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Introduction

With a membership of around 450,000 registered nurses, midwives, health visitors,
nursing students, nursing support workers and nurse cadets, the RCN is the largest
professional body and trade union of nursing staff across the UK.

We submit our representation for the consultation on the 2021 Budget as our NHS faces
the most challenging period in its 73-year history. This ‘third wave’ of the pandemic has
stretched our health service to critical capacity and there is a real risk that in parts of the
country, the service will be overwhelmed.

Our members, like all health and care staff across the UK, are exhausted. Many are
experiencing the toll of months of unrelenting pressure through mental and physical ill
health and burnout. Routine appointments, elective operations, and urgent cancer care are
being postponed, creating a legacy that will impact the service for years to come.

Nursing is a safety critical profession, one that is vital to population wellbeing and to our
health and care system. The COVID-19 pandemic has shone a spotlight on the critical role
undertaken by nursing staff across the UK on a daily basis. It has also highlighted that
successive governments across the UK have consistently underfunded the nursing
profession and wider health and care system over the past decade.

Too few nursing graduates have joined the profession in recent years, too many have left
their nursing careers, and of our colleagues that remain, too many feel undervalued and at
significant personal and professional risk. As retired nursing staff returned to work and
nursing students’ learning continues to be disrupted, the Government must act urgently to
tackle the workforce crisis by attracting, recruiting and retaining enough UK educated
nursing staff to deliver services safely and effectively.

This winter - more than before - shows that it is not sustainable to continue long term with
insufficient health and care staff to meet the changing health and care needs of the UK
population. The focus must be on both attracting and retaining enough registered nurses
to close the workforce gap as well as on growing and developing an oversupply of nurses
to sustain the workforce thereafter. Supported financially by the UK Government,
governments across the UK must tackle the existing workforce shortage and make sure
nursing is an attractive, well-paid and meaningfully supported profession.

In September 2020, we submitted our representation ahead of the Comprehensive
Spending Review, calling for urgent action on the nursing workforce, pay, and tackling
health inequalities.

Despite the growing, pressing need, very little has changed or been achieved for nursing
staff since. The ‘third wave’ of the pandemic has further exacerbated many of the issues
created by the workforce shortage that nursing staff have been facing in recent years.
Having enough nurses is key to delivering safe and effective care. Research shows that an
increase in a registered nurse workload by one patient increased the likelihood of an
inpatient (undergoing common general surgery) dying within 30 days of admission by 7%.



Last spring, we saw politicians clapping nursing staff on their doorsteps. This year we
need to see government back them, by demonstrating that they value the work of nursing
staff. Now is the opportunity.

The most important commitments the UK Government must make in this Budget are:

- Ensure all public spending announced is reflected in the Barnett Formula and
conseguentials so that devolved governments and their populations benefit.

- Increase pay by 12.5% for all nursing staff covered by Agenda for Change terms, as
part of a one-year deal that applies equally to all pay bands. We expect this to be the
case for every country in the UK.

- Continue tackling the COVID-19 pandemic by supplying adequate personal protective
equipment (PPE), providing sufficient testing capability, and by funding support for the
mental health impacts of the crisis. The unequal impact of the pandemic on a range of
communities including those from Black, Asian and minority ethnic (BAME)
communities must receive particular attention through the introduction and
implementation of a coherent cross-government race equality strategy.

- Funding must be made available to ensure the rapid delivery of the life-saving COVID-
19 vaccination programme, by ensuring sufficient supplies of the vaccines, as well as
the vaccine delivery workforce, and supporting Primary and Community care services
to deliver routine care to patients at the same time as rolling out the vaccine. Nursing
staff will be at the forefront of delivering the vaccine, as they are with other
immunisation programmes.

- Introduce accountability for provision of workforce in legislation in England to avoid
future situations where we do not have enough staff to provide safe and effective
care. A workforce plan based on future population need is essential to this process.

- Increase the supply of registered nurses through additional commissioning of places,
increasing the financial support with maintenance grants that reflect the true cost of
living and abolishing student-funded tuition fees, for all nursing students in England.
We have modelled the costs of a new student funding system in England as supporting
evidence. However, all students across the UK should be financially supported to
study.

- Remove financial barriers to international recruitment throughout the UK by ensuring
that health and care employers are exempt from the International Skills Charge and
the exemption for staff from the Immigration Health Surcharge is automatic for all.

- Invest in public health and prevention strategies and services throughout the UK to
ensure that the health and wellbeing of our population is protected, and in order to
reduce the reliance on acute care and treatment.



Barnett Formula

Nations across the UK have different populations, rurality and affluence and

therefore have different health and care needs. We are aware that the way in which UK
funding is distributed is via the Barnett Formula and all public spending should
necessitate a transfer of consequential funding in devolved areas.

We welcome greater transparency from the Exchequer on how consequential funding is
calculated, and transparency is also required for spending. This applies, in particular, to
ring-fenced funding intended for workforce, including for pay rises, in any NHS funded
services, including GP provided primary care and other independent providers.

Shared Prosperity Fund

Countries across the UK have benefitted greatly from the European Union (EU) Structural
Funds which were funding allocations designed to support economic development and
reduce disadvantage between regions and countries in Europe. Following the UK's
departure from the EU, the UK government proposed to set up a UK Shared Prosperity
Fund which they have pledged to be ‘at a minimum match to the size of the structural
funds in each nation.” " Despite the Fund being proposed in 2017 there are currently no
definitive plans on how the Fund will be allocated, managed or even when it will be made
available. The Fund must respect the devolution settlements and the role of the national
governments as the developer and distributor of these funds in each country, to ensure
effective policy and investment. The intention of this fund is to reduce inequalities
between communities and in order to achieve this, the UK government must allocate the
Fund based on an assessment of community need so that inequalities are not exacerbated
and instead are tackled. We would welcome information from the UK Government on how
the Fund will be achieved.

Pay for nursing staff across the UK

In July 2020, we - in conjunction with the thirteen other health unions representing
members of staff working in the NHS - called for an early and significant pay rise for our
members. Nursing is a highly skilled profession which deserves fair pay that reflects the
complexity and impact of its contribution.

