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SAFE AND EFFECTIVE STAFFING: THE REAL PICTURE

1. Foreword

This report paints a picture of an NHS
struggling without the nursing staff it knows it
needs. Our research reveals the size of the hole
in the NHS nursing workforce, explains what
lies behind it and offers advice to policymakers
on how the trend can be reversed.

Vacant nurse posts in hospitals and other
parts of the NHS is sadly nothing new. But in
England, the number has doubled in the last
three years.

Despite the best efforts of nurses, patient care is
suffering because of a potent cocktail of factors
swirling around the NHS.

For a nurse, demand and pressure at work has
spiralled upwards at the very moment that pay
has gone the other way. Nurses are being asked
to work longer and harder — staying on beyond
their shifts, even when they’ve already worked
12 hours flat out to give patients the care they
deserve, before going home exhausted and
sometimes in tears.

For some, it is just too much. Four in five
Directors and Deputy Directors of Nursing in all
four UK countries state that their organisation
relies on the goodwill of staff to keep services
running (82%). That goodwill does not

last indefinitely and too many now feel no
alternative but to leave a profession they love.

But when a nurse leaves, who replaces them?
There’s no certainty about the next generation
of UK nurses. Some are being deterred by low
pay, some by the considerable pressure and
others by the new costs of training to be a nurse.
We desperately need to retain the experienced
nurses we have currently got.

Too few are being trained domestically at the
very moment we risk losing the international
nurses we depend upon because of leaving the
European Union.

This report provides conclusive proof that, faced
with insufficient numbers of available registered
nurses, hospitals and other health care settings
are hiring increasing numbers of unregistered
support staff.

Three-quarters (76%)

of Directors of Nursing and Deputy
Directors say they are concerned
about ensuring safe staffing levels.
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It is unfair on the health care support worker,
unfair on the nurse who must supervise and not
least, unfair on the patient. The evidence shows
that patients do best when they are cared for by
the right number of registered nurses.

Recent history shows us that when finances

get tight, nursing budgets get raided — with

the worst possible consequences for patients.
Directors of Nursing should not have to fight to
get appropriate funding. The existing guidance
on safe staffing does not have the sharp teeth

it needs and must be enshrined in legislation.
For the first time, the RCN is calling for staffing
levels in all health and care settings across the
UK to be put on a legal footing.

Politicians have a choice on whether to give the
NHS the money it needs to deliver safe care.
With law in place, we can guarantee safe and
effective nurse staffing, and only then will we
begin to draw a line under this current false
economy and ensure patients are safe.

Janet Davies, RCN Chief Executive and
General Secretary
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2. Executive Summary

This report is an important step on the journey
toward securing guaranteed enforceable safe
and effective nurse staffing levels in all health
and care settings across the UK. The time has
come for legislation in each country in the UK to
ensure that patients always receive the safe care
they deserve through genuinely enforceable safe
nurse staffing levels. Wales has led the way in
addressing the issue of safe and effective staffing
through legislation. England and Northern
Ireland now need to respond in kind. Scotland is
developing a legislative approach, although the
detail of any Bill is not yet available to evaluate.

Currently, the health care system is clearly
relying on the goodwill of nursing staff.
Financial and efficiency concerns are trumping
safe staffing concerns.

This report shows that

« the skill mix is being diluted and substitution
is occurring

« vacancy rates have increased across the UK,
but doubled in England in the last three years

« retention is a significant issue.

Three-quarters (76%) of nurse leaders in the UK
who participated in our research say they are
concerned about ensuring safe staffing levels. 90%
say they are concerned about recruiting new staff,
whilst 84% are concerned about retaining current
staff. Four in five (82%) nurse leaders in our
research say that their organisations run on the
goodwill of their staff to keep services running.

The UK’s overreliance on nurses from the
European Economic Area/European Union adds
another dimension of complexity and risk as the
UK prepares to leave the EU. A recently leaked
Department of Health workforce model of the
UK stated that in the worst-case scenario, the
nursing supply could fall 42,000 by 2020. But our
report shows that with vacancy rates increasing
across the UK, in England alone there are 40,000
staff missing already.

Guaranteed enforceable safe and effective
staffing levels in all health and care settings
across the UK will ensure patient safety

is protected. Compliance with statutory
requirements is the first priority for
organisations — legislation works in changing
behaviour. Legislation should reinforce safe and
effective care to corporate responsibility of any
health care organisation, rather than leaving it
at individual levels of management. In a quality
health and care system, central critical aspects
are legislated for in aid of public protection and
to enable value for money: financial viability,
quality and outcomes, commissioning and
provision of services. But legislation for the
accountable provision of staffing levels
should also be present.

It is vital that in every country of the UK it

is clear where accountability lies, what the
existing and future workforce strategy is, what
the planning model will look like, and what

and where robust workforce intelligence data
will be stored and used. We know that the right
number of registered nurses caring for patients
is linked to better outcomes for patients and
safer care. It is crucial that Governments across
the UK resolve the historical lack of workforce
strategy through a planning and development
model that determines and provides adequate
supply for each health and care system. This
must be underpinned by the development of
education and training models that maintain an
appropriate supply of appropriately educated,
skilled, competent and motivated nurses to meet
the needs of their population.

There is clear evidence that the right number

of registered nurses leads to better outcomes

and safer care. While there is no fixed nurse to
patient ratio staffing levels need to change in
response to the severity of a patient’s illness —
enforceable safe staffing levels in every health
and care setting must be in place to ensure that
people using services are safe, wherever they are.
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3. Introduction

This report provides an important contribution

to the conversation on nurse staffing levels and to
patient safety in health care. It contains two new
datasets: assessments by Directors of Nursing

of the state of the UK’s health systems and its
workforce, and data on nurse staff vacancies in
Trusts in England specifically. This is presented,
alongside evidence from frontline nursing staff, in
the context of evidence, policy and implementation
for safe and effective staffing across the UK. We
provide constructive solutions to the problems
identified and explain some of what the Royal
College of Nursing is going to do next.

The provision of health and social care across
the UK is extremely complex. Throughout this
report we present workforce data from across
the UK where it is available, and compare like for
like where it is feasible. Comparing data across
the four countries is difficult due to reporting
differences and gaps. Accounting for the health
and care across the NHS and outside the NHS

including local government, independent and
voluntary sectors is also difficult due to a lack
of data. In some countries there is partial data
collection on the social care workforce; however,
due to differences and gaps, data from outside
the NHS has not been included.

While this report is focussed on the NHS
workforce in terms of its data presentation, the
issues described apply to the wider health and
care sector. It is for Governments across the UK,
working with the Royal College of Nursing and
others, to ensure that this data gap is filled, and
to future proof our workforce through robust
and credible workforce strategy, intelligence,
planning and modelling. The evidence base is
clear that degree-educated nurses have a positive
impact on reducing mortality rates. Safe and
effective care depends on having a well-staffed,
highly qualified workforce. Without experienced
staff who can provide complex care, the risk to
outcomes and patient safety is too great.
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4. Background: Nursing in the UK

The NHS and the wider UK health and care
systems are under immense pressure as people
struggle to cope with unprecedented demand
and diminishing resource. Medical advances
mean that people are living longer, but often

in poor health with multiple chronic physical
and mental health conditions. The contribution
of registered nurses and health care support
workers in assessing needs, providing holistic
care, and supporting people’s quality of life
needs is crucial for UK health and care systems
to be able to respond appropriately to rising
demand and financial pressures. However
without sufficient numbers and quality of nurse
staffing to meet need, patients are at risk and
Governments cannot guarantee a primary and
fundamental cornerstone of health systems —
the provision of safe and effective care.

Nursing is a highly skilled and educated
profession and nurses are active everywhere
that care is provided across the UK. Wherever
people live and need health care, nurses are

90% of Directors of Nursing and
Deputy Directors are concerned
about recruiting new staff, whilst
84 % are concerned about retaining
current staff.
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designing and leading the way - from children’s
wards, to adult and acute services, from
primary and community settings, mental health
and learning disability services, to schools,
hospices, and prisons. Nursing is the most
trusted profession in the UK with 93% of the
public saying that nurses tell the truth.!

Over the last decade changes to nurse
education, training and nursing innovations
have resulted in improvements in the care that
nursing provides to patients. Many nurses now
operate at a level of specialism which means
they are responsible for complete episodes of
care including diagnosing and the prescribing
of treatment. Nurses are now trained to deliver
diagnostic care such as endoscopies. Nurses run
a range of nurse-led services such as walk-in
centres, primary care practices, travel clinics
and mobile treatment centres for people living
homeless. Advanced nurse practitioners provide
clinical care in a range of settings, such as in
dermatology where they detect cancer, diagnose
malignant melanomas, perform surgery and
provide follow-up treatment. Many aspects

of care that were historically the reserve of
medical colleagues are now fundamentally
delivered by nurses.

