decide at a local level, in consultation with their staff, on the training that nurses need.  
2.2.3. Fairness for students
People from a wide range of backgrounds and ages are attracted to a career in nursing and we want this to be nurtured. There is considerable concern among the profession that a move to an all graduate profession would destabilise this, as many able candidates may be deterred. In addition, diploma degrees are generally more flexible than degree courses, allowing for part-time and modular approaches. 

On the other hand, a move to degree status would bring sector-wide recognition and would help bring a uniform understanding of the standard reached by registered nurses. We are seeking a solution that incorporates the best components of both. For example, the gateway to a nursing degree could reach beyond the traditional ‘A’ level route, enabling those with other qualifications, like NVQs, to access courses. 
We do not want to alienate potentially excellent nurses or those already with diplomas. Nurses, healthcare assistants and nurse care assistants currently serving in the NHS should be given the option of progressing to a degree through a specially tailored course. Degree courses themselves could be made more flexible with part time and modular structures, which appeal to more mature students who may have childcare responsibilities as well as to those who need to remain in employment for financial reasons while studying.
Within a cost neutral framework, we also want to consider ways of addressing the perverse incentives for students to choose a nursing diploma over a degree. We will support nurses through a reformed bursary structure for all trainee nurses. 
Question five: Would a move to a degree-level profession work better if access to degrees was broad and the degree structure itself more flexible? 

2.2.4. 
Cutting drop-out rates – preceptorships 
We will examine whether one year preceptorship programmes – one year foundation periods – would help tackle high drop-out rates and help students complete their training and stay in the profession. If this could be achieved then it would cut the amount of NHS funds wasted on students failing to complete their courses. 
We recognise that in order to make preceptorships successful, NHS organisations must take the lead, perhaps by engaging a senior nurse in the process. Furthermore, in light of the move to delivering care closer to home, this could be extended to primary care providers. We will also look to the independent and voluntary sector to provide a one year preceptorship. Enabling NHS bodies to manage their own workforce planning would assist this process. 
In Scotland, nurses are given a one year placement to help them build on the skills they have learned. Evidence shows that preceptorships play a key role in new nurses gaining confidence and competence.
 In July 2008, Lord Darzi announced a three-fold increase in investment in preceptorships.
 However, the funding is not ring-fenced and research by the National Nursing Research Unit, shows that preceptorships vary in length and that implementation is patchy, despite high demand from most newly qualified nurses.

Question six: How can we make the pre-qualification training of nurses more secure and reduce the high attrition rate? 

2.2.5. 
Ensuring high standards in nursing training
Nurse training should both meet the educational needs of nurses and the needs of patients. Given the range of qualities demanded of nurses, training providers may wish to examine whether face-to-face interviews would sift out those students who are less suitable. Getting  the right candidates would in turn reduce high attrition rates. 

One way of addressing the issue of students having to choose a firm training path at too early a stage could be for all training institutions to offer an initial foundation course that would help students determine their suitability for the respective pathways. The pathways themselves may need to change to reflect the needs of the service. 

A possible way of ensuring consistent standards between training providers would be to look at whether an existing body, such as the Quality Assurance Agency, could be given the task of determining and assessing institution-wide quality standards. 

Nurses in training need better and more consistent practical exposure. Alongside the aspiration to deliver more care in the community, practical placements should be considered in the primary sector. 

Question seven: How can we improve the suitability of candidates and the content and structure of pre-registration education so that it meets the educational needs of nurses and the NHS?

2.2.6. 
A workforce that meets local needs 

Under Labour, endless organisational upheavals in the NHS have shifted organisational accountability and control from one body to another, undermining its ability to have a workforce that is properly tailored to service needs. 
Better workforce planning makes good sense for delivering better patient care. It also makes good financial sense – the National Audit Office estimate that improvements could save the NHS between £25 and £50 million a year.
 
We believe those who actually employ health professionals – the NHS, the voluntary sector and the independent sector – should play a greater role in workforce planning. We want employer-led estimates of future workforce needs to be linked directly to decisions over funding for staffing and training provision. 
Question eight: How can we improve workforce planning so it better reflects local service requirements? Is there a way nurses could engage with this process? 
3. Supporting professional development 

3.1 The challenges
Getting the best out of our nursing staff is essential, but fundamental problems now exist over career progression and skills development, and there is simply not a fair framework in place that adequately rewards and recognises achievement.
3.1.1. 
Lack of training and interference in training budgets

We neither know how much money is allocated centrally to continuing professional development (CPD) for nurses, nor how much NHS bodies devote to it at a local level. The NHS Workforce Director General, Clare Chapman, recently conceded: “If you look across the service, we see there are some organisations spending 1 per cent [of their income] on CPD and others are spending very different amounts”.
 

Recent reports published by the Healthcare Commission highlight problems created by a lack of post-qualification training provision. At Birmingham Children’s Hospital, concerns were raised in February 2009 where, “a lack of appropriately trained theatre nurses for neurosurgery had led to serious concerns about the safety of patients”.
 The investigation into Mid Staffordshire NHS Trusts found that “The nurses in A&E had not had enough training and development”
 and that, “Not all the nursing staff had the correct skills to observe and care for the variety of patients admitted as surgical and medical emergencies. On the bays with cardiac monitors, the nurses had not been trained to read the monitors. On occasions, the equipment was turned off”.
 
Part of the problem stems from political interference, with extra training funds being reallocated to support Government-led initiatives. For example, in 2005-6, £7 million was allocated for nurse prescribing training.
 While this extra funding for career development is welcome, it should be down to the local health providers to determine what the training priorities are in their areas, not government ministers in Whitehall bent on meeting targets. 

