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The Bishop of London welcomed participants to the fourth session of the Inquiry focused on workforce challenges and opportunities.

Anne Marie Morris MP supplemented the Bishop of London’s introduction by making a distinction, to help participants in shaping their contributions between workforce issues and how they applied in practice (today’s theme) and recruitment and training (the theme for the planned fifth session of the Inquiry). She did acknowledge however that there was some overlap between the two areas.

The Bishop of London added a key further point of reflection, that in the previous Inquiry Session (3) a number of the speakers had a medical focus, she emphasized the importance in addition to these perspectives of looking more widely across the whole health and social care vista including community and local government.

Ruth May – Introduced her priorities as:

 

•           Workforce challenges

•           Pride and celebration of the work of nurses

•           Collective leadership 

 

She went on to explain that addressing workforce retention and supply issues are key to her ambition as the Chief Nursing Officer for England. She cited her previous experience of working in a rural setting in Kings Lynn. She identified that one of the key challenges concerning the delivery of rural health and care related to long travel times. 

 

Dr May identified that urban areas are often the main attractors for nurses. It is from her perspective however easier to retain people in rural settings, but more difficult to recruit to them. Organisations on the coast have some of the most acute experiences. Continuing Professional Development is a very important issue in the context of retaining staff in rural areas. She stated that she had been pleased that this was also previously acknowledged and supported by the CEO of the NHS and she was discussing as part of the build up to the Comprehensive Spending Review. Increasing clinical placement capacity will also be an area of emphasis.

 

The Bishop of London – asked if it as easy to get clinical placements in rural places as urban places?

 

Dr May commented that from her perspective there is no correlation between the availability of clinical placements and a rural/urban distinction. There may be an issue linked to people applying to take up rural roles but this hasn’t emerged definitively yet.  

 

Dr May went on to identify that there is an issue about the distinctive profile of rural students many of whom are mature students. The lack of the cost of living allowance makes it difficult for mature students who often have more extensive cost commitments to participate in training. Some of the evidence demonstrates that the loss of the £3000 per student bursary per year has had a real impact especially for those students with children. 

 

Dr May went on to talk about other key workforce issues. She identified that establishing an adequate supply of trainees is a key component of making the NHS sustainable from the perspective of nurses. She highlighted some work from a large programme of work that she is progressing as part of the recruitment agenda. 

 

Dr May also drew attention to the interim people plan published by Baroness Harding on 3 June. More time is needed to digest its findings but she identified it as helpful to her thinking on the need to have more of a focused differential response to how we develop the nursing profession in rural settings.

 

The Bishop of London confirmed that travel issues resonate as a key challenge in service delivery. She also identified that the interface between between acute nursing and social care is interesting in this context.  

 

Shiela Childerhouse – intervened to indicate that she intended to cover this theme in more detail during her evidence in the context of driving integration through multi-disciplinary team working.

 

Susan Aitkenhead – identified that traditionally nurse training had been delivered around a range of different “silos”. Breaking down the different training silos for nursing is very important moving forward. Training placements should also reflect the virtue of providing nurses with a diverse range of learning experiences.  Hospital discharges are a key interface area linking nurses across the acute and social care divide. The increased acuity of care in primary, community and social care settings is changing the demands on nurses in social care and across the system.
 

Anne Marie Morris MP– asked does integration mean that we need to change the way we shape training so that there is more read across between social care and acute training?

 

Susan Aitkenhead identified that this is important and that policy is changing to reflect it.

 

Anne Marie Morris MP – asked whether this change was being embraced in terms of social care nursing in the context of Local Government.

 

Dr May – Indicated that progress has started within the context of the NHS but that there is still a significant distance to travel, Social care is a further setting where these issues are to be addressed.

 

Anne Marie Morris MP – asked about the specific incorporation of rural components within the nurse training agenda? 

 

Susan Aitkenhead – identified that there is flexibility to do this within the discretion of the design of training by individual universities and the assurance of meeting key learning outcomes but a specific mode of delivery is not mandated.

 

Anne Marie Morris MP – asked if the key issue to be addressed if the fact that having a rural component is not mandatory.

 

Dr May– agreed that currently there is probably not enough focus on the rural agenda in this context.

 

The Bishop of London asked if–places with rural settings provide an input to the training agenda

 

Dr May indicated that from her perspective this was currently not always the case.