Northern Ireland first made the move to nursing
becoming a degree-level profession in 2000,
followed by Scotland and Wales, with England
joining in 2012. To become a registered nurse,

a person must undertake at least three years of
university study alongside clinical practice in a
variety of care settings. Since 2016, registered
nurses as regulated professionals, like doctors,
undergo revalidation every three years. Due to
the increase in complex care required to meet the
needs of our population, the skills, knowledge
and education of the nursing workforce must
continue to progress. This will ensure that
nurses continue to work positively with medical
colleagues and the wider multidisciplinary
team. This is why the Royal College of Nursing
will continue to advocate for degree-trained
graduate nurses. It is crucial to sustain this level
of education in the wake of advancements in
medical practice and clinical technologies.



Across the UK, at the end of March 2017 there
were 656,219 nurses on the Nursing and
Midwifery Council (NMC) register.2 Registered
nurses are responsible for the delegation of
nursing care to and supervision of health care
support workers, who are currently unregulated.
Health and care services across the UK have
increasingly relied on international recruitment,
due to a shortage of UK-trained nurses. Based
on where they trained, 552,581 (84.2%) of

those currently on the register are from the UK,
36,615 (5.5%) from the European Union (EU)/
European Economic Area (EEA) and 67,023
(10.2%) from outside the EU/EEA. Whilst the
majority of the workforce is educated in the

UK, a substantial number are not. Currently,
there are two routes of supply of internationally
recruited nurses: from within the EU, due to the
free movement of people, and outside the EU
through specific visas.

The policy of recruiting from outside of the
UK is not a result of inadequate numbers

of UK citizens applying for pre-registration
nursing places. Many people want to become

Where does
our workforce

come from?

nurses with applications for nursing courses
outstripping the number of places available.3

The importance of international supply comes
into sharp focus following the latest annual NMC
figures showing new additions to the register.
For 1 April 2016 — 31st March 2017, 6,382 EEA
nurses joined the register compared to 9,117

new registrations in the previous twelve months.
This represents a drop of over 30% in just one
year. While we do not know the full picture

for why this fall has happened, we believe that
uncertainty about the future status of EEA
nationals is a significant factor for the nursing
community. There have been suggestions that
the drop in EEA registrations is a consequence of
tougher language-testing requirements and that
further research is needed.

The countries from which international nurses
coming to the UK has changed significantly over
the last fifteen years. In 2002 over 80% of nurses
came from countries outside of the European
Union (EU). Today, this ratio has reversed,

with EU countries providing the vast majority

of overseas nurses. This is largely a result of
increasing recruitment from within the EU/EEA
after 2010, and changes to immigration policy
reducing the supply from outside the EU/EEA.

B Trained in the UK
® Trained in the EU
Trained outside the EU

Source: Information
provided by the NMC
May 2017
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Figure 2: NMC register broken down by EEA (excluding UK) and

non EEA 1999-2017
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In October 2015, to help with the UK-wide
recruitment and retention challenges in both

the NHS and independent sector, the Home
Office added nursing to the Shortage Occupation
List.# Inclusion means it is easier for providers
to obtain visas for those nurses coming to

work in the UK from outside the EU/EEA.
However, this is not a long-term solution and
these arrangements end in 2019. The ability

to rely on current and future supply from the

EU is uncertain. With nearly 37,000 EU nurses
currently working in the UK, leaving the EU
presents a major challenge for the UK health and
care systems that needs to be considered in the
context of safe and effective staffing.

The proportion of nurses to population in the
UK was 8.3 per 1,000 population in 2013. This
is below the Organisation for Economic
Co-operation and Development (OECD) average
and lower than countries in Scandinavia, Canada,
Australia, the United States and New Zealand.>

Nurse staffing levels in the
NHS - what we have found

Of the nearly 660,000 nurses on the NMC
register in the UK, around 60% work in the
NHS.6 The remainder work across a range

of health and care services provided by the
independent and voluntary sectors, local
government and in the education sector. As
outlined above, data outside the NHS is poor
and intelligence is limited to only being able to
account for the registered workforce in the NHS.

Nurses and midwives are the largest section of
the NHS workforce, accounting for nearly a third
across the UK, with registered nurses comprising
between 27-31% of the workforce in each
country. As the biggest element of the workforce,
they are also the most vulnerable when thinking
about making efficiency savings by reducing
headcount and the pay bill.
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Table 1 shows a growth of the nursing and midwifery workforce between 1.2% and 8% across the four
countries in the last six years. This slight growth in the nursing workforce needs to be considered in
the context of an expanding, ageing population that is living longer with more complex needs.

Table 1: Regulated workforce numbers across the UK, 2010-16

Nursing, %
health : :
B — Difference change
midwifger > from 2010 from

: y to 2016 2010-
registered pLo) [
staff (FTE)
England 299,370 296,925 291,620 295163 | 299,819 302,408 305,326 5,956 2.0%
Northern 12990 13,649 14,039 14,295 14,546 14,840 15075 | 1176 8.5%
Ireland
Scotland 42,513 | 41,495 41159 41,869 | 42,616 | 43,085 43,025 | 512 1.2%
Wales 21,783 21,686 | 21,755 21,923 21,987 | 22146 | 22,436 653 3.0%
UK 377,565 | 373,755 368,573 | 373,250 378,968 382,479 | 385,862 8,297 2.2%

Note: For consistency in reporting nurses, health visitors and midwives have been added in England.
The data point in each year is September for England, Scotland and Wales.
The data point in Northern Ireland data refers to December of the years 2012 to 2016 and March of the years 2009 to 2011.7

Despite slight growth in the workforce, patient demand on health and care services has also
increased, alongside improvements in treatments available. By how much, and how this demand
translates into forecasting supply is widely acknowledged to be difficult, mainly due to lack of
clear and consistent measures of demand.8 It is also important that this small increase in nursing
workforce is considered in the context of the wider multidisciplinary team, what this means for the
role of a nurse and the implications for safe staffing.

Table 2: Unregulated health care support workforce numbers across the UK, 2010-16

Nursing,

health visiting %

and midwifery Difference change
- health care pLo)[o] from 2010 from
support to 2016 2010 to
workers 2016
(FTE)

England 134,195 131,054 | 128,633 132,084 136,398 | 141,497 145,248 11,052 8.2%
Northern 3,999 3867 3,962 3998 3,993 4,047 4150 151 3.8%
Ireland

Scotland 15,322 14,724 14,712 15,141 158575 15,732 16,051 729 4.8%
Wales 9,601 9,303 9,367 9,281 9,247 9,319 9,534 -68 -0.7%
UK 163,118 158,947 | 156,674 160,504 165,212 | 170,595 174,982 | 11,864 7.3%

Note: For consistency in reporting nurses, health visitors and midwives have been added in England.
The data point in each year is September for England, Scotland and Wales.
The data point in Northern Ireland data refers to December of the years 2012 to 2016 and March of the years 2009 to 2011.°

10
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Table 2 shows that there has been significant
growth in the health care support workforce across
the UK, with the exception of Wales. As nurses
delegate nursing care to and supervise health care
support workers, they are accountable for the care
that they delegate. Any expansion to health care
support workers has a direct impact on the capacity
of nurses, and a knock on effect, diluting the skill
mix and limiting the health and care systems
ability to ensure safe and effective staffing levels.

The NHS workforce works across different

settings (such as acute adult, children’s, mental
health, learning disabilities). The figures in Table
1 represent all settings but a growth can mask
reduction in individual settings. The workforce is
fluid, as the labour market also is; and changes
across settings can occur in relation to increase
in patient demand, changes in the flow of
funding, or often in response to national policy
or local priorities.

The workforce trends highlighted in Figure 1
illustrate how stark the variation is in England.

Figure 3: Register nurse numbers by setting in England since 2010 (FTE)

15%
10%
5%
0%
-5%
-10%
-15% e  Acute, elderly & general
-20% H e Paediatric nursing
@ Community services
-25% | =™ Learning disabilities
/difficulties
-30% || === Mental health
e Nursing support staff —
-35% [ ® ®e® Total nursing
-40%
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Source: NHS Digital™®
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Four in five (82%) Directors
of Nursing and Deputy Directors say
that their organisations run on the
goodwill of their staff to keep
services running.
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The registered nursing workforce in England has
grown by 2% but the majority of this growth has
been in acute, elderly and general hospitals since
2013. From May 2010 to September 2016 there
were nearly 12,000 more nurses employed in
acute hospitals. This was a direct response to the
public inquiry led by Sir Robert Francis!! that
cited poor nurse staffing as a large contributing
factor to the failings at Mid-Staffordshire NHS
Foundation Trust. The UK Government regularly
quotes this growth in English hospitals.12

M

This figure is technically accurate but also only
part of the story. Because at the same time,

over the same period, the nursing workforce in
community services has shrunk by 14% (5,709
FTE posts). Similarly, mental health and learning
disabilities services have seen reductions in
nursing posts of 13% (5,142) and 36% (1,926)
respectively. These trends are at odds with the
overarching policy intention to move care closer
to home and the UK Government’s priority to
equally value people’s mental health on a par
with physical health.

