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Purpose of the 
Report: 

To provide the Board of Directors with: 
 

¶  An overview of the current size and shape of the Nursing 
and Midwifery Workforce 

¶ The current reality of the Nursing and Midwifery workforce 
Recruitment and Retention Strategy 

¶  An overview of the findings from June 2015 Ward Based 
Staffing Review 

¶ An assessment against the National Quality Board 10 
expectations and NICE guidance for safe staffing 

¶ The year to date temporary and substantive workforce 
expenditure 

¶ To bring to the attention of the Board any workforce risks 
 

Key Points for 
Trust Board 
Members: 

¶ Achieving safe staffing levels in nursing and midwifery are 
essential to provide safe and compassionate care.  

¶ This paper demonstrates compliance with National Quality 
Board expectations. 

¶ A further paper is to be presented to Board in November 
2015 which will recommend any adjustment to Nursing and 
Midwifery workforce models. 
 

Next Steps 
Future action: 

The Board is asked to note the information contained in this 
report and the actions we have in place. 
 

Strategic Aim Keeping the Base Safe 
 

Risk Register  
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1.0 INTRODUCTION 
 

1.1  The following paper presented to the Board of Directors is the fourth in a 
series of reports / updates on the Nursing and Midwifery workforce.  The 
Board also receive monthly performance updates on Nursing and Midwifery 
staffing within the Integrated Board Report. 
 

1.2 The importance of ensuring nursing and midwifery staffing levels has been 
reinforced through a number of publications: 
 

¶  National Quality Board ï How to ensure the right people,  with the 
right skills, are in the right place at the right time. (NHS England, 
2013)  

¶ Hard Truths: The Journey to putting patients first. (Department of 
Health, 2014) 

¶ Safe Staffing for nursing in adult inpatient wards in acute hospitals. 
(NICE guidelines [SG1], 2014) 

¶ Safe Midwifery Staffing for maternity settings. (NICE guidelines [NG4], 
2015) 

 
1.3 This paper addresses our compliance with the recommendations within these 

reports, and provides an overview of progress within the nursing and midwifery 
workforce following the actions agreed in the last report accepted by the Board 
of Directors in April 2015. 
 

 
2.0 

 
NATIONAL QUALITY BOARD EXPECTATIONS 
 

2.1 The National Quality Board published 10 expectations in relation to nursing, 
midwifery and care staffing capacity and capability in 2013 to support NHS 
organisations in making the right decisions to provide high quality, 
compassionate care. 
Table 1 demonstrates CHFT current compliance with those expectations and 
planned next steps. 
 

2.2 To date CHFT are fully compliant with nine of the National Quality Board 
expectations.  The one area in which we have assessed ourselves as partially 
compliant is in the area of nurses and midwives having sufficient time to fulfil 
responsibilities, which are additional to their direct caring duties. 
 
 Whilst ward based establishments received an increase in supervisory time to 
100% in 2014 and an increase in headroom to 20%, it has remained 
challenging to achieve supervisory status due to vacancy levels and 
supporting additional capacity demand. 
 
A review of headroom is currently being undertaken by the Nursing Workforce 
Strategy Group.  We expect a review of the direct and indirect contact time 
results (study completed in June 2015) to provide valuable intelligence 
informing areas of responsibilities, which could be carried out by non-
registered nurses resulting in nurses and midwives having sufficient time to 
fulfil all responsibilities.  
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Table 1: CHFT compliance against National Quality Board Expectations 

Focus Expectation CHFT 
Current 
Status 

Evidence of 
Compliance 

Next Steps 

Accountability & 
Responsibility 

1. Boards take full responsibility for the quality of 
care provided to patients, and as a key 
determinant of quality, take full and collective 
responsibility for nursing, midwifery and care 
staffing capacity and capability 

Achieved ¶ Board actively involved in 
agreeing staffing 
establishments (March 2015 
and September 2015) 

¶ Board regularly updated on 
recruitment, training and key 
quality outcome measures 

¶ Integrated Board report 
provides monthly update on 
safe staffing levels 
achieved, current areas of 
concern and action taken to 
address (accessible to 
patients and staff).  

