Nursing Times Speech: 29/01/10 - 
Introduction

Thank you once again for the chance to join you at The Nursing Times Summit.  As we approach the General Election all three main parties will be putting forward their vision for the future of the NHS and of nursing to the electorate.  With over 500,000 nurses in England and Wales and many more ex-nurses, it is safe to say that nurses and nursing will play a major part in deciding who gets the keys to Number 10, just as nurses play the central role in delivering care in our health services.
Let me begin by saying that over these last six years we have tried not just to be a Government-in-waiting, but to influence the shape of the health service. On issues such as the importance of improved infection control, the need to give privacy and dignity to patients through more single rooms, and the need for comprehensive school nursing and health visiting services, we have led the debate alongside the Royal College of Nursing. I am proud of the progress we have made. I am equally proud of the consistent support we have given to the values of the NHS and of how that has now transformed the public and healthcare professions’ trust in the Conservative Party to be stewards of the NHS in the future.


When David Cameron became leader of the Conservative Party four years ago, he made clear that the NHS was his personal, and our number one political, priority.  This is for one simple reason; because we all depend upon the quality of the service which the NHS provides.  It is the public’s number one priority.  It has the highest approval rating of any public institution.  It is the bedrock of a fair society.  
But we know that when the public express their support for the NHS, it is not the structures, finances or policies they think about. It is the people and the principles. Their local hospital and GP practice. The people who run these. So, just as we will be true to the principles of social solidarity which underline the NHS. We must also be true to their faith in those caring professions.

So I am clear that the staff of the NHS are its greatest asset.  Time and again, I have been impressed by the dedication and talent of the staff who devote their working lives to providing the care, the treatment and the service in the NHS day in and day out, work miracles daily and we need them to be motivated and inspired.  Nurses and nursing are at the heart of providing great care. That is why last May we published our consultation on the Future of Nursing , setting out proposals and ideas to strengthen nursing as part of our plan for change in the NHS, but also to ask you to help to shape our policy and to feedback your views.  Today, I want to express my thanks for your contributions, to update you on our plans, and let you know how your input has informed our thinking.   
1) Valuing nurses
We need nursing to be valued by government and healthcare employers.  We need to promote a positive image of nursing and encourage career aspirations amongst nurses.  The onus is on Government and NHS employers to deliver positive images of nursing as a dynamic 21st century career to the public: to show that there is a wide range of jobs in nursing, including senior clinical and management roles. 
I want to see nursing be recognised not only for the caring profession it always has been, but also on the challenging profession it has increasingly become: responsible, technological, accountable, on the front-line, integral not only to the patient’s care and experience, but also increasingly responsible for the decisions on and delivery of care. Nurse practioners, nurse specialists, emergency nurse practitioners, psychiatric nurses, nurse consultants, nurse-led services and nurse-led practices all occupying a diversity of healthcare roles which stretch the public’s traditional understanding of nursing. 
We should not now be thinking about how to support nursing and nurses to extend their role.  We should be looking not only to recruit and train the nurses we need, but also to be thinking how nursing can be the professional background for a wider range of those providing the leadership and delivery of our health services for the future.
Nursing is already a broad-ranging profession. As we can see in America and some other countries, there is scope for the status, value and role of nursing to go further than it has done.