12

In Scotland, due to issues with data quality,
community nursing workforce data was reviewed
and in 2014/15 an NHS Scotland-wide project
was carried out to improve the accuracy of
recording and reporting. Longer term trend data
is not available as data prior to the completion

of the review is not comparable. The emerging
National Health and Social Care Workforce Plan
in Scotland is likely to include ambitions for the
quality and availability of workforce data across
all sectors.

In Wales, there are particular concerns about the
shortages in district nurses and children’s nurses,
with only 412 district nurses recorded working

in community services in 2015. There are also
historically low numbers of children’s nurses, and
we are concerned that current workforce planning
for children’s nursing does not take into account
the number of potential registrants due to retire
or the reconfiguration of services. The shortage
of children’s nurses is particularly damaging in
neonatal nursing and in the community, with
neonatal units unable to meet national standards
for safe, high-quality care.!3

There is a lack of workforce data in Northern
Ireland broken down by setting. The numbers

of district nurses in Northern Ireland has also
decreased, with only 390 working in community
nursing services.

Nursing is on the Shortage Occupation List and
analysis of the macro NHS workforce figures
provides us with a broad understanding of the
shortage and shows variation across countries
in the UK and across different clinical settings.
What is evident is that even before actual safe
and effective staffing levels are considered,
there is already a lack of qualified substantive
staff to currently guarantee patient safety in
taxpayer funded health and care services across
the UK. Crucially, as many others have done, the
Migration Advisory Committee also highlights
inconsistent workforce data collection and
intelligence, significantly hampering the ability
to set meaningful workforce strategy across
health and care, whoever is providing it. But lack
of data should never be justification or rationale
for lack of a credible workforce strategy.
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5. The issue: What is safe and
effective staffing and why is it

Important?

Appropriate nurse staffing
levels mean safe and
effective care

Despite the lack of an agreed definition of ‘safe
and effective staffing’ in NHS and wider UK
health and care services, the pressures on the
nursing workforce due to vacancies and other
key factors give rise to significant concerns for
the provision of safe and effective care because
of alack of experienced staff required to deliver
care that is needed by patients. The public need
to be assured that there are sufficient registered
nurses, with the right skills, in the right place,
at the right time. This is critical as safe and
effective care depends on having a well-staffed,
highly qualified workforce.

How to define what ensures that staffing is safe
and effective is complex and depends on the
constantly changing nature of how people are
diagnosed and treated when they access any type
of health and care service. When we refer to ‘safe
and effective staffing’ in this report, we mean
that the health and care services are able to have:

« theright nurses,
«  with the right skills,
« arein the right place
« atthe right time.

Having the right number of nurse staffing, with
the right level of education, qualification and
experience protects the public and nursing alike.
So to ensure safe, effective and efficient service
provision, employers of health care workforce
must consider the right mix of staff and the skills
they require. The latter is referred to as the ‘skill
mix’ - the various skills of health staff - usually
defined by their level of education, experience, role
and pay-banding. In this report, when we refer to
the ‘skill mix’, we mean the skills, competence and
experience across registered nurses and health
care support workers in the team.

13

Nurse staffing levels are critical to the delivery
of safe and effective care. The Francis Inquiry
cited poor nurse staffing levels as one of the
primary failings at Mid Staffordshire NHS
Foundation Trust. A subsequent study by Sir
Bruce Keogh!# into mortality rates at 14 failing
Trusts in England found inadequate numbers

of nursing staff in a number of ward areas,
particularly out of normal working hours - at
night and at the weekend. This was compounded
by an over-reliance on unregistered support

staff and temporary staff.15 The findings of
Francis and Keogh are underpinned by a growing
body of evidence, proving a strong correlation
between the number of registered nurses and
mortality rates and a causal relationship between
registered nurse numbers, the amount of care
that is left undone, and mortality rates.16

A range of studies clearly warn that diluting the
nursing skill mix has potentially life threatening
consequences for patients.l” Consequently, the
merits of increasing the proportion of registered
nurses should be a big part of the conversation
about what safe and effective staffing actually is
— more registered and experienced staff educated
to a degree level are better equipped to deal

with complex conditions, apply sound clinical
judgement on care needs and act appropriately to
provide high-quality safe and effective care.

It is also clear that when focussing on the
effectiveness of care, sufficient numbers

of nurses have been proven to increase
productivity of the wider workforce.18 Out of
all the factors explored, evidence shows that
the number of registered nurses was the most
significant factor in increasing the productivity
of medical consultants.

The evidence is clear: sufficient numbers of
registered nurses lead to improved patient
outcomes, reduced mortality rates and increased
productivity. It is critical that health and care
services have enough available nurses to staff
services safely and effectively.



SAFE AND EFFECTIVE STAFFING: THE REAL PICTURE

The policy context and
implementation of safe
and effective staffing
across the UK...

As health is devolved to UK countries, the
policies governing safe and effective staffing
across the UK vary considerably. In Wales

the Nurse Staffing Levels (Wales) Act 201619
provides firstly a general duty on all Health
Boards to, when planning the provision of
nursing care, have regard to providing sufficient
nurses, to allow the nurses time to care for
patients sensitively, and also when securing the
provision of such services. The second important
clause allows for the Act to cover the provision
of NHS nursing care in the independent sector.
It also gives Health Boards a specific duty to
calculate and provide appropriate nurse staffing
levels on acute medical and surgical wards.

This legislation was the first in the UK and
consultation on implementation guidance closed
in April 2017. At present, the NHS in Wales is
guided by the existing 2012 Chief Nursing Officer
principles, which refer to a number of factors in
determining an appropriate nurse staffing level
including ward layout, patient dependency and a
general principle of one registered nurse to seven
patients during the day in acute hospitals. In
October 2016, the Welsh Government announced
their commitment to extend this Act to other areas
of care during this Assembly term (before 2020).
Whilst these areas are not specified, community,
inpatient mental health, maternity and acute
paediatric care have all been discussed.

In Northern Ireland, nurse staffing is outlined

by the Northern Irish Department of Health in
the Delivering Care framework. This supports
senior nurses and managers in presenting the
need for investment in nurse staffing. To date

it has been implemented in acute, medical and
surgical wards and does not prescribe the staff
numbers that should be on any ward at any time.
Instead, a range has been agreed for general
medicine and general surgery which goes from
1.4-1.8 registered nurses per bed (expressed as
nurse to bed ratio). Work is currently underway to
agree implementation in emergency departments,
community nursing and health visiting, with
mental health, learning disability and neonatology
being potential areas for later extension.

14

In Scotland, Nursing and Midwifery Workload
and Workforce Planning tools are mandated
by the Scottish Government and cover 98% of
clinical areas. They are differentiated to each
clinical area and take a triangulated approach
to workload measurement, incorporating
professional judgement and quality measures.
The tools are mandated to Boards by the
Scottish Government and need to be referenced
in each year’s Board workforce plan before
being signed off. In June 2016 the Scottish
Government announced that these tools are

to be enshrined in law and it is currently
consulting on the legislation.

In England, nurse staffing levels are set locally
by providers in negotiation with commissioners.
Resources and guidance are used to support
local decision making. There are no mandated
tools, legislation or any form of standardised
approach for setting nurse staffing levels or
clearly identifying accountability. Following

a recommendation by the Francis Inquiry in
2013, the Department of Health commissioned
the National Institute for Health and Care
Excellence (NICE) to undertake a programme of
work which was subsequently suspended in June
2015.20 The work was handed to the finance and
improvement regulator, NHS Improvement, who
are currently in the process of developing safe
and sustainable staffing improvement resources
across different clinical settings. We are deeply
concerned that this approach lacks enforceability.

‘The NHS in England’s approach to nurse staffing
has been relatively slow to evolve since the Mid
Staffs Inquiry report in 2013, in comparison to
the other three UK countries. This leaves it open
to criticism that the current guideline-based
approach does not, as yet, cover important areas.
It does not favour the mandatory, legal-based,

or standardised systems being advocated in the
other UK countries. It can ‘look’ relatively weak
and incomplete in comparison.’?!
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What this means and what
we have done

It is fundamentally clear that sufficient levels of
registered nurses to health care support workers
are required within nursing team for safe care.
While legislation alone won’t secure the extent

of the changes that the public and health care
workers need, it is a critical mechanism to embed
patient safety requirements, standards, clarify
accountability within a system and to improve

Nearly three in five (57%)
Directors of Nursing and Deputy
Directors say that staff wellbeing has
become worse over the past two years.

L1k
o Tl

£ o e 0
2 1.1k
BURAR o

15

patient outcomes. Each country in the UK is

at a different point in this journey, including
some developing statutory means of securing
and implementing safe and effective staffing
levels. To help build the case for change, and in
support of our call for safe and effective staffing
legislation that is genuinely enforceable across
each country in the UK, we have done three
things so far:

1. Analysed publicly available macro level

workforce data for the UK nursing workforce.