¶ Site view of daily staffing levels providing both 
current and prospective for next 24hours due to 
launch electronically September 2015. 

¶ This will increase the information currently shared 
to include additional safe staffing indicators 
including red flag events and proportion of 
substantive to temporary workforce in any one 
area. 

2. Processes are in place to enable staffing 
establishments to be met on a shift-to-shift basis 

Achieved ¶ Process in place to alert 
Flexible Workforce when 
additional staff required due 
to shortfall. 

¶ All areas reviewed with real-
time monitoring to address 
absence, unplanned 
activities and change in skill 
mix as a result of temporary 
workforce use. 

¶ Matron of the day role 
commenced August 2015 to 
ensure senior nurse 
monitoring shift to shift 
staffing at all times 

¶ Promotion of escalating 
staffing concerns to Site Co-
ordintor and Matron 
completed April 2015 
through red flag event 
initiatives. 

¶ Safe Staffing incorporated into nursing and 
midwifery induction from September 2015 to 
ensure all staff aware of how to raise concerns 
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Focus Expectation CHFT 
Current 
Status 

Evidence of 
Compliance 

Next Steps 

Evidence-Based 
Decision Making 

3. Evidence-based tools are used to inform nursing, 
midwifery and care staffing capacity and 
capability 

Achieved ¶ Acuity and Dependency 
studies completed utilising 
NICE approved tool SNCT 

¶ Professional Judgement 
recorded daily on the web 
based safe staffing tool 

¶ Additional staffing indicators 
utilised (see section 8.0) 

¶ Update / training session on classification of 
patients utilising SNCT scheduled for November 
2015 

¶ Review of electronic systems (SNCT APP and 
Nerve centre) underway to review possible use to 
complete SNCT. 

Supporting and 
Fostering A 
Professional 
Environment 

4. Clinical and managerial leaders foster a culture 
of professionalism and responsiveness, where 
staff fell able to raise concerns. 

Achieved ¶ All areas have supervisory 
status built into their 
workforce models to provide 
structured and support 
within teams 

¶ All staff encouraged to raise 
concerns ( guidance on how 
to do this included on 
nursing workforce induction) 

¶ Additional support for newly qualified nurses due 
to commence October 2015 in response to 
concerns that nurses did not all receive 
preceptorship and level of support they required. 

¶ Preceptorship register to commence September 
2015 

¶ Nurses joining CHFT to be informed of their 
preceptor prior to arrival September 2015 

5. A multi-professional approach is taken when 
setting nursing, midwifery and care staffing 
establishments 

Achieved ¶ Reviews are completed with 
ward managers, matrons 
and members of the 
multidisciplinary team. 

¶ The Nursing and Midwifery 
Strategy Group receive and 
endorse any 
recommendations to Board. 

¶ Membership of the Nursing 
and Midwifery Strategy 
Group include Workforce 
and Finance colleagues. 

 

6. Nurses, midwives and care staff have sufficient 
time to fulfil responsibilities that are additional to 
their direct caring duties. 

Partially achieved ¶ Establishments incorporate 
supervisory time, but this is 
not always currently 
achieved due to vacancy 
levels and additional 
capacity demand. 

¶ Headroom has been set at 
20%  

¶ Review of headroom to be completed  (see 
section 4.5) 

¶ Matronôs to review contact time results and 
identify areas of focus to increase efficiency of 
nursing time. 

¶ Review of additional roles contact time results 
through the Matrons to identify any areas which 
can be further developed to assist with 
maximising efficiency of the nursing workforce. 
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Focus Expectation CHFT 
Current 
Status 

Evidence of 
Compliance 

Next Steps 

Openness and 
Transparency 

7. Boards receive monthly updates on workforce 
information, and staffing capacity and capability 
is discussed at a public Board meeting at least 
every six months on the basis of a full nursing 
and midwifery establishment review 

Achieved ¶ Monthly report provided 
(Integrated Board Report) 
comparing the planned 
staffing level, reason for any 
gap and action taken. 

¶ Establishment review 
provided to Board 6 monthly 

¶ Quality dashboards have been developed within 
the last 6 months to provide trend analysis on key 
quality and outcome measures which will provide 
additional information regarding the impact 
potentially related to staffing levels. 