So it was deeply depressing for me to find hidden in a Department of Health document the news that the DoH are predicting that over the next five years, thirteen and a half thousand more nurses will leave the profession than are recruited to it.  We’ve already seen the number of NHS managers increase three times as fast as the number of nurses under this Government.  Of course, the increase in the number of nurses working in the NHS in recent years is welcome.  But now, the consequences of tolerating waste and bureaucracy in the NHS are catching up with the Government, and their workforce plans would mean a reversal of recent gains in the value of nursing.   
Allow nurses to nurse: 
If we are to achieve the kind of professional autonomy I have described, we have to allow nurses to nurse.
We know that rigid central targets have had a profound negative impact on staff morale, and have too often distracted from quality improvements.  Where one aspect of care is ‘targeted’, non-targeted aspects of care will inevitably suffer; waiting lists have been reduced but hot bed policies led to a rise in infection rates. Responses to our consultation highlighted the tick-box procedures/practices that are more about complying with a risk- averse and litigious culture than an evidence base.  We will challenge this.  We also know that we can only expect nurses to fulfil their vocation if they have the autonomy to exercise professional judgement, if they are able to focus on their responsibilities and contact with patients, and if the bureaucracy is cut back with admin support being exactly that, support not the end in itself.  
Restoring professionalism: 
As a profession, nursing needs the opportunity for continuing professional development. Nurses frequently express to me their frustration at the lack of structured opportunities for career development in the NHS.  GPs tell me that there is a great need for practice nurses who have received training that is tailored for the role.  It seems an obvious fit.  But there is no joined-up thinking to facilitate strategic workforce planning.  Responses to our consultation revealed that appraisals with managers are inadequate at present; appraisers are often not qualified to appraise and take little interest in individual staff or formulating plans for personal and professional development.  The 2008 NHS staff survey results confirmed that this is a significant problem.  We know that a recent RCN study found that 44% of respondents had considered leaving their nursing course. We must do much better.  We need to explore how high-quality preceptorship, continuing professional development, clinical placements and mentorship can be made accessible to all students and qualified nurses, not just the few.
I find the debate about whether all nurses should have a degree is often backward-looking.  It’s clear that for nurses to meet the professional standard we seek they must be educated to an advanced level to equip nurses with the skills to plan, lead, manage and deliver evidence-based clinical nursing care.  But we also know that there are some people who have all the skills to make great nurses who would be deterred by the apparent academic requirements of a degree.  My position is clear: I am in no doubt that  nurses should be, or be able to, become graduates, especially to lead and develop nursing services; however there are many of those involved with the care of patients who do not need a degree for the work that they do. The structure of qualifications should reflect the wide range of roles and requirements of the service. When one looks at the characteristics of nursing, it seems to me that it carries all the hallmarks of professions which we would generally now regard as at graduate-level . It is however not necessary to ensure that a degree is an entry requirement to the profession, rather than the level of qualification which nurses should achieve as a result of their education, training and practice. 
Also, I don’t think we can say that nursing is only, by definition, what nurses do. Healthcare assistants and other healthcare staff provide nursing support. We need to be clearer that we are not living in the past, where SRNs and SENs delivered all aspects of a patient’s personal care. This is not to limit nurses’ responsibilities or role, simply to recognise that nurses take professional responsibility and  therefore their knowledge, skills and competences must be clearly defined. There will increasingly be overlap between staff groups in the tasks they do; doctors and nurses or nurses and therapists. So let us define professions less by workplace demarcations and more by professional competences and qualifications.
Through Modernising Nursing Careers, this is a priority task. With the unhappy example of Modernising Medical Careers, I urge the nursing profession to take ownership of this; do not think it is for Government – any Government- to prescribe to you. 
Whistle-blowing: 
The 1998 Public Disclosure of Information Act was brought in to protect professionals who raise concerns in the interest of public well-being.  But it has led to confusion among healthcare professionals about how to appropriately raise concerns, when to escalate them and to whom.  I know that the discrepancies in the way that this Act has been implemented across NHS trusts needs to be addressed.  But the reality is that improvements in reporting arrangements will have little effect unless we can make certain that action is taken and followed through after the whistle has been blown. 
Violence against nurses: 
I know that a priority for nurses is to feel safe in their workplace.  You will have seen at your places of work the signs that say there is zero tolerance of attacks against NHS staff.  But we have to make sure that zero tolerance means just that.  If the Government’s ‘zero tolerance’ policy that they announced ten years ago had any teeth, we would have more than one in a thousand attacks resulting in prosecution.
 If more prosecutions were brought, we would have a deterrent against offenders. Clearly, the system is not working.  

2) Influence and control 
The public’s expectation is that nurses take responsibility for the hospital environment from ward level.  That is also my expectation.  Our plan for change in the NHS is centred on frontline clinicians wresting back control from central and regional bureaucracies.  
I have made clear that I am committed to cutting the costs of central bureaucracy by at least a third over the life of the next Parliament, and achieving real efficiency savings, so that we can invest back into frontline services.  Investing in our frontline has never been more important as we prepare for 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. 

That’s why we want to see nurses extend their spheres of influence and control at every level from the board to the ward.

Representation: 
Responses to our consultation repeatedly highlighted the need for nurses to be given greater accountability and responsibility at ward or team level, with direct access to Executive directors at Board level.  This is critical to achieving a ward to board approach.  
We have seen too many examples of the voice of nurses on behalf of their patients being lost at the top level.  I’ve looked back through the Healthcare Commission reports into Maidstone and Tunbridge Wells, Stoke Mandeville and Stafford, and the CQC report into Basildon.  Time and again, the same themes have recurred. 