Commissioned ComRes to carry out research
with 90 Directors of Nursing and Deputy
Directors (referred to here as nurse leaders)
in the NHS across the UK, to provide a
richer picture that explores issues such as
safe staffing, finance and retention and
recruitment.22 Detail is in Appendix 1.

I

Conducted a freedom of information exercise
asking NHS Trusts across England for data
on nurse staffing, to start filling the evidence
gap. 76% of Trusts in England responded to
our request and detail is in Appendix 1.

This report shows, to the best available
information, how many nursing staff there are

in the NHS, where they are from in the world
and where they are currently working. We assess
the impact that current nurse staffing trends are
having on people using the NHS and nursing,

as well as considering why this is happening

and what answers can address this. We explore
vacancy rates?3 as a useful indicator in helping us
to know if the NHS, and the wider system, is able
to provide care which is safe.24
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6. Our findings

Vacancy rates across
the UK

Workforce data presented so far shows numbers
of staff on the NMC register and employed in the
NHS to provide care. What it does not show is the
numbers needed to meet actual demand for care.
As acknowledged, determining patient demand
and setting staffing levels that can flexibly
respond to changes in demand is complicated.
Using vacancy data can be of significant value as it
can provide an indication of precisely this insight.

Our research highlights that 87% of nurse
leaders across the UK are concerned about
overall vacancy rates in their organisation.

Vacancy rate data across the UK is incomplete

so direct comparisons should not be drawn.
However, trends do show similarities across three
of the four countries. Due to lack of available data
conclusions could not be drawn for Wales.

At the end of December 2016, 4.1% (2,526) of
nursing and midwifery full-time equivalent
(FTE) posts were vacant in the NHS in Scotland.
This compares to 3.6% at 31 December 2015.25
In Northern Ireland the last available data are
from March 2015 showed a vacancy rate of 5.1%
for nursing, midwifery and health visiting staff.26
This equates to 736 FTE posts and is an increase
from 2.3% in March 2014.27

In England, central collection of nursing vacancy
data stopped in 2010 and we have routinely called
for the Department of Health to re-commission
this data to underpin workforce planning. In
August 2016 NHS Digital begun publishing NHS
vacancy statistics but not on the same basis as
previously provided, instead looking at job adverts
listed on the NHS jobs website.28 Although helpful
and indicative recruitment information, this does
not provide the number of vacant posts in the
NHS which is critical for workforce intelligence as
well as general monitoring.

The NHS Digital data and the data published in
Northern Ireland does not include posts that are
being held open under scrutiny arrangements
and recruitment freezes, which we understand to
be widespread.

The Welsh Government does not publish national
figures on nursing. The Welsh NHS ‘sustains’
vacancies by holding or suspending the existence
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of posts once the post holder has retired or moved
to another post. It is difficult to penetrate the
bureaucratic labyrinth that allows brisk movement
of nurses around the NHS, obscuring the need for
additional nursing staff. While vacancy rates are
not obtainable in the same fashion as England, it

is possible to demonstrate the need for additional
nurses in Wales by looking at the overreliance

on agency spend. In 2015/6 the cost of agency
nursing in Wales to the NHS was £48,278,757.
This cost is the equivalent value of an extra 2,182
newly qualified nurses. In short the Welsh NHS is
scrambling in an inefficient and costly way to make
up a shortfall of nearly 3,000 extra nurses required
to complete the work already allocated.

England vacancy findings
Our findings show that as of December 2016:

« there are approximately 40,000 registered
nurse vacancies in England

»  the vacancy rate for registered nurses in England
has nearly doubled in the last three years from
20,000 to 40,000 nursing posts; a rise from 6%
in 2013 to 11.1% in December 201629

e there are approximately 12,000 vacancies in
the health care support worker workforce

« nearly a quarter of NHS Trusts reported a
registered nurse vacancy rate of over 15%,
with the highest vacancy rate at 37%

« there are approximately 28,000 vacancies of
Band 5 nurses, with an average vacancy rate
of 16%

«  over athird of trusts reported a Band 5 vacancy
rate of over 20%, the highest being 39%

« seven out of the top 10 highest reported
vacancy rates for registered nurses are in
Mental Health Trusts.

e 65% of Trusts who responded employed a
higher proportion of health care support
workers than registered nurses in their 2016
funded establishment, compared to 2015

o 16% (27) of the Trusts who responded
decreased their registered nursing
establishment while also increasing their
unregistered nursing support workforce.
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A leaked Department of Health
workforce model states the nursing
supply in the worst-case scenario could

fall by 42,000
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Currently, for every nine funded posts, just

over one remains unfilled with a permanent
appointment. This is exaggerated at Band 5 (the
band at which a newly qualified registered nurse
usually begins their career). While we would
expect the total number of vacancies to be higher
overall in Band 5 as this represents a higher
proportion of the overall registered workforce,
this shows that the demand for newly qualified
registered nurses cannot be met. This fact is of
particular relevance in the context of new roles
introduced into the workforce in England and
wider workforce strategy and policy. This will be
discussed in more detail in the next section.

These findings are reinforced by external
analysis of fill rates data (that shows whether
Trusts have the staff they planned against what
actually happened). In one example, on a specific
day in October 2016, 96% of acute hospitals in
the NHS in England failed to meet their own
planned level for registered nurses working
during that day, with 85% also missing their
target for nurses working on night shifts in the
same month.30

When analysing vacancy rates and changes to
the funded nursing establishments from 2015
to 2016 by type of Trust, it is clear that nursing

posts have been cut from nearly 60% of all
Community Trusts and Mental Health Trusts,
in comparison to a reduction in 30% of Acute
Trusts. This is a major issue which negatively
affects the possibility of achieving safe and
effective staffing, as well as addressing unmet
levels of patient demand and their needs.

Our findings show that there are 12,000 health
care support worker vacancies. It is important to
recognise that the introduction of new roles such
as the Nursing Associate is intended to develop
and upskill existing health care support workers.
This means that these posts are generally
drawing on people already working in the NHS.
Therefore, expansion of this role is not the
solution to meeting gaps in the nursing workforce
as it will not increase supply overall.

So overall, despite 2% overall growth in the

UK NHS nursing workforce, when set against
the increasing vacancy rates across the UK it is
clear that the pool of nurses in health systems

is insufficient. To fill gaps in shift rotas with
existing registered nurses the NHS is attempting
to access nursing staff from a diminishing supply
which has not been sufficient to meet demand
and need in the first place. The costs of failing

to fill these posts is greater than simply doing

so — an expensive agency staff bill and costs
incurred through poor quality service lacking in
consistency and continuity.

There are simply not enough nurses and health
care support workers currently in the system to
provide the care that patients need. Importantly,
there are not enough for what the NHS already
has funding for.
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/. The Impact: What this means
for people using and working in

the NHS

Why does any of this matter for the public and

for nursing staff? As explained above vacancy
data is one very useful indicator of the pressures
facing the NHS, and there is a requirement for
robust long-term workforce strategy and planning.
Employers use a variety of methods to provide
staffing cover for vacant posts:

1. Deployment of nurses via a nurse bank;

2. Buyin temporary staff through an agency
(many of whom are nurses that are employed
substantively elsewhere in the NHS, but seek
additional work);

3. Existing staff who have worked 37.5 hours in

any week doing overtime.

All three avenues fundamentally reach into

the same pool of workers. Health and care
organisations’ ability to use temporary bank and
agency nursing staff as mitigation measures to
help enable safe care is increasingly restricted,
given that the pool of registered nurses is not

big enough to meet current demand or need, let
alone fill a growing vacancy gap. Cost saving
measures restrict nurses on permanent contracts.
They are denied overtime and deployed via

nurse banks. These employment practices mask
nursing workforce demand, nursing vacancies and
adversely impact workforce planning.

As described in Section 2, on a daily basis the
NHS is responsible for providing safe and effective
care to patients. Increasing vacancy rates across
the UK show that the NHS is increasingly unable
to recruit the nursing staff they require. The

gap between the numbers that health and care
organisations have set as their need, and what
they actually have, is growing at an alarming rate.

This situation contradicts repeated pledges to the
public that care provided by the NHS should be
the best in the world.3! Based on our findings,
on what our members tell us, and what regulators
across the UK find in many inspections, despite
the best efforts of some, the care being provided
in many NHS services is not always able to be
safe or effective.32
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Increasingly limited
mitigation strategies
lead to...

As noted above, when it is not possible to fill shifts
on a nursing rota with substantively employed staff.
It is the option of filling shifts via external agency
staffing that is particularly difficult because of its
impact on NHS funding and finances. This also
means that many nurses are currently working
extensive hours to deliver needed care to patients,
often at the expense of their own health, to increase
their basic wage to meet the cost of living.