Pay for health and care professionals, particularly nursing staff, has not kept pace with
increasing living costs over many years. Despite the 2018 round of pay increases, average
earnings for registered nurses in England have dropped by 12.6% in real terms (against
the Retail Price Index (RPI)) since 2010 and average earnings for nursing support workers
have fallen by 11.6% over the same period. Median weekly earnings (excluding bonuses)
across the economy have fallen in real terms (against RPI) by 7.9%, demonstrating that
NHS workers have been hit hard by public sector pay restraint combined with rising living
costs since 2010.

A fair pay deal is not only good for current nursing staff but will increase the
attractiveness of our profession - helping to fill the tens of thousands of unfilled posts,
reach safe staffing levels and provide safe and effective patient care.

A survey conducted in July of 2020, consisting of responses from over 42,000 members
showed a worrying rise in those reporting that they are considering leaving the profession,
with 61% of members citing pay, and almost half citing low staffing levels as a key factor.
Nearly three quarters (73%) said higher pay would make them feel more valued.” The
public also support an increase in pay. In a poll conducted by YouGov in July 2020, 86% of
respondents said they would support a pay rise for nursing staff. " If the government is to



meet its 50,000 more nurses target in England, then it must make a career in nursing
attractive. Pay is one of the most important ways to do this.

In August 2020, we launched the Fair Pay for Nursing campaign, aiming to secure a fully-
funded 12.5% pay increase for all nursing staff covered by Agenda for Change terms, as
part of a one-year deal that applies equally to all pay bands. Any pay rise must not be
funded through existing budgets.

Based on analysis of NHS workforce numbers and earnings data undertaken by London
Economics, a 12.5% pay rise for all Agenda for Change staff working in NHS trusts and
support organisations in England shows that the cost to the Exchequer would be
approximately £4.25 billion extra per year. The Barnett consequentials associated with a
12.5% pay rise is estimated to be an additional £802 million.

The economic disruption of COVID-19 has left the UK economy in recession, however
government spending in the form of NHS pay rises could act as stimulus to boost the
economy. Evidence from the Institute for Fiscal Studies shows that the NHS acts as an
economic ‘anchor institution™ in areas of higher deprivation due to the job opportunities it
provides, as it employs more people at a higher wage levelling up the local economy. Many
of these more deprived areas are likely to suffer some of the worst economic fall-out from
COoVID-19.¥

NHS organisations are major employers in many towns and cities, and directly and
indirectly support skilled jobs in health and social care and through supply chains.
Investment in our social infrastructure therefore produces gains through a short-term
economic boost as well as contributing to longer term goals. In addition, the true cost of a
pay deal could be minimised by several external benefits that would have a positive effect
to the Exchequer. In theory, these incentives could include an increase in tax receipts,
national insurance contributions, reduced costs of unemployment, or multiplier effects
from extra spending of disposable income to the wider economy.

Morale and productivity are known to be correlated with job satisfaction and feeling
valued. One study suggests that a "25 percent increase in nurse job enjoyment over a two-
year span was linked with an overall quality of care increase between 5 and 20 percent"".
The same study says that “nurses’ intent to stay increased by 29 percent”. Similarly,
research from the OECD shows that higher pay can increase the potential supply of new
entrants to the profession. Vi

The possible benefits of investing in nursing pay such as better morale, improved patient
care and less staff turnover would have clear long-term benefits for the UK economy and
wider society.

COVID-19

COVID-19 has fundamentally changed us as professionals and individuals, including not
just how we live our lives but our expectations on how we rebuild an inclusive economy
that promotes wellbeing, improves outcomes in public services and creates a fair society.
The nursing workforce has been unstinting in their professionalism and agility as key
workers to provide care throughout the pandemic. However, there were both immediate
issues and deep-rooted problems that existed which affected nurses’ ability to fight
COVID-19. The health and care systems across the UK were not prepared for this
emergency.



PPE

The shortages of PPE experienced in the first wave of the pandemic, revealed serious
problems with how the UK procures essential safety equipment. Some settings

reported adequate PPE, for example intensive care settings in acute hospitals, but this
was not the shared experience for all staff in all settings. Those working in care homes
were particularly impacted by problems with stock availability and the slow distribution of
PPE, despite the government and health agencies knowing they needed to equip services
with PPE in the weeks before the crisis took hold. Existing stocks of PPE, based on
modelling for an influenza pandemic, were insufficient. Without adequate and proper PPE,
nursing staff put their own lives, the lives of their families and patients, at risk. These
supplies should be based on infection control guidance which reflects the latest available
scientific and clinical evidence, and not dictated by cost.

We believe a higher level of PPE is now required in all healthcare settings in response to
the new strain of the virus which is reportedly up to 70% more transmissible. All health
care professionals need urgent reassurance from government ministers and scientists
that they are sufficiently protected from the new variant, by PPE and safety procedures in
their place of work.

Adequate ongoing supplies of PPE will be essential to cope with further waves of COVID-
19, as well as for future infectious disease outbreaks. The government must adopt a
longer-term approach to sustainably procuring and maintaining stockpiles of PPE as well
as other medical equipment essential for staff and patient safety. This Budget should
harmonise procurement between government departments, and factor in additional
resource to enable the expertise of clinical procurement staff to be part of the decision-
making processes.

Testing and Vaccines

Sufficient testing and vaccine delivery infrastructure will be paramount in curtailing both
COVID-19 and any future novel virus outbreaks.

Testing for COVID-19 was too slow to reach the necessary scale for health care staff and
the wider public, and current capacity continues to pose challenges. At the peak, many
nursing staff took the precaution of self-isolating when presenting with symptoms as they
were unable to take a test. This presented a significant staffing challenge and placed
additional pressure on already overburdened staff.

Furthermore, startling discrepancies existed between testing for those working in the
NHS and those staff working on temporary contracts in the NHS or outside the NHS
completely. Members also told us that a lack of transport to remote testing sites
prevented them from accessing testing facilities""

The approval and rollout of several highly effective COVID-19 vaccines represents the
best opportunity to tackle the pandemic, save lives, and protect health and care services
and staff. The government must ensure that there is sufficient funding available to ensure
that there is a constant supply of vaccines being procured and delivered to vaccination
centres.