¶ Quality dashboards to provide month on month 
view for each ward area expected October 2015 

8. NHS providers clearly display information about 
the nurses, midwives and care staff present on 
each ward, clinical setting, department or service 
on each shift. 

Achieved 
  

¶ Boards are in place and 
managed to display staff on 
duty. 

¶ Information booklets 
including how to raise 
concerns for red flag nursing 
events and the staff and 
roles in place available. 

 

Planning for the 
Future Workforce 
Requirements 

9. Providers of NHS services take an active role in 
securing staff in line with their workforce 
requirements 

Achieved ¶ Recruitment and Retention 
strategy in place and 
monitored through Nursing 
and Midwifery Strategy 
Group 

¶ Workforce planning 
completed to inform Future 
Workforce Forecast and 
LETBs July 2015 

 

The Role of 
Commissioning 

10. Commissioners actively seek assurance that the 
right people, with the right skills, are in the right 
place at the right time within the providers with 
whom they contract. 

Achieved ¶ Commissioners updated 
quarterly through quality 
report in relation to safe 
staffing 

¶ Commissioners updated 
monthly on planned against 
actual staffing levels 

¶ Engagement with 
commissioners incorporated 
into workforce plans for 
proposed changes to 
workforce models 
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3.0 FINANCIAL UPDATE 
 

3.1 In terms of Hard Truths investment, the opening budgets in April 2015 
incorporate the full year effect of the Hard Truths investments made in 14/15 
and no further investment has been made in this financial year. 
 
Current expenditure has been impacted upon by an increased use of agency 
and flexible workforce primarily to address increased planned staffing levels 
balanced against vacancy levels, additional capacity demand and headroom 
factors. 
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Table 2:  August 2015: Pay expenditure on Nursing, Midwifery and HCA including Agency. 

*The total budgeted amount does include the adjustment for Vacancy factor and any budgets identified as CIP have been taken out. 

  

Nursing, Midwifery & HCAs Pay Expenditure including Agency 

  

M05 YTD Budget M05 YTD Actual  M05 YTD Variance 

  

Total Budget Total Actual 

Substantive Pay Agency Bank Additional 
Basic Pay 

Overtime   

  £ £ £ £ £ £ £ £ 

MEDICAL DIVISION 12,835,395 14,270,148 11,468,692 1,673,221 651,685 82,281 394,269 1,434,753 

SURGERY & ANAESTHETICS 9,838,929 9,617,943 8,786,555 341,142 210,417 58,557 221,272 -220,986 

FAMILIES & SPECIALIST SERVICES 8,844,929 8,582,028 8,217,016 56,106 140,317 82,884 85,706 -262,901 

COMMUNITY 4,822,401 4,479,715 4,381,469 5,830 26,305 31,036 35,074 -342,686 

ESTATES & FACILITIES 24,535 36,177 24,833 11,344 0 0 0 11,642 

CORPORATE SERVICES 607,979 563,901 555,507 0 5,298 1,692 1,404 -44,078 

CENTRAL & TECHNICAL 0 0 0 0 0 0 0 0 

HEALTH INFORMATICS 0 5,770 0 0 5,770 0 0 5,770 

PMU 859 0 0 0 0 0 0 -859 

RECHARGES 0 24 0 0 24 0 0 24 

TRUST TOTAL 36,975,027 37,555,705 33,434,071 2,087,644 1,039,816 256,450 737,725 580,678 
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  Table 3: Demonstrates the total Nursing Workforce pay trends by month 2014 ï 2015.  