 

Anne Marie Morris MP– asked - should we change this to be more directive in this context?

 

The Bishop of London asked if an increase in nursing associates will reduce the challenges around workforce supply.

 

Dr May indicated that there has been significant take up of nursing associates in rural places with a particular strong take up in coastal settings.
Denise Thiruchelvam provided her evidence on behalf of the Royal College of Nursing.  She identified that this is a very important topic from a Royal College perspective. 

In terms of training flexibility models have existed in the past particularly in community settings but have been lost due to policy changes and there is an opportunity in community nursing to look at this again. She identified that the core of the problem was that successive Governments have underfunded nursing provision.  This needs to be addressed by significant future investment.

In terms of rural settings isolation is a key issues. Onerous travel times and lone working have created conditions that have led to a shortage of nurses in rural areas. 

The Agenda for Change national pay system has helped address some of the additional cost challenges associated with working in rural areas– however this doesn’t extend to way mileage payments operate which are governed by national policy which drop significantly after 10,000 miles. 

In terms of community services, the closure of Children’s Centres is a major challenge – which is affecting access to services for rural families, especially those with limited travelling capacity in terms of their income. From a clinical perspective there is a risk that these individuals will end up presenting in an acute context due to the dwindling of preventive support. 

Technology is only a palliative if you can afford it fully.  Connectivity is a real issue in rural settings. There is scope to link with other APPGs with an interest in broadband as part of a wide ranging approach to the challenge of rural connectivity. 

Denise Thiruchelvam went on to say that as a Director of Nursing her perspective is that the biggest challenge to running community hospitals is a real lack of workforce capacity. She identified that innovation around the deployment of practice nurses important. She indicated that the reduction of training budgets is a real challenge around the rural service delivery agenda. 

The Bishop of London asked what would more flexible training look like?

Denise Thiruchelvam – explained that coordination through mechanisms such as STPs could provide a breadth of placements working across primary care and community settings. The challenge that will remain however is that these placements will need funding.

The Bishop of London asked if there was any opportunity without generalist training of direct entry to health visitor training. 

Denise Thiruchelvam – indicated that this was a good idea but not currently possible. She echoed the comments of Dr May that the lack of a training bursary has affected student members. She identified that apprenticeship is now a pathway into nursing – but the quality of provision is dependent to some extent on the size of organisations involved and smaller organisations in rural settings are challenged in the range of what they can offer.

She went on to draw attention to the legislation around ensuring a safe supply of professionals around health delivery in Scotland and Wales and indicated that this would be a very good development to transfer to England, from the Royal College of Nursing perspective in the context of registered nurses.

She indicated her personal support for the focus in the Long Term Plan for the NHS on community approaches. Her view is that this can only be achieved if an effective throughput of clinicians is achieved.

The Bishop of London – asked in terms of membership if associate professions be members of the Royal College.

Denise Thiruchelvam – confirmed that this was the case.

Anne Marie Morris MP – invited Dr Krishna Kasaraneni  to offer a BMA GP perspective  - she indicated that some of the areas of interest in the Inquiry from this perspective involve: are we resourcing the supply of GPs well enough and is there benefit in reskilling them to cover a wider range of clinical activities (minor surgery etc)? and  secondly what role can physicians associates and other emerging roles play in terms of this agenda?  She indicated it would also be interesting to reflect on whether GP training should have a mandatory component linked to rural issues.

Dr Krishna Kasaraneni  – began his presentation by indicating that there is a significant overlap between many of the issues he has identified in the workforce context and the evidence given by his nursing colleagues. 

He went on to say that over time the drivers for wider working by GPs have arisen due to shortage of other skills. Over the last decade the BMA have recognized the challenge of recruiting rural GPs. Many GPS choose to work in the place where they trained and this makes it a challenge for some rural areas to recruit GPs.  The Targeted, Enhanced Recruitment Scheme, which provides a £20,000 supplement over a 3 year period in areas where vacancies are hard to fill has had a major impact in addressing recruitment challenges. This has changed things dramatically. 54 places were initially filled in year one of the operation.  The number of participants is now running at 250 places linked to areas with recruitment issues. Recruitment is less of a challenge than retention. 