The government must also ensure sufficient vaccine delivery workforce. Nursing staff are
highly experienced in the delivery of vaccination programmes and their knowledge and
skills are essential to the safe and effective delivery of the COVID-19 vaccines. Community
and primary care nursing teams will be leading the delivery of the vaccine programme and
will be central to ensuring that hard to reach groups are included. The Government should
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ensure that those services are fully supported to provide patient care alongside their role
delivering the vaccines.

To truly plan and ensure that public services are equipped to respond to emergencies, the
same speed, energy and focus applied to the COVID-19 response by frontline staff, must
be used in national, regional and local planning, testing, vaccination and investment to
safeguard us all against public health emergencies.

Mental health

COVID-19 has had a serious impact on the mental health of our workforce and our
population. The impact of lockdown has led to increases in depression and anxiety, and
nursing staff are also more likely to experience mental health issues, given the
challenging circumstances in which they have provided care. Before the pandemic, nurses
were already experiencing unacceptable levels of burnout and exhaustion leading to
stress.* We expect the UK government to support all employers by ensuring they have
enough money and staff resource to offer confidential counselling and psychological
support to all who need it.

The impact of government funded initiatives to support staff mental health during the
first wave of the pandemic such as the “our frontline” helpline should be evaluated,
including accounts from staff and employers who have used the services and an
assessment of the level of take up. A new, fully costed package of care should then be
made available for the continued delivery of counselling and psychological support. This
costing should include promotion to all health and care staff across all settings to raise
awareness of the resources available. It is vital that access to this specialist supportisin
place beyond the pandemic to sufficiently help staff in coping with delayed responses to
trauma.

The crisis is not only having a huge impact on physical health of the population and
physical health services, there is emerging evidence to suggest it is having an
unprecedented toll on the mental health of the population. Increased demand for support
for depression and anxiety is likely to surge as a result of social distancing, and exposure
to traumatic events.

Research from the Office for National Statistics in January 2021 revealed three quarters
(75%) of adults were reportedly worried about the impact coronavirus was having on their
lives, including feeing less happy and more anxious than before the pandemic.x During the
first two months of the first lockdown, mental health reportedly worsened by 8.1% with
young people and women disproportionately affected.” Care and services diverted
towards dealing with the pandemic will impact on people who are already living with
mental health conditions and could result in a detrimental health impact for those

with severe mental health conditions such as schizophrenia and bipolar disorder, who have
been identified as being at higher risk during the crisis." Prior to COVID-19 people with
severe mental health conditions were already dying 20 years earlier than the general
population. X

The COVID-19 pandemic has exacerbated an existing workforce crisis and overstretched
services do not currently have the capacity to support this increased demand. There is a
need for a dramatically increased funding arrangement for these underfunded services,
with a priority on retaining and recruiting registered nurses with expertise in mental ill
health and learning disabilities. There will also be a need for funding infrastructure for
service delivery.



Unequal impact of the pandemic

The COVID-19 pandemic has both highlighted and exacerbated existing socio-economic
and health inequalities. The government must prioritise the reduction of health
inequalities within recovery plans and deliver a national, funded cross-government
strategy to tackle health inequalities and the social determinants of health with clear
objectives, measurable targets and timeframes

It was the impact of these existing inequalities that further impacted societal resilience
and saw different communities adversely impacted by COVID-19. We have witnessed the
disproportionate impact of COVID-19 on BAME communities and clinicians who have been
more affected than other groups. The lived experience and emerging research revealed
early on that BAME health and care staff were at increased risk of contracting COVID-
19, becoming critically ill as a result and dying. However, employers and governments
were slow to respond with coherent strategies and actions designed to mitigate and
manage these risks. This was compounded by a lack of data on death rates, including by
demographic, which impacted their ability to understand the true picture and address the
root causes of inequality.

Since 2015, NHS England have published the NHS Workforce Race Equality Standard
(WRES) on an annual basis. The WRES data examines differences in workplace experience
and outcomes on the grounds of ethnicity and encourages organisations to close those
gaps. The WRES covers staff working in the NHS and those organisations providing NHS
services.

Often those employed at Agenda For Change (AFC) bands four to six, are professionals
delivering care on the frontline, therefore, as BAME staff are overrepresented in these pay
bands, they may be at increased risk of exposure to the viral load of COVID-19. The WRES
2019 data return shows that just over one in every five of all nurses, health visitors and
midwives in NHS Trusts and CCGs is from a BAME background. However, there is an over-
representation at AFC band five and under-representation across all other pay bands. In
2019, there were 42,895 BAME nurses working at Agenda for Change band five, compared
with 1,876 BAME staff working in management bands eight and nine. Further, in 2019
there were 4,995 less white nursing staff in band five, compared to an increase of 3,064
BAME nursing staff in the same band that year. As the pay bands increase, data shows
larger increases in the number of white staff at each pay grade, compared to the
increases of BAME staff, which are much smaller the higher the pay grade. Looking at
management band 8d for example, there were in fact four less BAME nursing staff in
2019, compared to an increase of 63 who are white.x"

The WRES data provides compelling evidence that BAME staff are over-represented in
lower pay grades than their white counterparts but this data has not been utilised
effectively to investigate and level up the experiences of BAME health care staff and
patients.

The development of a coherent cross-governmental strategy which is designed to tackle
the impact of structural racism appears particularly necessary as part of an overall
recovery measure.

Workforce accountability in legislation

Any nursing staff shortage in any setting, threatens the quality of care people receive.
Prior to the pandemic, there were around 50,000 registered nurse vacancies in the NHS
across the UK. This can be attributed to insufficient accountability at all levels of
decision making across the system for the supply and provision of health care staff.