Stoke Mandeville: ‘The trust failed to listen to its doctors and nurses. The head nurses were so worried about standards of care and risks to patients that they addressed their concerns directly to the chief executive. These concerns were not acted upon. ’ ‘Many senior staff wrote to members of the executive team…they told us that nothing would be changed ‘unless a disaster occurred’. P7-8
Maidstone and Tunbridge Wells: ‘Some senior doctors said there was no forum at which they felt comfortable to raise their worries about…the care of patients. Senior nurses reported they were able to raise concerns at the monthly meetings of senior nurses. However they did not feel that this often led to resolution of the issues.’ P80

Mid-Staffordshire: ‘Many consultants considered that they were not listened to, and that the trust did not welcome constructive criticism or heed concerns that proposals could have a negative effect on the care of patients’ P105

Likewise, in all these cases, board meeting minutes show that time was devoted to discussing finance and targets; little time was spent on issues of patient safety and quality.

Stoke Mandeville: ‘Non executive staff did not seem aware of the extent of clinical concerns’. p9
Maidstone and Tunbridge Wells: ‘The system that was intended to bring clinical risk to the attention of the board did not function effectively, and the ward appeared to be insulated from the realities and problems on the general wards’. P86
Mid-Staffordshire: ‘Staff consistently highlighted problems relating to… poor care for patients…Many of these issues required consideration and resolution at a strategic level, but were rarely considered by the board.’ ‘The board appeared to be insulated from the reality of poor care for emergency patients’.p9

Basildon: ‘Analysis of board meeting minutes suggests it spent little time discussing and challenging information in relation to poor quality of care for patients’. (CQC 11/09 p3)

The heart of the problem was that the people who knew about what was going so terribly wrong had no power to do anything about it, and those that had the power were oblivious to what was happening under their noses. This has to change.
Nurses leading on quality and innovation: 
We must also work together in developing the role that nurses can take in buying services on behalf of patients.  Our plan for improving the NHS is centred on putting power over budgets and decisions as close to patients as possible – with frontline staff.  Time and again, when we give nurses greater autonomy the decision is vindicated.  Look at the success of nurse-led health centres.  A study found that there was no discernible difference in patient outcomes in emergency care between nurse and GP consultations.  In fact, nurses tended to provide more information to patients, give longer consultations and recall patients more frequently than doctors.
  The reason nurses so often get it right is because they spend the most time at the bed side or out in the community with patients.  For you, the NHS has always been about people.  We know that we can trust you to take on greater responsibilities in commissioning because you know how to deliver patient-centred services.  
Nurses leading on increasing productivity: 
We’ve also seen how nurses can lead on increasing productivity in order to release resources for improving patient care Initiatives such as the Productive Ward have shown us that nurses can save money and time through working smarter rather than harder.
Nurses leading on employee ownership: 
The Government are closing down the opportunity for new providers to do NHS work. This is having a chilling effect, not just on the private but on the voluntary sector, and even on NHS employees who are considering the right to request establishing new social enterprises.  I believe that the social enterprise sector can make a big contribution to the future of NHS provision both in terms of quality and capacity.  Not only do I envisage new social enterprises offering wholly new capacity, but I want to empower NHS staff themselves to take ownership of social enterprises.  I’ve seen this work in practice amongst the innovative nursing community at Surrey Healthcare Partnership.  We need to empower community nurses with the will and skill to take on this sort of responsibility with the right opportunities and framework.  
So I want to create new flexibility in the governance regime for Foundation Trusts to enable community provider services to apply for Foundation Status with a simplified and less costly corporate governance requirement, and among their options to do so on the basis of employee membership of Foundation Trusts.  By doing this, and by developing practice-based commissioning with real budgets, I hope we will unleash existing NHS community services to develop in to one of the largest and most dynamic social enterprise sectors anywhere in the world.

Conclusion

I believe in the NHS.  I believe we can achieve the best health outcomes anywhere in the world. But I know that we can only so do if we give the professions within the NHS the resources and the freedom to deliver.  To increase  professional autonomy and meaningful accountability for patient’s outcomes.  To move from a top-down system to leadership from the front line. To cut out waste and make the best possible use of resources as much a professional responsibility as the best possible patient care.  To make the results and experience for patients at the heart of all we do. Together, I know we can.
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