Training is an investment in staff and an investment in the NHS. But half of all nurses do not feel that they have access to adequate training to progress in their career.
 In addition, Trusts are not ensuring that registered nurses are applying their skills and knowledge to the best of their ability. The National Audit Office reported that only 54 per cent of NHS staff received a ‘knowledge and skills’ review.
 
3.1.2. 
Lack of definition of the role of nurses
Today, but the role of nursing is broader than it ever has been. Nurses are now doing more clinical work and taking on more specialised roles. They are also developing skills in new areas such as commissioning and research, which were traditionally the preserve of medics. 
However, job titles for nurses are not standardised and there is confusion over what skill-set to expect from different roles. There is no common understanding of what roles such as ‘community matrons’ entail. A recent study published to celebrate 150 years of district nursing this year, concluded that, ‘District nursing services are currently being diluted by loose use of the title…and lack of recognition of the value of their specialist title”.
 Similarly, no mandatory standards have been identified for practice nursing and their role definition is unclear.

By contrast, the career pathway for doctors who have completed their foundation years is clear. In addition to research work, doctors can choose from 15 speciality training pathways. Not so for registered nurses, who have no clear, structured pathway to progression. 

Part of the problem is that the Government simply does not understand what roles it is asking for or whether these are needed. In 2004, the DH announced that there would be 3,000 new community matrons by 2008.
 But in 2007, SHAs convinced the DH that the initial number of community matrons demanded was not viable. In a recent answer to a parliamentary question, a health minister conceded that the DH did not even hold a definition for a community matron.
 

3.1.3. 
Opaque pay and rewards system 
Nurses are feeling sidelined by the poor implementation of the Knowledge and Skills Framework (KSF) which informs their pay band. Only 54 per cent of Trusts have implemented the KSF,
 which provides an opportunity for nurses to think about their career development and matches the skills and the abilities of nurses with respective pay bands. The KSF system is, in any case, considered too unwieldy and too complex. As a head of human resources in the NHS said recently: “we could not justify the extra cost and time involved for our staff and managers”.
 
3.2.
 Our proposals
3.2.1 
Supporting continuous professional development

We want to address the problem of political inference in post-qualification training for nurses and will consider proposals to prevent this from happening. We are considering two mechanisms to help provide an imperative for NHS employers to advance the skills of their staff. 
The first consideration would be phase in a system where money for training follows the individual staff member in place of the opaque central block grants that exist at the moment. Training money could be allocated fairly to organisations through the NHS resource allocation formula and then all providers of NHS care could be asked to make a contribution towards CPD training for each of their staff members.  In other sectors, training is seen as integral to an organisation’s success and is a central issue in business planning. Healthcare organisations, within and without the NHS, should consider the same approach. 

Second, we are considering incorporating a standard in commissioning contracts to encourage NHS providers to supply CPD opportunities for their staff. That way, primary and acute providers of care can be held to account for the development of skills within their organisations. 
Question nine: How can CPD funding be secured to meet the personal ambitions of nurses and the long-term interests of the NHS? 

3.2.2. 
Clear career progression 

Nurses are now practitioners, commissioners and specialists, but the pathway for career progression can be confused. We need to consider whether nurses should follow specific clinical pathways and, if so, whether the eight clinical pathways identified in Lord Darzi’s review of the NHS are the best or if they are too prescriptive.

We will consider structuring nurse training along the lines of the pathway for doctors from medical training to specialty status. And ‘Skills for Health’, like other sector skills organisations, must be developed to deliver high standards of cost-effective healthcare training. 
Question ten: How can we ensure that CPD pathways are of a high standard and meet the needs of patients? 

3.2.3. 
Fair pay

We believe that responsibility should be matched with reward. Nurses should be paid properly for the responsibilities they take on – although of course public sector pay should reflect prevailing economic conditions. Nurses are feeling sidelined by the poor implementation of the Knowledge and Skills Framework which informs their pay band.
We would like to investigate ways in which we can simplify KSF so managers and staff can use it without consuming too much time. We also want to explore ways in which we can make the electronic KSF compatible with the Electronic Staff Record to avoid duplication and confusion. 

In addition we will maintain pay reviews to inform pay levels for healthcare employees. 

Question eleven: how can we ensure that the pay and banding system corresponds accurately to roles?
3.2.4. 
Better definition of roles 

We are considering how confusing job titles can be banished along with the standardisation of qualifications at each level, so that patients and NHS smployers know exactly what to expect from staff.

Question twelve: Should there be mandatory professional and academic benchmarks for different roles, and is there a need to streamline role definitions? 
Consultation Summary 

1. How can we capitalise on the freedom which flows from removing central-process driven targets to deliver higher quality care? 
2. How can we help nurses have more influence and control over the patient environment? 

3. What other mechanisms to give nurses a strong voice and improve staff safety should be considered? 

4. How can the nursing profession be made more attractive to school leavers, graduates and to people seeking a second career, avoiding the demographic time bomb in the nursing workforce?

5. Would a move to a degree level profession work better if access to degrees was broad and the degree structure itself more flexible? 

6. How can we make the pre-qualification training of nurses more secure and reduce the high attrition rate? 

7. How can we improve the suitability of candidates and the content and structure of pre-registration education so that it meets the needs of nurses and the NHS?

8. How can we improve workforce planning so it better reflects local service requirements? Is there a way nurses could engage with this process?  

9. How can CPD funding be secured to meet the personal ambitions of nurses and the long-term interests of the NHS? 

10. How can we ensure that CPD pathways are of a high standard and meet the needs of patients? 

11. How can we ensure that the pay and banding system corresponds accurately to roles? 

12. Should there be mandatory professional and academic benchmarks for different roles, and is there a need to streamline role definitions? 

We welcome all your views. 
Please send responses by 30 August 2009 to Anne Milton MP, House of Commons, London, SW1A 0AA. miltona@parliament.uk 
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