The Welsh government has set out legislation on how decisions about staffing should be
made and scrutinised. In Scotland, legislation has been passed but the implementation
has been delayed due to COVID-19. We expect the Scottish Government to focus
resources on implementing this important legislation, including, but not limited to, any
Barnett consequentials as a result of the Budget. Our members in Northern Ireland took
industrial action, including strike action, last year over safe staffing and pay parity. It is
essential that governments in England and Northern Ireland introduce legislation to
create clear roles and responsibilities for workforce planning throughout the health and
care system without delay. The health and care system would have been in a stronger
position to meet the challenges of the pandemic had this legislation already been in place.

Staffing for safe and effective care in England

Ambiguity about responsibility for policy and funding interventions for supply,
recruitment, retention and pay has led to workforce shortages. There is currently no
specific legal accountability for the provision of staffing for taxpayer-funded services. As
a result, costed workforce planning is not done consistently or strategically; nor is it
based on credible modelling of population health to meet patient demand. This could lead
to missed care and patient safety being compromised.

At the highest level of accountability, policy makers are responsible for decisions about
what health and care services can be delivered for the population through publicly funded
care. There is currently a lack of political will to have this conversation transparently with
the public, which means there is increasing variation in access to services and patient
outcomes, exacerbated by the COVID-19 pandemic.

Health and care system leaders and frontline professionals are focused on requirements
to demonstrate efficiency and productivity. These systemic pressures present conflict
between the ambition of the health and care system to consistently deliver high-quality
care, despite a lack of resources, such as an adequate workforce. Therefore, clarifying
roles and accountabilities for workforce in legislation will provide assurance to all that
there will be the right numbers of qualified staff, in the right place at the right time to
provide safe and effective care. As the population continues to grow and our workforce
ages, staff shortages are set to increase so it is vital that action is taken urgently. The
Government has committed to legislation to strengthen the NHS in its manifesto, and this
forthcoming legislation is a clear opportunity to secure accountability for the health and
care workforce.

While there is no question that meaningful action will require expenditure, investment
provides a wider return in terms of population health, socio-economic mobility and
national productivity. The workforce is also vital to health and care service delivery, and
public health provision. This is key to improving population health — an important
determinant of national productivity, high employment rates and low levels of sickness
absence. In turn, this is critical to economic growth. Additional investment to provide
staffing for safe and effective care should be based upon a robust assessment of
population needs, then costed and funded to meet these needs.

In 2018 the NHS received a long-term funding settlement, but there have been no such
packages for either public health or social care. The 2019 NHS Long Term Plan for the
NHS was contingent upon there being stability within social care, so as not to put
additional pressures on the NHS. Much of the funding for social care in England is through
local authorities, the vast majority of which are having widespread funding challenges. In
practice, this has led to higher thresholds for accessing care, meaning that people who
need support for social care may no longer be eligible to receive it. We believe that a long-
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term funding settlement for social care in England is needed. The Health Foundation
estimates that there needs to be an additional investment of £12.2bn on top of funding
available in 2023/24 to restore 2010 levels of service and provide stability in the social
care workforce*. However, funding must be based on a robust assessment of population
needs beyond 2010 levels, as health and support needs have changed across society.

Workforce data coverage and workforce strategy in England

There is no overarching health and care workforce plan or strategy in England. This limits
the ability of the system to supply the necessary numbers of nurses and to plan for staff
numbers in the future. Developing a credible workforce strategy for the longer term is
challenging due to a lack of comprehensive data on current nursing staff working in all
settings and the numbers of nursing students graduating, both within the NHS and the
wider care system.

It is only with a full and complete picture of our health and care workforce that the
government can be sure that we are equipped with the fully trained workforce required to
meet current and future patient need.

With this in mind, the government must create and fund a workforce strategy in England
that:

e determines current and future population need, based on open and transparent data
and engagement with stakeholders

¢ includes future demand for all health and care services and not just the NHS, as was
the case with the NHS People Plan.

e sets targets for future workforce as the basis for funding the whole nursing supply
chain, including relevant higher education public bodies.

Nursing education and supply of new graduates

All nursing students across the UK must have access to adequate financial support for
tuition and the cost of living to support them during their studies. Every country across the
UK will need to substantially increase their nursing workforce supply in order to put our
health and care system and the nursing profession on a sustainable footing. Sufficient
funding will be required to achieve this, both in this Budget and the CSR in the coming
Autumn.

We also call for sufficient and dedicated funding for continual professional development
(CPD) for all nursing staff, in all health and care settings, alongside pay progression and
career development opportunities. Funding must be based on modelling on future service
and population-based need as well as the skills mix required.

Student funding in England

There are not enough people studying nursing at university in England. The government
reformed the way that nursing higher education was funded and planned in the 2015 CSR.
Formerly, the government paid the fees directly to universities and gave modest bursaries
to students to support their study. The 2015 changes moved from a centrally
commissioned model to a ‘market led’ model where students pay their own fees, primarily
through student loans, and, until recently, received no living grant support from the
government.

The intended aim for the reforms was to significantly increase the number of people
studying nursing. Whilst the number of people on courses has risen for the current
academic year (2020/2021), this equates to approximately 5,860 new students. X This
small increase in applications falls far short of how many nurses the government needs to
close the vacancy gap and achieve its 50,000 more nurses target. We are only now seeing



arise to the levels of 2016, the final year of the directly commissioned model. This
represents three years of lost growth.

We know that the prospect of debt reduces the number of people who choose to study
nursing as this was a key finding from our research detailed in our report Beyond the
bursary: workforce supply X" This is why we call on the government to:

e abolish self-funded tuition fees for all nursing, midwifery, and allied health care
students.

e introduce universal, living maintenance grants that reflect actual student need.

e reimburse tuition fees or forgive current debt for all nursing, midwifery, and allied
health care students impacted by the removal of the bursary.

Costed student funding models for England

We commissioned London Economics to model the illustrative costs of the first two of the
above policy changes with two different costed models.' We outline these models in detail
in Appendix one.

Nurses for all health and care settings come from the same supply pipelines. Therefore,
government efforts to increase student numbers will have benefits across not just the
NHS, but also in social care, cancer care, community nursing and the independent sector.