Pay is a critical factor in retaining and recruiting
skilled health care staff. Nurses and midwives
deserve fair pay for the work they do, and nursing
pay is low compared with other similarly qualified
professions and in relation to living costs. More
nursing staff than ever before are leaving the
profession, piling the pressure on people who

are already overstretched. This, coupled with
increasing workloads, is affecting quality of patient
care. The 2017 decision to continue the 1% pay

cap for NHS staff in England, Wales and Scotland
represents the continuation of restrictions and
another real-terms cut to pay. This means the

gap between nurses’ pay and the cost of living is
getting even bigger. Nurses in Northern Ireland are
the lowest paid in the UK. Because of the current
absence of a Northern Ireland Executive, no pay
award for 2017/18 has been made.

Agency work has increased in appeal to nurses
because it allows individuals to increase their
earnings to close gaps between rises in the cost
of living and the depression of their wages over
years of Government pay restraint. Agency work
also allows nurses to adopt more flexible working
patterns which are often not available to them
as employees in NHS organisations. Doctors do
exactly the same thing through locum roles at
much higher rates. However, the problem with
this practice is that it increases expenditure

of the NHS, and thereby taxpayers’ money,
unnecessarily and reaches into the existing pool
of workers to fill demand for care. The NHS
should not need to rely on agencies so heavily to
make the system work.



With so many unfilled posts, the UK health and
care system’s reliance on agency staff is far from
likely to change without substantive intervention
from policymakers. The actual availability of
nurses through agencies is diminishing as the
pool of registered staff is insufficient to meet
demand. There is a major recruitment issue, but
also a significant retention issue as registered
staff move to take on permanent agency work.

Agency spend in the NHS is not a new
controversy, and yet use of agency and bank
staff is increasing across the UK. The solutions
nurse leaders say they have taken to fill staffing
gaps include increasing use of bank staff (83%),
offering overtime hours (82%) and recruiting
agency staff (71%). Whilst there will always be a
need for flexibility within the system, push and
pull-factors are compounding one another and
policy interventions are sometimes provided to
address individual issues, while what is really
needed is meaningful problem solving within
context and at root cause.

In 2016 in England, to try to reduce how much the
NHS spends on agency nurses, NHS Improvement

introduced a suite of measures including price caps,

maximum wage rates and required use of approved
agreements.33 Latest forecasts indicate a reduction
in spend from £3.7bn in 2015/16 to around £3bn in
2016/17.34 NHS Improvement recently attempted
to restrict the ability of a nurse to generate
additional income by working across Trusts and
also for an agency, whilst also choking the pipeline
of staff availability with NHS services. This ban has
since been suspended but the issues that it sought
to resolve remain fundamentally unaddressed.

Use of agency nursing and midwifery staff in
NHS Scotland has increased each year over

the last four financial years, with particularly
notable increases since 2013/14. Agency cover
was equivalent to 276.7 WTE in 2015/16, a 44.9%
increase from 191 WTE in 2014/15. The cost

of agency nursing and midwifery use in NHS
Scotland has subsequently risen from £16m in
2014/15 to just under £23.5m in 2015/16.35

In 2015/6 the cost of agency nursing in Wales

to the NHS was £48,278,757. This cost is

the equivalent value of an extra 2,182 newly
qualified nurses. We recommend that spend on
agency nursing in the NHS in Wales is published
annually by the Welsh Government. Apart from
the financial implications, in the absence of
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With nearly 37,000 EU nurses
currently working in the UK, leaving the
EU presents a major challenge for
retaining existing staff.
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more effective data, expenditure and usage rates
for bank and agency nursing represent a useful
proxy measure of additional nursing need.

In Northern Ireland agency costs have nearly
doubled from being £8.56m in 2011/12 to
£15.08m in 2015/16.36 Over the same time the
cost of employing bank staff has risen from
£35.66m to £64.1m.37 This shows a UK-wide
pattern of rising costs.

There will always be a need for a flexible
nursing workforce able to take on temporary
roles. Sickness, maternity, paternity and annual
leave alongside sudden variations in patient
numbers and dependency ensure this. However,
a systemic reliance on temporary nursing staff
is not desirable. Nursing staff unfamiliar with
the patient caseload, ward layout or equipment,
or inexperienced with the particular patients,
will need more support than NHS directly
employed colleagues who can deliver consistency
of care. Extra time also has to be allocated for
supervision. There will always be times when
some investment in agency nursing will be
needed to ensure safe patient care, however

the increasing use of agency nurses is just not
sustainable. This results in a lack of continuity
of care for patients, puts increasing pressure on
existing nursing staff and affects their morale.



SAFE AND EFFECTIVE STAFFING: THE REAL PICTURE

It is not a financially effective strategy and

the resulting instability in staffing levels and
subsequent stress of nurse team leaders is not
conducive to best patient care. What is needed

is to get the workforce strategy and cycle of
workforce planning right — from the number of
nurses being trained in our universities right
through to filling nursing vacancies when they
arise, rather than employers not recruiting to try
and save money. This only leads to short-termism
and expensive increases in agency spend.

... a reliance on less
experienced staff to
provide complex care...

Skill mix is an important measure of safe and
effective staffing. It is a key indicator of ensuring
that the right number of staff with the right skills
and qualifications needed to carry out safe and
effective patient care is on duty for each shift.
Nearly half (47%) of nurse leaders in our research
are concerned about dilution of the skill mix, such
as by employing more health care support workers
and/or reducing the number of registered nurses.
41% are concerned about the delegation of nursing
care to unregistered roles.

When the numbers of registered nurses with the
appropriate knowledge, skills and experience are
insufficient to provide care required by patients
there are two major consequences: less qualified
staff are employed and/or deployed to fill these
gaps and existing staff have increased workload.
The former is called ‘diluting the skill mix’ or
‘substitution’. In practice, dilution and substitution
can occur at the same time as the number of
registered nurses increases or appears stable.

If growth in the nursing workforce is outpaced
by rising patient demand then the registered
workforce will still find itself increasingly
stretched in spite of more numbers.

To keep up, health and social care organisations
often employ and/or deploy unregistered health
care support workers who may end up working
outside the scope of their role or without the
adequate supervision of registered nurses. This
is a public protection issue. Likewise, Band 5
registered nurses may be required to take on
more complex Band 6 responsibilities and so on.
In other cases, specialist and advanced nurses
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may have to cover Band 5 vacancies, leaving gaps
in leadership, managerial roles and specialists.
Both of these practices increase the possibility of
adverse impact on patients and access to services.

Wherever substitution happens, there is a

direct risk to patients. The evidence shows that
patient outcomes benefit when the skills mix of
nursing teams is enhanced — specifically through
increasing the proportion of registered nurses.38

Increasing the proportion of health care support
workers may occur when it is accompanied by an
increase in the registered nurse workforce, and the
skill mix remains stable. As all nursing care carried
out by support staff is delegated by a registered
nurse who is responsible and accountable for that
delegation and for the supervision of the support
worker providing nursing care within a delegation
framework, increases in support staff directly
impacts on the workload of nurses.

The dilution of the skill mix is likely to be a direct
consequence of a lack of supply of registered
nurses, and health and care organisations have
started to recruit and employ more staff with
lower qualifications and less experience than they
originally planned, and received funding, to do.

Our new data shows that 65% of Trusts in England
who responded have increased the proportion

of unregistered nursing support staff. In 16% of
Trusts (27) the health care support workers have
increased while the registered nursing workforce
has decreased. Given high vacancy rates at band
5, this suggests there is substitution of qualified
nurses with less qualified support staff. In one
Trust, funding for band 5 nurse vacancies is

being transferred for the explicit purpose of using
filling this gap in the registered nursing workforce
with new Nursing Associate posts on the basis

of availability — not because this is in line with
evidence or what is needed for safe care.39

We call for an end to the practice of down-banding
of registered nurses and substitution with less
experienced staff. We know both down-banding and
substitution are being used as a way of controlling
costs. Our members tell us it is now commonplace
for unregistered staff to undertake tasks that should
be carried out by registered nurses. We support the
development of health care support workers but it
must not be allowed to substitute registered nurses
with less experienced staff because they are cheaper
or more readily available.
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...anhd a burned out and
demoralised existing
workforce

The overreliance on existing staff to fill gaps in
rotas is contributing to low morale, increased
stress-related sickness absence and burnout,
which ultimately translates into poor retention
rates for both nurses and health care support
workers. These impacts add considerably to the
existing nurse staffing shortage. Unfortunately,
retention and retirement rate data is not
consistently reported across the UK and we have
not been able to address this data gap. But we
know from our members that working conditions
are pushing people to leave the NHS. This is
supported by our UK-wide research, with 84% of
nurse leaders reporting they are concerned about
retaining current staff.

While retention is a complex matter, there

are key factors in the case of the nursing
workforce: additional and unpaid hours, high
workloads and pressures, stress and burnout
and pay. All of these are, of course, interrelated
and continued understaffing is part of the
consequence of such impacts.

The latest NHS staff surveys within each country
shows that nurses across the UK are concerned
there are not enough staff to do their job properly
(England (49%)40, Wales (49%)*1, Northern
Ireland (28%)42 and Scotland (26%)43. The same
surveys show that the majority of nurses work
unpaid overtime, with 76% and 74% of nurses
saying they work unpaid additional hours in
Northern Ireland and England respectively.