The main problem is that we are losing specialist and long served GPs. Pension regulations have impacted on GP retention – they provide a disincentive for people to stay in practice generally.  The issue relates not just to GPs at the end of their career. The annual allowance issues affects some GPs from their 40s.  Perversely working longer hours due to a shortage of GPs increases the pension problem for GPs. 

Workload is a real challenge facing many GPs, Primary Care Networks are being seen as a potential response – GPs are looking out to work with others around them to fashion more holistic approaches. PCNs will help drive this. PCNs will have a potentially powerful impact in rural areas where a lack of service options is a spur to networking. 

The biggest problem with rural General Practice is the urban mindset of policy makers – big is beautiful. Investment in buildings is an example of the challenges faced where small development of GP practice is not attractive in terms of funders wh prefer investment in larger scale urban estates.  

Anne Marie Morris MP – how do GPs feel about the widening of their training content and placements? 

Dr Krishna Kasaraneni  – there is interest in being expert generalists but also being able to specialise. GP training is quite generalist in the way it currently functions. There is no funding currently available to address this. On the basis of local initiative integrated training is happening in patches but without more direction it will not become a national approach.

Anne Marie Morris MP – what does Dr Kasaraneni think about local recruitment strategies which enable non traditional candidates in rural areas to enter the profession?

Dr Krishna Kasaraneni  – indicated that he saw this as desirable but the challenge to drive a change of this scale will require more capacity at the practice level. Premises and infrastructure are both important issues in bringing people into rural practice. Trainers also need to be upskilled in this context.

Anne Marie Morris MP– thanked Dr Krishna Kasaraneni  for his evidence and reflected  on interesting emerging themes being what could we do to attract more people into the key roles within health and social care? and how important is CPD in this context ? She then welcomed Professor Stephen Singleton and asked him to provide his evidence.

Professor Stephen Singleton began his evidence with the reflection that the workforce issues in terms of the challenges faced in relation to health and care are very wide. Professor Singleton is a retired rural GP and also a public health physician.  He now works in the Cumbria Learning and Improvement Collaborative (CLIC) this is modeled n a Swedish approach.

Moving onto a critique of the current challenges in the England context Professor Singleton feels that the Enhanced Recruitment Scheme does not work as a sustainable response to workforce shortages. In his view 3 things have gone wrong with the way workforce planning and development has evolved in England:

1. An assumption that the amount of time, which can be allocated to delivering services can be applied as a universal assumption (without making allowance for family commitments linked to issues such as maternity and childcare). As an ancillary point he concurred with the view that the pension problem affecting the deployment of GPs an is a real challenge

2. The wider approach to workforce planning has not been effective.

3. The challenges facing smaller places and geographical considerations overall have not been effectively included in the planning approach.

From Professor Singleton’s perspective co-production has been a useful driver for thinking about recruitment in terms of generating an understanding the wider workforce issues in localities. People being prepared to commit to a job in terms of “place” is an important component in this context.

Places have an agenda of their own. Linking GPs into people’s wider issues is important. Millom is a good example of a community seeking a GP on the basis of what their priorities.

The CLIC academy for GPs puts all the CPD in one place – responding to the fact that some people can’t find what they’re looking for. A focus of the approach is on portfolio working which is managed for individuals. CLIC also undertake job matching 70 GPs without contracts that prefer sessional work.

The second CLIC theme is continuous quality improvement. A huge issue concerns the notion of the manageable day (in terms of workforce challenges). This is often driven by “other messy stuff” not directly related to the work of the clinician. Seeking to develop a manageable day for people in all health and care professions should be a key priority. Bureaucracy drives mileage in some workload cases in rural settings. 

Shared training and joint learning is a potent way of overcoming a number of workforce challenges driven by professional specialisation which CLIC is following

Professor Singleton explained that he doesn’t think the generalist specialist is the antidote to many of the challenges faced, from his perspective multi-disciplinary working is the most important issue. Training to be a multi-disciplinary player is key. Training approaches are often anti-pathetic to the use of technology. CLIC use a Scottish system called “attend anywhere”. 

Improvements will only work where Drs and others have the right mind set. A key skill required by Drs is to acquire the discipline of active listening. In a nutshell the approach championed by CLIC is 

The importance of being a multidisciplinary team player

The idea that you don’t have to be physically present to deliver all services

The importance of the community voice in terms of organistion

Anne Marie Morris MP – asked are STPs learning from the CLIC experience?