The government must not miss the opportunity to act

The government only has one more academic year to substantially increase nursing
graduates in England to meet their target of 50,000 more nurses by the end of this
Parliament. We expect bold action - above what has already been promised - to increase
student numbers by removing financial barriers for those students applying by the June
application deadline for the 2021/22 academic year and to financially support and retain
those already on courses.

The reforms to health care education funding in the 2015 CSR created a complex and
interdependent system, where many of the levers for increasing nursing supply sit outside
of the remit of health decision makers, either with the Department for Education or the
education regulators.

This Budget - and the CSR in the Autumn - must avoid replicating the fragmented
approach to higher education funding that happened in the 2015 CSR. Instead, the
government should take a strategic approach, setting out how many nurses England
needs in the future and working backwards to fund all parts of the higher education
supply chain - including education and health and care bodies - to meet this aim. This
means, among other things, understanding the true cost of clinical placement provision,
capital and teaching costs for both universities and employers.

CPD

Nursing education across the UK must not end at the point of graduation. CPD enables
registered nurses to develop their careers, become specialists in areas of care such as
cancer, as well as design and deliver innovative care models to meet changing population
needs. Career development is key to keeping professionals supported within the
workforce, essential for ongoing safe and effective practice, and for career progression;
all of which contribute to retention.

Crucially, funding for CPD in England is essential for meeting the transformative care
goals and clinical placement capacity expansion in the NHS Long Term Plan. However, the
government cut the overall funding for CPD in England in the 2015 CSR; the Health
Education England (HEE) budget for CPD for nurses was cut by 60%, over two years from

1 We have used the 2016/17 cohort as the example size and all figures are in net present value.
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£205million in 2015/16 to £83.49million in 2017/18. In contrast, the “future workforce’
postgraduate medical and dental budget was increased by 2.7% in 2017/18. This is a
significant and unfair disparity between nursing staff and their medical colleagues which
must be reconciled.

The government announced an increase of £150 million in the CPD budget for NHS
nursing, midwifery and allied health staff in the 2019 spending round. While welcome, this
represents approximately a £30million funding increase over the 2015/16 levels, despite
years of staff growth, under-investment in professional development and inflation. The
government must go further and use this Budget to develop a strategic approach to
funding CPD.

Finally, we remain concerned that government CPD funding continues to focus solely on
NHS staff. This leaves out a significant number of nursing staff across publicly funded
services, social care, community work and the independent sector, all of whom also need
CPD. These staff struggle to access CPD through their employers and so the government
must increase CPD funding for all nursing staff in all settings.

There are approximately 194,000 registered nurses in England on the Nursing and
Midwifery Council register not currently employed by the NHS. Not all of these staff will
be currently working. However, as a rough guide, parity with the government’s £1000 fund
currently only for each NHS worker would cost the Exchequer £192m per year for these
non-NHS staff to be given the same opportunities as their colleagues.

Internationally educated nursing staff

International nursing staff have always played a vital part in sustaining our health and
care services by providing patient care. The latest available data as of September 2020
shows that 13% of the UK’s registered nurses were internationally educated, whilst a
further 5% qualified in the EEA.X*However, the UK still faces critical nursing shortages
and the government continue to create additional and unjust burdens on our much-needed
international workforce.

The Immigration Skills Charge

International recruitment cannot be used as a long-term substitute for domestic training
and supply. However, given that it takes at least three years for new nurses to qualify, it is
clear that international recruitment will have to rapidly increase in at least the short to
medium term if the government is to reach its target of 50,000 more nurses in England
before the end of this Parliament. The ongoing financial pressures on both the NHS and
social care means there is a real risk that the Immigration Skills Charge will deter
organisations from recruiting internationally, which will impact safe staffing levels and
patient safety.

Currently, health and care employers are required to pay a fee called the Immigration
Skills Charge of up to £5,000 when hiring an internationally educated individual from
outside the EU; this fee will also apply to employment offers made to EU nationals now
freedom of movement has ended. Medium or large sponsors are required to pay a fee of
£1,000 for hiring an international health care worker for the first 12 months of their visa.
This fee then reduces to £500 every six months after that for the duration of their Tier 2
visa.

For some organisations this can amount to millions over a few years as employers
continue to rely on international staff to fill domestic gaps. Portsmouth NHS Trust for
example has paid the government £2 million since 2017.* We explored rough
considerations as to how much the NHS in England will pay on average for recruiting
nurses internationally. Overseas nurses make up around 25% of nurses joining the NHS
each year, which roughly equates to around 3,465 individuals.® This means that NHS
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Trusts alone will be paying over £3 million per year in order to fill registered nurse
vacancies.

These fees are clearly untenable for a system already facing such financial pressure and
are at odds with an ambition from government to focus on increasing international
recruitment. The health and care system must not be faced with these unjust fees for
safely staffing their services. It is not appropriate to divert funding away from frontline
health services and the training of health professionals in this way. Whilst it is claimed by
government that this money is reinvested into the system, this has not been publicly
evidenced and does not amount to new money to support health and care delivery.

Employers do not have any levers available to them to recruit domestic nursing staff if
there aren’t enough nurses being trained in the UK. It is government’s responsibility to
deliver the workforce necessary to meet our population needs and in turn, it should
therefore be the government’s responsibility to meet the costs associated with recruiting
internationally as a result of insufficient domestic supply. It is for this reason that we
expect an exemption for all health and care employers across the UK from the
Immigration Skills Charge and for this Budget to account for the costs incurred.

No Recourse to Public Funds

Staff retention is essential for patient care and the sharing of knowledge and skills
therefore retaining existing international staff is an important aspect of this. However, we
are concerned that hostile migratory policies and policy development by the Home Office
run the risk of forcing international staff to leave the UK prematurely. In particular, we are
concerned that the ‘no recourse to public funds’ condition applied to migrant workers is a
key disincentive to retention and another example of failing to recognise the value they
bring.