Across the UK, the 2015 RCN Employment
Survey*4 shows there has also been a rise in

the proportion working more than eight unpaid
hours a week over their contracted hours than
in 2013 (14.7% compared with 12.7%) . By
country, heavy unpaid overtime working seems
most common in England, where 53% say they
work in excess of contracted hours either several
times a week or every shift. This compares with
50% in Wales, 49% in Northern Ireland and
48% in Scotland.

The survey also found that 72% of respondents
had worked at least once in the previous 12
months despite not feeling well enough to do
so, with 15% having done so on five or more
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occasions. The main reason for feeling unwell
was work-related stress, reported by 46% of
those who have worked when not well enough
to do so. This is supported by four in five (82%)
nurse leaders who say that their organisations
runs on the goodwill of their staff to keep
services running.4

Stress is the single biggest cause of sickness
absence in the UK and its prevalence is
particularly high among nursing staff. Nurses
are at greater risk of work-related stress, anxiety,
and depression than other occupational groups.46
The UK has one of the highest rates of nurses
reporting burnout across Europe. In a European
nursing workforce study, the highest report

of burnout was reported in the UK — 42% as
compared to the European average of 28%.47

Long shifts, overtime (more likely unpaid than
paid), weekends, nights, holidays and weekend
overtime have been found to be predictors of
turnover. Extended shifts and overtime subject
nurses to high physical and emotional demands,
leaving them fatigued, and unable to cope with
stress effectively.#® This is an issue for staff and
for patients, with a clear relationship between
staff wellbeing and patient care performance.*
Seeking to systematically enhance staff wellbeing
is important in its own right and can also
improve the quality of patient experience.50

Nearly three in five (57%) UK nurse leaders
responding to our research said that staff wellbeing
has become worse over the past two years.

Pay is also a factor exacerbating low retention
rates. Although each UK country has differing
NHS pay rates, the maintenance of a fair pay
system through the Agenda for Change system
acts as a national benchmark for pay, terms and
conditions for all health care staff. However
there has been a real-terms drop in earnings of
up to 14% for nursing staff since 2010. This loss
of earnings has severely impacted on nursing
staff’s quality of life; our members repeatedly
tell us that they are struggling to pay the rent
or mortgage and bills and there are examples

of nurses using foodbanks. 30% had struggled
to pay gas and electricity bills, 14% missed
meals because of financial difficulties, 53% had
been compelled to work extra hours to increase
earnings and 32% were working extra night/
weekend shifts to help pay bills. The latter points
are particularly relevant in relation to agency
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and banks shifts: they illustrate how low pay
forces nursing staff to work additional bank and
agency shifts, thereby increasing NHS spend and
working existing staff to the core.

It is profoundly concerning that recent studies
on suicide prevalence in England>! found that
the risk of suicide among female nurses is 23%
above the national average, while the whole
health and care workforce is at higher risk than
the general population.

When health and care organisations are faced
with shortages in essential nurse staffing, and
are under immense pressure to balance the
books through short-term efficiencies, it may be
tempting to allocate resources to less expensive,
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less qualified staff and work existing staff
through agency and bank shifts. But a sustained
reliance on this puts both patients and nurses
at risk.

We need a strategic approach to safe and
effective staffing levels and statutory
mechanisms that are responsive to the evidence
base. These must guarantee Governments are
accountable for enforceable nurse staffing
levels, which local organisations are supported
to implement. This must include clarity of role
responsibility and accountability for workforce
planning, commissioning of pre-registration
nurse education and post-registration
professional development, and preparation for
specialist and advanced practice.
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8. The causes: Why is this

happening?

Why is the UK in a situation where the NHS, and
the wider health and social care sector, do not
have enough staff to provide the care that the
population needs? A large part of the cause has
already been set out: we are in a downward spiral
where the existing, already too small nursing
workforce is working in conditions that lead to

it diminishing even further. Three factors are
crucial: lack of health and social care funding,
lack of workforce intelligence and a lack of robust
workforce strategy with accountability, which
would help address both the number of posts and
supply into them.

Lack of funding in the NHS
and poor retention

Funding is a core issue across the UK. Two in three
nurse leaders in the UK say that, compared with
two years ago, finances have become worse (64%)
with half of them agreeing that financial pressures
mean they can’t always make the best decisions
for patients in their care (49%). Three in five nurse
leaders in the UK disagree that their organisation
has the financial resources it needs to deliver the
high-quality nursing care that patients expect
(58%). This is supported by the financial measures
being introduced across the UK.

It is the lack of NHS funding that has led to
efficiency pressures in the system and despite the
findings of the Mid-Staffordshire public enquiry,
lessons have not truly been learned. Over the last
decade efficiency savings and finance have been
consistently prioritised over safe and effective
staffing. Short-sighted cost-saving measures
implemented in the absence of proper engagement
with the profession or risk assessment have
resulted in a shortage of nurses. This has not
delivered anticipated cost savings and has proven
costly due to patients, the health and wellbeing of
nurses and the public purse in terms of increasing
financial cost. Pay restraint and a deterioration

in working conditions is contributing to agency
spend, bank use and poor retention rates.

In England, in the 2014 the Five Year Forward
View, Chief Executive Simon Stevens explained that
by 2020/21 there would be a £30bn funding gap
between demand and what the NHS would have.52
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To meet this funding gap, the UK Government
would provide £8bn, but the remaining £22bn
must be found by efficiency savings.>3 In July
2016, NHS Improvement put five Trusts and nine
Clinical Commissioning Groups into financial
special measures and named 63 Trusts that had
significant pay bill growth in excess of inflation
and pension effects from 2014/15 to 2016/17.
NHS Improvement provided clear instruction

to Trusts that they needed to both reduce the
NHS deficit and reduce their pay bill. Pressure

is being put on providers to reduce their pay

bill, but also to ensure safe staffing levels. It is a
conflict of interest that in practice operational
responsibility for staffing has been transferred to
the financial regulator.

The pressure to reduce the pay bill and the
deficit in funding for the NHS must not
replicate the pattern previously observed when
Trusts in England were pushed to achieve
Foundation Trust status. A focus on finance
and not patient safety is widely understood as
one of the contributing factors to the failings
at Mid-Staffordshire.>*

In her most recent overview of the NHS

in Scotland,55 the Auditor General noted

that Scottish NHS boards had to make
“unprecedented levels of savings” during
2016/17, risking some boards not breaking even.
In total, health boards planned a 65% real-terms
increase in planned savings between 2015/16
and 2016/17. NHS boards were classifying more
savings as high risk, did not know how they were
going to make all their savings at the start of last
year and intended to make nearly a third of their
savings through one-off, unsustainable options
to save money. With £6.2bn of the NHS budget
spent on staff costs in 2015/16, savings targets
are putting significant pressure on the Scottish
health care workforce.

Because of the current political situation,
there is no Northern Ireland Executive budget
for 2017/18 and potential requirements for
cost/efficiency savings are unknown. If no
Government is in place by 29 June 2017, the
Secretary of State has indicated a possible 3%
increase in cash for health and will intervene
to effectively set the budget for the rest of the
financial year.5¢
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In Wales, 2016 estimates suggested that the NHS
could face a £700m hole in finances by 2019/20

— a shortfall equivalent to more than 10% of what
NHS Wales currently spends in an entire year.
There are warning signs that the costs of social
care might nearly double by 2030/31.57

Lack of workforce strategy
and planning

It is important to understand that there is a
historic lack of robust workforce strategy and
planning across the NHS and the wider health
and care sector, and this is directly connected

to lack of clarity in some countries around
responsibility and accountability for workforce
policy and planning, cost saving measures and
problems in determining demand across NHS
and wider health care settings. The Health
Foundation comments that “the lack of policy
coherence across the funding-staffing connection
[is] a recurring theme. The combined effect has
been to undermine any long-term consistency in
approach to workforce policy and planning, and
this has been compounded by changes in funding
arrangements, and limitations in workforce data
availability and configuration.”>8

In Scotland, Government intends to publish

a National Health and Social Care Workforce
Plan in 2017.5% We responded,® outlining that
Scotland needs to adopt a multidisciplinary,
multi-agency workforce plan with the ability

to deliver the workforce necessary to ensure
that people across Scotland’s communities

have the health and social care interventions
they need. Ultimately, a refreshed, joined-up
approach to workforce planning should deliver
better outcomes for people. The model set out by
Scottish Government includes national, regional
and local workforce planning. We have raised
three areas of concern which related to demand:
the new integrated health and social care
landscapes; the importance of voices from each
health and social care sector being equal; and
all sectors having sufficient, detailed input that
reflects their practical position and recognises
the constraints they are under because of
external factors. We've also noted the importance
of having feedback mechanisms within and
between national, regional and local structures.
This will allow the Scottish Government to
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anticipate and plan the funding needed for
Scotland’s future workforce, which is crucial to
delivering any workforce plan. If constraints on
the amount of funding continue at the current
levels, it will be incredibly challenging to deliver
a workforce plan which matches current and
adapts to future need.