Professor Singleton responded by saying that broader workforce issues in rural settings are really key challenges – what you train is not the only issue who you train is also important. The creation of an integrated workforce of the future is the answer. At a national level the problem is that flexibility can rob “Peter to pay Paul” as a consequence of the general shortage of people which means that imaginative deployment is sometimes constrained by too few people being available in the first place.

Dr Krishna Kasaraneni  – indicated that her didn’t agree with the criticism of the Enhanced Recruitment Scheme and that he thought it was important not to imply that female members of the workforce were somehow less able to contribute in terms of time to the delivery of services. 

Professor Singleton – indicated that he was trying to make the point that workforce planners had made uniform assumptions about the contribution everyone could make to service delivery irrespective of their personal circumstances.

The Bishop of London – reflected that contemporary changes to the life and work patterns of people were a challenge that the health and care workforce planners were currently affected by.

Anne Marie Morris MP introduced Sheila Childrehouse, Chair of West Suffolk NHS Foundation Trust.

Sheila Childerhouse – introduced herself as a person with a farming background and the Executive Chair of NHS Trusts for a number of years. She indicated that there had been no mention as part of this discussion of return to practice – in rural areas the urban concentration of the training required as a component of the return to work agenda is a real issue in terms of access.  

She went on to indicate that the agenda is not all about funding. She identified that there are some good models of practice we are not “industrializing”. One tool  moving forward is the Long Term Plan which gives an opportunity in terms of building from the local perspective as a means of sustaining our workforce. We need some space in which to do this through flexible systems. Primary Care Networks are a new component in this context but we already have local structures which lend themselves to portfolio careers and different ways of working. Multi-disciplinary team working is very important. 

Anne Marie Morris MP– asked if technology has a key role to play in enhanced rural service delivery?

Sheila Childerhouse – indicated West Suffolk is a national exemplar in some aspects of the application of technology which is important. Skype is a powerful tool for example around pediatrics and orthopedics. Connectivity is an issue however in some rural areas were there are a huge number of “not spots”. Leadership is also really important. Integration between acute services and mental health and social care is a driver of new ways of working.. Local recruitment is very important . Sheila indicated it is easier to recruit to a community hub for people in adult domiciliary care than individual service settings. 

The Bishop of London asked if the Trust was recruiting from a wide base including a wide variety of people

Sheila Childerhouse responded – yes because we are recruiting taking account of the views and aspirations of the community. She believes it is important to have a local and wider focus on community, value, recruitment and retention. Where this is followed it works well. 

She referenced Buurtzorg approach to nurse recruitment as an important innovation (Dutch in origin) which provides holistic care which is person centred on the much wider needs of people – covering all aspects social as well as medical of their care. She indicated that this had been a very positive but challenging approach to recruit to. It has been hard to recruit nurses into the approach which involves a breaking down of traditional boundaries in the work of a nurse.. Engagement of the third sector is important in the context of Buurtzorg but more widely as a principle in terms of the delivery of health and care interventions. West Suffolk are working with the Kings Fund to evaluate the impact of this approach. 

The Trust are now moved pioneering community hubs bringing all community skills including social care into one envelope. This is a patient centred approach More work is needed to fully engage GPs in this context. 

Anne Marie Morris MP asked a number of follow on questions– are the new structures – STP/ICS helping or hindering in this context? Could legislative change help make things happen better?

Sheila Childerhouse – replied that se can’t speak for all STPs – but in her patch what is working well is the alliance working – in this case on the West Suffolk footprint incorporating shared activities and better alignment of budgets through reaching out to social care.  Legislation may be too prescriptive if it sets nationally uniform approaches to this issue although it could unblock some of the more insuperable challenges. Trust and confidence is really important as an underpinning for innovation. Co-training is very important in the context of change.  Premises (not just GP practices) are a key driver of new approaches in Norfolk a really good example is the operation of the community hub in Aylsham.

The Bishop of London moved the focus of the discussion onto the role of Local Authorities and welcomed Councillor Andrew Leadbetter from Devon County Council.

Cllr Andrew Leadbetter – Identified significant pressure from a financial perspective on local authorities in terms of their capacity to deliver health and care services. ADAS have characterized a number of these problems as arising from short termism. He indicated that local government is still waiting for the Green Paper on Adult Social Care which is not aligned with the NHS Long Term Plan. 