The destitution faced by nursing staff who are unable to access public funds has been
further highlighted by the COVID-19 pandemic. Anecdotally, our members have reported
the impact that no recourse to public funds is having on their lives and the lives of their
families. Whilst British nationals unable to work whilst shielding or self-isolating due to
COVID-19 have benefitted from the security of public financial support, we are concerned
that migrant workers are being forced to choose between continuing to work despite
being at risk, or otherwise staying at home and falling into destitution. This is wrong and
will put staff and patient lives at unnecessary risk.

Both before and during the pandemic, internationally educated nursing staff have made
an invaluable contribution to patient care as well as a significant financial contribution
towards our public services through taxes and national insurance. This Budget is another
opportunity to put right the barriers which international health and care staff face in
accessing financial support and benefits, so that they are free from the fear of COVID-19
or further instances of their own ill-health impacting their status or employment in the UK.

The government must not delay remedying the policies that force international health and
care workers on Tier 2 visas to be worse off than their colleagues. As an immediate
resolve to this issue, the government should consider implementing automatic Indefinite
Leave to Remain for all international health and care staff who have supported the COVID-
19 response.

Indefinite Leave to Remain

In May 2020, the Home Office announced that the families of any health or social care
workers who die as a result of COVID-19 will receive “immediate Indefinite Leave to
Remain, free of charge” > However, we would like to see the government go further and
grant automatic and free of charge Indefinite Leave to Remain to every health and care
worker who has provided care during the COVID-19 pandemic. Staff retention is essential
for patient care and for the sharing of knowledge and skills; retaining existing
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international staff is therefore vital. 69% of the public think that the UK government
should publicly acknowledge the contributions of international staff working in health and
social care during the pandemic.* Granting Indefinite Leave to Remain would be a public,
positive step to show our internationally educated colleagues that the government
recognises their commitment and value to the NHS and social care. It would also ensure
that overseas staff who already pay their taxes and national insurance contributions are
able to access public funds in time of hardship.

The Immigration Health Surcharge (IHS)

We welcomed the government’s announcement in May 2020 to automatically exempt
health and care workers and their dependants from the IHS as a positive recognition of
their contribution and value to the UK. This was an immoral fee as health and care staff
were already contributing to our health care services by virtue of their work and through
national insurance and taxes. Whilst this announcement was necessary, we remain
concerned that it is not automatically applied for all staff.

Health and care staff working in social care settings are not granted an automatic
exemption to the IHS. Instead, they must continue to pay the full surcharge upfront and
then apply for reimbursements in six-month increments. This clearly goes against the
spirit of the government’s initial announcement and simply does not go far enough to
incentivise workers to stay in the UK. The administration and costs surrounding the
reimbursement far outweighs the benefits of granting immediate and automatic
exemptions to the surcharge for all health care staff. It is also another example of the
fragmentation and disconnect between the NHS and our wider health and care services.
We expect the government to automatically exempt care workers and their dependants,
not just registered professionals, and all staff should also be eligible for the new health
and care visa.

Public health across the UK

The health and wellbeing of a population is not solely dependent on access to acute
hospital care. COVID-19 has clearly shown the vital importance of all health and care
services including care in general practice, the community and care homes.

Even before COVID-19, life expectancy in the UK had stalled and in some areas was
declining.*" Across all health indicators including obesity there are striking inequalities;
people from deprived areas are more likely to live shorter lives and spend fewer years in
good health. In the UK, smoking caused an estimated 94,600 deaths between 2016 and
2018, whilst alcohol caused around 7,551 deaths in 2018 This is despite government
pledges to prevent ill health and reduce health inequalities®™"". We call on governments
across the UK to fully fund long-term public health strategies and the agencies who have
been devolved the power to deliver public health services in our communities.

Public health funding allocations in England

Funding for public health services and interventions in England has not been consistent
and has suffered under austerity measures. The public health grant has been cut by more
than a fifth (22%) since 2015/16.*il Consequently, this has meant that local authorities are
unable to provide vital functions that promote wellbeing and prevent ill health. The
reductions in outreach services such as smoking cessation, sexual health and children’s
public health, impacts population health and life chances.

In the 2019 spending round, we welcomed the Government’s decision to begin to reverse
these cuts and instead increase the public health grant for 2020/2021. However, the 2.6%
increase announced for 2020/21 was far short of the £1 billion per year estimated to be
needed if we are to begin to restore services. ™ Restoring the public health grant to
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previous levels is not sufficient and will not support a productive and healthy rebuilding of
public health services in a post-coronavirus world.

These essential services have been further impacted by COVID-19 and many have been
paused. Research from the Local Government Association estimates that local councils
could face estimated financial challenges of nearly £11billion in 2020/2021 because of the
pandemic.** Whilst we recognise that the government made available £3.2billion in grant
funding, the projected gap is still significantly substantial and damaging to the future of
local authority commissioned services, many of which provide vital public health
interventions. We expect parity between how the government funds and resources NHS
services with all publicly funded services including those commissioned and led by local
authorities.

Looking beyond COVID-19, without adequate and sustained investment in public health,
the government risks falling short of achieving its own ambitions including to ‘level up’
health inequalities; those in the Prevention Green Paper; the Sustainable Development
Goals and in the Government’s recent initiative on obesity. The government must revisit
previous calculations and intentions to marginally increase the public health grant, and
instead use this opportunity to deliver an increased, sustainable, long-term funding
settlement for local public health that meets demand and supports efforts to embed
prevention and reduce health inequalities.

Public Health England

Furthermore, the government’s recent decision to disband Public Health England is
another example of government rhetoric on prevention not meeting reality, asitis a
decision taken at a time when public health and health protection have never been so vital
and requiring stability.

The plans for the new National Institute for Health Protection currently exclude vital
public health functions including health improvement and prevention. There is a lack of
assurance that services including sexual health, smoking cessation, health visiting and
school nursing for example, will remain and continue to be a priority. In this indefinite
space whilst we wait for leadership for public health duties, this makes it even more
imperative that there is clarity for the long-term funding arrangement. The government
must fulfil its responsibilities to support the health and wellbeing of our population;
nursing staff are key to successful health protection and public health services, but they
cannot do their work if their services are decommissioned and deprioritised. Public health
nursing staff need to be supported in tackling issues like obesity, smoking and alcohol
abuse, to ensure sustained long-term health improvements for the population.