The Welsh Government currently commissions
nursing student numbers nationally based

on a yearly cycle. In 2017 a new arms-length
commissioning body will be established. There is
a consultation on this workforce planning process
with key stakeholders including the RCN. Each
Health Board submits an Integrated Medium
Term Plan, which includes a workforce plan for
approval by the Government. These plans should
account for NHS but also nursing needs in the
independent sector (predominately care homes).
The Government then uses these plans to set
student commission numbers across Wales.

In Northern Ireland, the Department of Health

is responsible and accountable for workforce
planning for the Health and Social Care Services.
The Department is also responsible for the three-
yearly cycle of commissioning pre and post-
registration education programmes. The three-
yearly planning cycle has been inadequate to date,
primarily as it only accounts for NHS services.

In England, Health Education England provides
oversight of the workforce strategy, but in
reality this yearly workforce planning process

is locally driven and fragmented.6! The local
driven numbers do not cover any provision
outside the NHS, therefore previously set student
commissions never considered the demand for
nurses outside the NHS. Many of the challenges
regarding the supply line of nursing staff are of
the system’s own making. While examining the
approach to workforce strategy and planning in
England, the National Audit Office substantively
concluded that “current arrangements for
managing the supply of NHS clinical staff do not
represent value for money.”62
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Education and training

Historically, devolved administrations have
controlled training of nurses through a student
bursary and commissioning model.63 This
allowed the NHS to tell each Government how
many new nurses they were likely to need
every year, and the number of university places
were then commissioned. Most importantly,

it has meant that historically the NHS has

told the Governments how many nurses it
could afford to employ, rather than measuring
patient need.

All countries across the UK cut nurse training
places from 2010 to 2012/13: Scotland by 19%,
Wales by 14%, England by 13%, and Northern
Ireland by 9%. Wales have increased the number
of pre-registration nurse places significantly
since 2014/15, exceeding levels in 2010 by a
third. This is partly in response to the ongoing
recruitment challenges, but is also a direct
result of the Nurse Staffing Levels (Wales) Act
2016. It was acknowledged early on that should
the legislation be ratified and have the chance

of being implemented properly, it needed to

be underpinned by a workforce strategy that
ensures growth in the domestic supply of nurses.

Table 3: Commissioned training places for pre-registration nursing 2010-2017

Pre-
registration 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
nurses
England 19,904 | 17,827 | 17264 @ 18,009 @ 19,206 20,410 = 20,741 -
Scotland 2,878 | 2,600 2,330 = 2,390 @ 2,538 = 2,865 @ 3,027 3,169
Wales 1,070 1,035 919 1,01 1,053 1,283 1,418 -
Northern 690 660 625 660 660 645 745 845
Ireland

Sources: Welsh Government, Scottish Government, Northern Ireland Department of Health, Health Education

England, Commissioning and Investment Plan 2016/17.

Figure 4: Commissioned training places for pre-registration nursing 2010-2017
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In Scotland, commissioning is still centrally
controlled and funded by the Scottish
Government, who allocated numbers to

HEIs with performance monitoring via NHS
Education for Scotland (NES). Following a
number of years of cuts to student numbers,
there is now a gradual increase which is slowly
reversing the previous trend. But this is still
not considered to be sufficient to meet patient
population health demand. While there is also
a Scottish Government commitment to retain
the non-means tested non-repayable student
bursary, this has not been uplifted for several
years and the package of student support is
currently under national review by the Chief
Nursing Officer in Scotland. Scotland have
increased commissions year on year since
2012/13, a cycle that is directly linked to a
national process for determining numbers,
which includes analysis of workforce data.

Because the staffing legislation in Wales is
underpinned by a workforce plan that increases
nurse training places, this will, in the long
term, help overcome staffing shortages. In
Northern Ireland there has been a commitment
to increase student training places in response
to rising demand across the health and care
system; a 22% increase.

In England, in 2016 the supply side of nursing
has recently undergone fundamental changes,
without reasonable engagement or consultation
with the nursing profession. Previously, the NHS
advised the Government via Health Education
England how many new nurses they were likely
to need each year, and the number of university
places were commissioned centrally. In 2016/17
Health Education England commissioned

only 331 additional student places, when

based on providers’ forecasts they should have
commissioned an extra 3,000.64 Decisions made
on the basis of finance resulted in numbers being
restricted despite requests from NHS providers.
This approach was abolished in 2016.

As of 1 August 2017, new nursing, midwifery
and most allied health students in England

will no longer receive NHS bursaries. Instead,
they will have to access the same student loans
system as other students. The UK Government’s
reported aim of this funding reform was to

help to secure the health care workforce, by
enabling universities to offer up to 10,000 extra
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Vacancy rates are increasing across the
UK. There are approximately
40,000 registered nurse vacancies
in England alone. This equates to an
11.9% vacancy rate. The rate has
doubled in the last three years from
20,000 to 40,000 nursing posts.
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training places on pre-registration health care
programmes.55 For 2017/18, this vision has
not been realised and the number of nursing
applicants has fallen by 23%, with a 28%
reduction in the number of mature student
applications.®¢ As training places remain
capped at 2016/17 levels for 2017/18 through
the placement funding allocations and further
arrangements have not been announced, it is as
yet unclear what the scale of the impact of this
reform will be.

This move in England to a market-led, fees-
based nurse education may grow the workforce
over time, but there is currently no market
intervention or regulation that ensures
successful implementation of the reform on the
supply side. No one in the system is currently
accountable for ensuring the required number
of nurses are trained, with the right skills, in the
right locations. This approach stands at odds
with the requirement to ensure that the health
and social care sectors are equipped with the
workforce that is necessary to deliver quality
care and support. It is particularly concerning
that, despite taxpayers’ expectations that their
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contributions will help secure access to health
care services, the UK Government does not
currently hold the means to actually generate
and be assured that the health system has the
nursing workforce that the NHS in England
needs for patient safety. Safe staffing legislation
in England is precisely the intervention that
would help ensure adequate supply for safe and
effective staffing. It would also act as a lever to
achieve the Government’s original ambition of
creating 10,000 extra training places.

Conclusion

It is vital that there is clarity in every country of
the UK as to where accountability lies, what the
existing and future workforce strategy is, what
the planning model will look like, and what and
where robust workforce intelligence data will be
stored and used. We know there is clear evidence
that the right number of registered nurses caring
for patients is linked to better outcomes for
patients and safer care.

Preparing to leave the EU adds another
dimension of complexity and risk to this, with a
historical overreliance on nurses from the EEA/
EU. A leaked Department of Health workforce
model states that the nurse staffing supply in
the worst-case scenario could fall by 42,000.67
But our new figures in England alone show that
the health system is already nearly at this
worst-case scenario.

In our research, 59% of nurse leaders in the UK
responding say they have recruited non-UK EU
nationals in order to fill staffing gaps and 47%
say they have recruited outside the EU for the
same reason. 86% of nurse leaders say that nurses
recruited from the EU are essential for the proper
functioning of NHS services across the UK. Brexit
carries the risk of not only making the pool of
registered nurses even smaller, it also puts at risk
one of the system’s primary means to fill supply
gaps by securing nursing staff from Europe.

The pace of untested policy changes, including
short-sighted financial cost savings measures;
the debate over new roles such as the Nursing
Associate; potential changes to the regulation
framework; and the impact of Brexit, have
extreme implications in practice and are putting
the future supply of nurses at huge risk.
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There is a clear opportunity for Governments to
do something radical and constructive to tackle
this problem. We call for guaranteed safe and
effective staffing levels in all health and care
settings in each country in the UK, underpinned
by a long-term and robust approach to getting
workforce planning right within each devolved
setting. Now is the right time for the expansion
and introduction of enforceable statutory
mechanisms to guarantee patient safety by
ensuring safe and effective nurse staffing levels.
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9. The answers:
and quickly

The Royal College of Nursing is committed to
ensuring that safe and effective staffing levels
are in place, for the benefit of patient safety,
the public and for nursing staff. For our part,
we will work with our members and lead the
nursing community, partners across the system
and the public to make our vision a reality for
nurse staffing in each part of the UK. We are
determined to work with Governments across
the UK to provide solutions which enable

the provision of safe and effective care, with
exceptional nursing skills at its heart. As for
Governments, clear and decisive action must be
taken, and here we set out the next steps of this
journey.

Workforce strategy, planning and development
are intrinsic aspects of any health and care
system, along with other aspects such as
financial viability, quality and outcomes,
commissioning and provision of services. Powers
and duties for these aspects are clearly provided
through legislation in some parts of the UK,
including accountable bodies and means of
regulation. Addressing staffing levels for patient
safety, including through legislation, should be
the rule and not the exception.