Cllr Leadbetter indicated from a non professional point of view that Social Care is a poor relation to other aspects of the health and care agenda. This needs to change because of the connectivities between social care and other aspects of the NHS agenda. Many Community Hospitals have closed. He indicated that huge amounts of council budgets are being absorbed by social care.  In terms of Devon’s rural credentials – half of the population live in areas of rural deprivation where transport costs drive up costs. Infrastructure challenges are an issue particularly in poor weather. Lone working is also an issue compounded by poor connectivity. Poor housing quality is a further challenge.  GP appointment times are often insufficient. The Council has launched a project aimed at addressing a number of these challenges which is called “Doing What Matters.”

The Bishop of London asked in terms of the comment about reduction of community hospitals. What has been the impact of this?

Cllr Leadbetter – indicated that he thinks people have become used to the loss of community hospitals – the focus of care is now on the home. 

Cllr Leadbetter went on to review challenges around the delivery of adult social care- Wage rates are a key issue people can earn more in basic retail jobs than supporting individuals through the care profession. Devon experiences a41% turnoover in year 1 of employment in care. The authority had launched a Devon Proud to Care Campaign.  In terms of adult social care the Council fully fund travel time, they will not pay for less than 30 minute per appointment.  They provide guaranteed hours for workers. They only fund visits which have a clear rationale. The Council is growing its own social workers. It is celebrating its work force. Integration with NHS agenda is a key priority. 

In terms of asks for Government housing for NHS essential workers is provided but this doesn’t apply to care workers can this be considered?

How can Government work to remove barriers to create better career progression?

We need to see Green Paper on Adult Social Care which will need to carry with it more resources – it needs to incorporate a focus on reducing key job churn. 

In terms of current success around priorities the council has been effectively working on reducing Delayed Transfers Delayed Transfers of Care (DTOC) and seeking to avoid too many people being admitted to care homes. Struggling to put out packages of care.

The Bishop of London asked – what has made the difference in terms of improvements around DTOC?

Cllr Leadbetter – didn’t have all the details to hand but did know that more integrated working between adult social care and the acute sector was at the heart of the change.

The Bishop of London introduced Stephen Chandler as the final witness for the session.

Stephen Chandler introduced himself as the Director of Adult Services at Somerset County Council he is a nurse by background.  Stephen said that at the heart of the problems facing local government was a shortage of cash is the key issue.  He indicated that at a national level adult social spends £700 million a year less than in 2010 (Kings Fund).  Pay rates of staff (nursing and adult dom care) are lower. He indicated that there is also a perception that working in a nursing home is not as important as working in an acute setting. However the acuity of people in nursing homes and their own homes has significantly increased and so therefore have the demands on care staff.

Stephen Chandler indicated need to work hard to address the challenges of recruiting and retaining social care workers in relation to the issue of partiy of esteem. Somerset still have 14 community hospitals a number of which are very small. The Council is looking at redesigning the health and care system to address some of the issues linked to the high cost base arising from its current pattern of provision.. The challenge is that the nursing home bed will need to replace the loss of beds in community hospitals. Working in an integrated way has also led to better DTOC rates in Somerset. Reablement has been an important part of this agenda. Not relying on historical roles is important. The Council remain concerned that there wont be enough professionals to meet the long term challenges of supporting the diversity of individual needs in the future. We need to look very closely at the extension of support roles far traditional professions more heavily.

The Bishop of London identified herself as a great supporter of co-production. She asked how this had worked in Somerset.

Stephen Chandler explained that the council have been working on the case for change – to drive change through involving local people more effectively. Change management has traditionally been clinically led. Co-production is much wider than usually conceived in the NHS. 

Professor Stephen Singleton – intervened to say that Alston Moor and Maryport are examples of an effective co-produced closure of a community hospital in Cumbria.

Anne Marie Morris MP – closed the session. She identified that the contributions from all parties had been very valuable. She identified Place based approaches as a key theme arising from the discussion focusing on acceptance that rural places have different characteristics. A second key theme has been the  willingness of communities to engage in planning and development. Community owned health and care strategies are important in this context. Finally she reflected that whilst resources are important so is an acceptance of the need to change and innovate. Finally she indicated that any further thoughts from participants would be really helpful and could be emailed on.  