The COVID-19 pandemic has added further impetus to the need for a policy making and
funding approach which focuses on preventing ill health and levelling up society in the
longer term. This is why we call for this Budget to set out a shared cross-government
funding commitment to prevention and reducing health inequalities.

For further information please contact Beth Knight-Yamamoto, Public Affairs Manager,
beth.knight-yamamoto@rcn.org.uk
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Appendix 1: England costed student funding models

Option 1: Moving to means-tested maintenance grants plus non means-tested tuition fee
grants: under this option, students receive up-front funding for tuition fees as a grant and
all students receive a means-tested maintenance grant of the same value they would
currently receive in loans. This could be up to £20,252 for each student per year,
depending on where someone lives in England and whether they live at home. Our
modelling shows that this will conservatively result in:

Benefits

e an 8.5% (1,080) increase in the number of new graduates per cohort generated by the
funding alone; of which

e 850 extra qualified nurses entering the NHS post-graduation

e an additional 4,790 NHS ‘nursing years’ in the decade post-graduation - part of the
new total of 61,020 total years of NHS service per cohort

¢ A benefit to the Exchequer of £132 million achieved through a reduced reliance on
bank and agency staff in publicly funded services as there are more staff available.

Costs

e The total impact on the deficit during the period of study would be £743 million; this is
a net £310 million extra over the current student funding model. This is approximately
£100-110 million per year during the period of study.

¢ The total additional cost to the Exchequer over the lifetime of the cohort is £403
million per cohort compared to the current funding model.

Option 2: Maintenance grants, plus forgivable tuition fee loans, written off in chunks at
three, seven and 10 years after the student graduates: Under this option, students would
receive a non means-tested £10,000 maintenance grant towards their living costs each
year. Nursing students would also be able take out a tuition fee loan. However, this loan
would be forgiven in return for working in publicly funded health and care services after
graduation.

The loan would be written off in increments: the first 30% after three years, the next 40%
after seven years and the full amount at 10 years. This incentivises graduate nurses to
stay working in publicly funded services and would support students to complete their
degree through to graduation. Our modelling shows that this will conservatively result in:

Benefits

e 6.3% increase in the number of new graduates per cohort (830 graduates for this
cohort size of 16,020); of which
650 extra qualified nurses enter the NHS post-graduation

e an additional 6,850 extra ‘nursing years’ in publicly-funded services in the decade
post-graduation - part of a total of 63,080 total years of NHS service per cohort

e A net extra benefit of £172 million (out of a total benefit of £1,717 million), achieved
through a reduced reliance on bank and agency staff in publicly funded services.

Costs

e The total impact on the deficit during the period of study would be £678 million, a net
£245 million extra over the current student funding model.

e The total cost to the Exchequer over the lifetime of the cohort’s loan is £595 million, or
an additional £298 million per cohort over the current funding model.

We present these options as illustrative examples of the necessary investment to
increase student numbers. They do not represent the full level of investment that is
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required. Without policy change, it is unlikely that the government will meet its 50,000
more nurses target - and the commensurate improvement in patient outcomes - by the
end of this Parliament.

i Ball JE, Bruyneel L, Aiken LH, et al. Post-operative mortality, missed care and nurse staffing in nine countries: A cross-sectional
study. Int J Nurs Stud. 2018;78:10-15. doi:10.1016/j.ijnurstu.2017.08.004

i Royal College of Nursing, Building a Better Future for Nursing, [available at: https://www.rcn.org.uk/get-involved/building-a-
better-future-for-nursing]

i 'yougov, polling undertaken for the RCN, UK wide poll on a pay rise for nursing staff

July 2020. Not yet published online.

v The Institute for Fiscal Studies, The geography of the COVID-19 crisis in England, 2020 [available at:
https://www.ifs.org.uk/inequality/the-geography-of-the-covid-19-crisis-in-england/]

v'Why Nurses’ Job Satisfaction Matters to Patients. https://www.americanmobile.com/nursezone/nursing-news/why-nurses-job-
satisfaction-matters-to-patients/#sthash.y4huBpol.1ij37jv1.dpuf

Vi OCED, The Impact of Pay Increases on Nurse’ Labour Market, [available at: https://www.oecd-ilibrary.org/social-issues-
migration-health/the-impact-of-pay-increases-on-nurses-labour-market 5kg6jwn16tjd-en]

Vi Royal College of Nursing, RCN COVID-19 staff testing survey findings, 2020 [available at
https://www.rcn.org.uk/professional-development/publications/rcn-covid-19-staff-testing-survey-findings-pub-

009251]

* For example Hoff et al (2017) Satisfaction, Burnout, and Turnover Among Nurse Practitioners and Physician Assistants: A
Review of the Empirical Literature Medical Care research and Review Volume: 76 issue: 1, page(s): 3-31 available at:
https://doi.org/10.1177/1077558717730157

* Office for National Statistics (2021) Coronavirus and the social impacts on Great Britain: 8 January 2021. Available at
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/bulletins/coronavirusandthesoci
alimpactsongreatbritain/8january2021#personal-well-being

X Institute of Fiscal Studies (2020) The mental health effects of the first two months of lockdown available at:
https://www.ifs.org.uk/uploads/The-mental-health-effects-of-the-first-two-months-of-lockdown-and-social-distancing-during-the-
Covid-19-pandemic-in-the-UK.pdf

*i Druss, B (2020) Addressing the COVID-19 Pandemic in Populations With Serious Mental lliness available at:
https://jamanetwork.com/journals/jamapsychiatry/fullarticle/2764227

Xii Rethink, Lethal Discrimination 2017 available at: https://www.rethink.org/media/2627/rethink-mental-illness-lethal-
discrimination.pdf

*v NHS England, Workforce Race Equality Standard, 2020 [available at https://www.england.nhs.uk/wp-
content/uploads/2020/01/wres-2019-data-report.pdf]