There are four key dimensions of nurse staffing
levels for patient safety, which each country

of the UK needs. Within the devolved nations,
progress has been made on some aspects. We
want to see each country in the UK having in
place:

1. Legislation for the accountable provision of
safe staffing levels;

2. Increased funding flows with political
accountability for safe staffing;

3. Credible and robust workforce strategy;

4. Scrutiny, transparency, openness and

accountability.
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What needs doing

Legislation for the
accountable provision of
staffing levels

We need genuinely enforceable safe and effective
nurse staffing levels. Wales has led the way in
addressing the issue of safe and effective staffing
through legislation. England and Northern
Ireland now need to respond in kind. Scotland is
developing a legislative approach, although the
detail of any Bill is not yet available to evaluate.

While legislation alone won’t guarantee patient
safety, it is a critical building block in clarifying
roles and responsibilities for the workforce, a
crucial component of a health and care system.
Each system needs clarity around named
accountability and responsibility for workforce
strategy, policy and planning. This must

also include clarity around accountability for
commissioning of pre-registration nursing places,
post-registration professional development and
preparation for specialist and advanced practice.

Increased funding flows
with political accountability
for safe staffing of health
and care services

Short-sighted cost saving measures and lack
of funding have been demonstrated to be a
significant factor in the issues described — an
increase in funding will grow both ‘pools’ of
posts to meet actual demand and numbers of
qualified staff needed. It will also lessen the
pressures on the system so that patients can
be put first again, with staff enabled to deliver
high-quality care and maintain wellbeing,
thereby improving retention rates and ultimately
decreasing the cost of agency and bank spend.

It is critical that the responsibility for a
workforce strategy lies at Ministerial level, to give
patient safety the accountability and prominence
it deserves.
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Credible and robust
workforce strategy

It is crucial that Governments across the UK
resolve the historical lack of workforce strategy
through a planning and development model

that determines and provides adequate supply
for each health and care system. This must be
underpinned by the development of an education
and training models that maintains an adequate
supply of appropriately educated, skilled,
competent and motivated nurses to meet the
needs of their population.

Progress on developing workforce strategy

has been made in Scotland and Wales. In
Northern Ireland, responsibility for regional
workforce planning for health and social care
and commissioning of pre and post-registration
education sits with the Department of Health in
Northern Ireland.

In England, the Department of Health is
ultimately accountable for securing value for
money on training and employing nurses. While
in principle Health Education England oversees
national workforce strategy for health care, and
this is a locally driven process, in light of the
changes to student funding arrangements it is
no longer clear which organisational body is
responsible for addressing the national shortage
of nursing. This must change.

Scrutiny, transparency,
openness and
accountability

Whilst legislative interventions help provide
additional data, to be fully successful robust
workforce data must be collected and published
in each country and intelligence generated

from it. This will help ensure that there is full
accountability for the staffing of services serving
our population and enable delivery of workforce

strategy through providing a sound evidence base.

Importantly, data collection must cover the entire
health and care system irrespective of provider.
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Call to action

Nurses tell us they are struggling to deliver
the care that patients require every single day.
38% of nurse leaders in the UK responding in
our research disagree with the statement that
their organisation is in a better position to
provide high-quality nursing care to patients
than it was 12 months ago. Burnout is high,
and morale is low. Many nurses tell us they
will leave the NHS, and there is a real risk that
nursing is becoming too unattractive a career,
when the reality is that nursing provides radical
opportunities to transform care in innovative
and cost-efficient ways.

Governments within each country are ultimately
accountable for resolving this crisis, and must lead
the way in clarifying the specific accountabilities
and responsibilities of Government, Ministers,
Arms-Length Bodies, employers, providers and
service designers to address the challenges in
recruitment and retention at national policy

level, and implement them locally with support,
scrutiny and oversight.

Nurse-led services provide some of the most
cost-effective, high-quality outcomes in the
world. In the context of increased efficiency and
productivity, and a shift towards providing care
closer to home, nurses are uniquely placed to
design and deliver integrated, holistic care to
meet population health needs. But this cannot
be done without significant Government-led
action in each country of the UK in these four
key dimensions. It is time to close the vacancy
gap and grow the number of registered qualified
nurses to provide safe and effective care and
support for people, when they need it.
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10. Appendix 1

Methodology for vacancy
data in England

From December 2016 to January 2017 we
conducted a Freedom of Information exercise,
asking NHS Trusts across England for data on
their staffing, covering acute, community and
mental health services. The data we obtained
includes the number of vacant nursing posts.
This is the gap in the number of positions a Trust
has allocated for the performance of certain
duties that do not currently have an employee
functioning in that role.

Vacancy data is no longer centrally collected

or published. We have routinely called for the
Department of Health to re-commission the
collection of this data as part of workforce
intelligence because it is so crucial in underpinning
effective workforce planning and providing
assurance about the availability and quality of
workforce to provide NHS-funded services.

More than 76% of Trusts responded, sharing data
on staff numbers and vacant posts at 1 December
2015 and 1 December 2016. We asked how many
registered nurses and health care support staff
Trusts had according to their Agenda for Change
band. This covers bands 1 to 4 (health care
support workers) and bands 5 to 8 (registered
nurses). This distinction really matters

because banding gives a strong indication of an
individual’s level of education, experience and
skill. There is strong evidence showing that the
more degree-educated nurses you have caring

for patients (band 5 upwards), the better the
outcomes for patients tend to be.

The questions we asked were:

1. What was your whole time equivalent nursing
establishment for each AfCband 5to0 8, at 1) 1

December 2016 ii) 1 December 2015?

How many whole time equivalent nursing
vacancies did you have, for each AfC band 5 to
8, ati) 1 December 2016 ii) 1 December 2015?

What was your whole time equivalent
nursing support staff establishment for each
AfCband 1 to 4, at i) 1 December 2016 ii) 1
December 2015?
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4. How many whole time equivalent nursing
support staff vacancies did you have, for each
AfCband 1 to 4, at i) 1 December 2016 ii) 1
December 2015?

Responses

174 of the 228 (76%) Trusts we wrote to provided
us with answers to questions 1-4. 174 provided
totals to each question providing totals for 1-4 and
5-8. 154 of the 174 Trusts provided the breakdown
by individual Agenda for Change Band.

Results

One basic way to calculate the total number of
vacancies across England is to use the whole
figure from the 76% data return and, using the
average, scale up from trusts who reported 30,224
registered nurse vacancies. This crude method
provides a total of 39,603 nurse vacancies.

The total band 5-8 nursing funded establishment
figure provided was 272,228 and the total

band 5-8 vacancy figure was 30,224 giving
vacancy rate of 11.1%. When the total funded
establishment figure is scaled up based on

the response rate, we estimate this to be
approximately 337,500.

We also looked at two other approaches, scaling
up the 76% data return to a whole figure by using
the average based on Trust type. We also did this
by Health Education England region. Details are
provided in the two tables below. This provides

a range from 38,901 to 40,958 registered nurse
vacancies, respectively.

Based on the consistency of the results of

the three different methodologies we are
confident that as of 1 December 2016 there were
approximately 40,000 vacancies of registered
nurses in England.
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Table 4: England registered nurse vacancies based on Trust type

Response Vacanc Number of Approximate

Trust type Total Trusts ratep v y vacancies scaled total by

reported Trust type
Acute 136 78% 10.5% 20,470 26,263
All (acute, community o o
el e 1 100% 12.3% N4 n4
Community 17 65% 9.4% 996 1,539
Mental Health 51 80% 14.2% 7,448 9,265
:I::,T:L:ﬁ?,“h and 6 83% 10.5% 624 749
Specialist 17 59% 8.2% 571 971
Total 228 76% 1.1% 30,224 38,901

Table 5: England registered nurse vacancies based on region

HEE regional Number of Approximate
HEE region Total Trusts Response rate 9 vacancies scaled total for

vacancy rate :

reported region

East Midlands 15 67% 9.6% 1,754 2,630
Eastern 26 88% 13.1% 3,381 3,823
gﬁ:st;f”"ey and 17 59% 12.5% 2,075 3,528
::;tgaif:g:llon 15 53% 18.0% 3,673 6,886
North East 10 90% 5.6% 1,032 1,147
North West 40 68% 8.1% 3,030 4,489
E:;:;:"es" 10 70% 15.8% 1,816 2,595
South London 10 90% 15.0% 2914 3,238
South West 19 84% 8.4% 1,866 2,216
Thames Valley 6 83% 12.6% 1,183 1,420
Wessex 11 91% 11.4% 1,613 1,774
West Midlands 28 86% 11.0% 3,515 4,101
:’:;'ﬁ:;‘;:;‘d 21 76% 8.9% 2,371 3112
Total 228 76% 1.1% 30,224 40,958
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1. Appendix 2

Methodology for ComRes telephone survey with
Directors of Nursing and Deputy Directors across the UK

ComRes interviewed 90 Directors and Deputy Directors of Nursing at NHS Trusts in the UK between
24 January and 13 March 2017. Full information tables are available at www.comresglobal.com
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