* RCN, Building a Better Future for Nursing: RCN members have their say, 2020 [available at
https://www.rcn.org.uk/professional-development/publications/rcn-builiding-a-better-future-covid-pub-009366]

“i Health Foundation Health and social care funding — priorities for the next government 2019 [available at
https://www.health.org.uk/sites/default/files/2019-11/GE03-Health%20and%20social%20care%20funding%20-
%20long%20read.pdf]

i UCAS, Undergraduate sector- level end of cycle data resources 2020, 2020 [available at: https://www.ucas.com/data-and-
analysis/undergraduate-statistics-and-reports/ucas-undergraduate-sector-level-end-cycle-data-resources-2020 ]

wii RCN, Beyond the Bursary: workforce supply, 2020. [available at https://www.rcn.org.uk/professional-
development/publications/rcn-beyond-the-bursary-workforce-supply-uk-pub-009319]

*x Nursing and Midwifery Council, Registration data reports, 2020 [available at https://www.nmc.org.uk/about-us/reports-and-
accounts/registration-statistics/]

* House of Commons Hansard. Immigration and Social Security Coordination Bill debate, 2020 [available at
https://hansard.parliament.uk/commons/2020-06-30/debates/581DFFF9-B3ED-4B76-9F51-
JA1F2325334A6/ImmigrationAndSaocialSecurityCo-Ordination(EUWithdrawal)Bill

*! National Audit Office. Department of Health and Social Care. The nursing workforce House of Commons 109 session 2019—
2021, 2020 [available at https://www.nao.org.uk/wp-content/uploads/2020/03/The-NHS-nursing-workforce.pdf]

*i Home Office, ‘Extension to bereavement scheme for NHS and social care staff 2020. Available here:
https://www.gov.uk/government/news/home-office-extends-bereavement-scheme-to-nhs-support-staff-and-social-care-workers
il RCP briefing health and social care immigration May 2020

*V The Health Foundation, Health Equity in England: The Marmot Review 10 years on, 2020. [available at
https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on]

»vAdult smoking habits in the UK - Office for National Statistics (ons.gov.uk)

»i Office of National Statistics. Alcohol-specific deaths in the UK: registered in 2018

i Department of Health and Social Care, Advancing our health: prevention in the 2020s, 2020 [available at:
https://www.gov.uk/government/consultations/advancing-our-health-prevention-in-the-2020s/advancing-our-health-prevention-in-
the-2020s-consultation-document]

i The Health Foundation. The public health grant has been increased but is still too low. 30 March 2020. [available at:
https://www.health.org.uk/news-and-comment/charts-and-infographics/the-public-health-grant-has-been-increased-but-is-still-too]

»x The Health Foundation and King’s Fund Urgent call for £1bn a year to reverse cuts to public health funding._June 2019.
*»x | ocal Government Association, Estimates day debate on the spending of the Ministry of Housing, Communities, and Local

Government parliamentary briefing, 2020. [available at https://local.gov.uk/parliament/briefings-and-
responses/spending-ministry-housing-communities-and-local-government-house

16


https://www.rcn.org.uk/get-involved/building-a-better-future-for-nursing
https://www.rcn.org.uk/get-involved/building-a-better-future-for-nursing
https://www.ifs.org.uk/inequality/the-geography-of-the-covid-19-crisis-in-england/
https://www.oecd-ilibrary.org/social-issues-migration-health/the-impact-of-pay-increases-on-nurses-labour-market_5kg6jwn16tjd-en
https://www.oecd-ilibrary.org/social-issues-migration-health/the-impact-of-pay-increases-on-nurses-labour-market_5kg6jwn16tjd-en
https://doi.org/10.1177%2F1077558717730157
https://www.ifs.org.uk/uploads/The-mental-health-effects-of-the-first-two-months-of-lockdown-and-social-distancing-during-the-Covid-19-pandemic-in-the-UK.pdf
https://www.ifs.org.uk/uploads/The-mental-health-effects-of-the-first-two-months-of-lockdown-and-social-distancing-during-the-Covid-19-pandemic-in-the-UK.pdf
https://jamanetwork.com/journals/jamapsychiatry/fullarticle/2764227
https://www.rethink.org/media/2627/rethink-mental-illness-lethal-discrimination.pdf
https://www.rethink.org/media/2627/rethink-mental-illness-lethal-discrimination.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-2019-data-report.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/01/wres-2019-data-report.pdf
https://www.rcn.org.uk/professional-development/publications/rcn-builiding-a-better-future-covid-pub-009366
https://www.health.org.uk/sites/default/files/2019-11/GE03-Health%20and%20social%20care%20funding%20-%20long%20read.pdf
https://www.health.org.uk/sites/default/files/2019-11/GE03-Health%20and%20social%20care%20funding%20-%20long%20read.pdf
https://www.rcn.org.uk/professional-development/publications/rcn-beyond-the-bursary-workforce-supply-uk-pub-009319
https://www.rcn.org.uk/professional-development/publications/rcn-beyond-the-bursary-workforce-supply-uk-pub-009319
https://hansard.parliament.uk/commons/2020-06-30/debates/581DFFF9-B3ED-4B76-9F51-%5dA1F2325334A6/ImmigrationAndSocialSecurityCo-Ordination(EUWithdrawal)Bill
https://hansard.parliament.uk/commons/2020-06-30/debates/581DFFF9-B3ED-4B76-9F51-%5dA1F2325334A6/ImmigrationAndSocialSecurityCo-Ordination(EUWithdrawal)Bill
https://www.nao.org.uk/wp-content/uploads/2020/03/The-NHS-nursing-workforce.pdf
https://www.gov.uk/government/news/home-office-extends-bereavement-scheme-to-nhs-support-staff-and-social-care-workers
https://www.rcplondon.ac.uk/guidelines-policy/rcp-briefing-immigration-new-deal
https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://www.gov.uk/government/consultations/advancing-our-health-prevention-in-the-2020s/advancing-our-health-prevention-in-the-2020s-consultation-document
https://www.gov.uk/government/consultations/advancing-our-health-prevention-in-the-2020s/advancing-our-health-prevention-in-the-2020s-consultation-document