 

3.2 Temporary Spend  

Increased planned staffing levels following the Hard Truths investment in 2014, vacancies 

and additional capacity demand has led to an increased average agency spend in the last 

quarter of 2014 / 2015 of £500k per month compared with an average for the same period 

in 2013/14 of £250k per month (see Table 4 for detail) 

Table 4 : NURSING AGENCY COSTS 2013 ï 2014 COMPARED TO 2014 - 2015  

13/14 
Nursing, 
Midwifery 
& HCA 
Pay 

Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Total 

£ £ £ £ £ £ £ £ £ £ £ 

Agency 
Costs  301,886 324,660 190,590 186,542 373,479 209,701 207,696 231,764 138,323 94,574 2,259,216 

                        

14/15 
Nursing, 
Midwifery 
& HCA 
Pay 

Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Total 

£ £ £ £ £ £ £ £ £ £ £ 

Agency 
costs 93,391 179,309 266,641 504,656 725,955 529,957 360,517 393,637 426,887 376,646 3,857,596 

                        

Increase / 
(decrease) (208,495) (145,351) 76,051 318,113 352,476 320,256 152,821 161,872 288,564 282,072 1,598,380 
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3.3 Within the last 12 months the single source agency agreement previously held for the 

nursing workforce ceased due to fill rates from the agency resulting in   fill rates below 20% 

of those requested for qualified nurses. 

Additional agencies were sourced through the procurement team, and a tiered level of 

agencies introduced with any request to the top tier agencies (high cost) requiring director 

approval.  This has resulted in an increasing fill rate via temporary workforce solutions 

resulting in an increased spend. 

As vacancy levels have reduced and the demand of additional capacity reduced use of the 

highest cost agency stopped on 30.6.15.  A further Tier 3/ 4 (highest cost) agency stopped 

in August 2015 in all but the most exceptional cases.  In August 2015 the length of time 

provided to Tier 2 agencies to fill shifts was also reduced with the intention of filling unfilled 

shifts with Tier 1 / 2 agencies to the maximum. 

Table 5: Comparative hourly cost (day rate) for agency tiers. 

Substantive band 5 Nurse £14.79 

Tier 1 qualified nurse £28-30 

Tier 2 qualified nurse £36-37 

Tier 3 qualified nurse £38 

Tier 4 qualified nurse £53 

 

An additional five Tier 1 agencies have been recruited in August 2015 with the aim of 

increasing fill rates through Tier 1 agencies. 

3.4 A review of the Internal Flexible Workforce Service indicated that current service provision 

is not as effective or efficient as required to meet current demand.  An options appraisal 

was completed which identified four potential options which are being considered.  

We anticipate that a move to a managed bank service available 24 hours a day, 365 days 

of the year will improve the efficiency of providing temporary staffing solutions, in addition to 

improved governance of the temporary workforce utilised. 

3.5 An increase in temporary spend may also be as a result of the current 20% headroom built 

into the workforce models for nursing and 21% for midwifery.  The current headroom split 

for nursing is demonstrated in Table 6. 

 

Table 6: Headroom in Nursing 

 

Sickness 4.5%  

Annual Leave 11.23%  

Mandatory 
Training 

1.01% 2.01% in Midwifery 

Other 1.01%  
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 A review of the headroom calculations has identified that the split of 20% is required to 

change to accommodate demand.  The Nursing and Midwifery workforce models are 

recommended to be modified to include the headroom split as detailed in Table 7. 

 

Table 7: Revised allocation of 20% headroom in Nursing 

Sickness 3.5% 

Annual Leave 14.23% 

Mandatory Training 1.28% 

Other (inc. maternity leave) 0.99% 

 

3.6 Improved reporting through the e-rostering system has recently led to increased 

management information indicating the current headroom split. Matrons and Associate 

Directors of Nursing have committed to overseeing the rosters to ensure avoidable risks 

such as over allocation of annual leave do not occur placing additional strain on staffing 

levels. 

 Early indications from headroom reports suggest suggest 20% headroom may be 

insufficient (particularly in relation to sickness level of 3.5%) and thus contribute to an 

increased temporary spend.  A national review of headroom is currently being completed 

and the Nursing and Midwifery Strategy Group will review the findings when completed.  

Meanwhile provisional scoping to explore the cost of raising the headroom to 23% to 

reduce temporary spend has been requested and a review of the estimated time mandatory 

and essential skills training requirement will result in.  

The estimated investment and training time requirements and any recommended actions 

will be presented to Board following business planning in November 2015.   

3.7 Recruitment initiatives to increase the number of Health Care Assistants (HCAôs) have been 

completed, particularly targeting second year student nurses resulting in 56 HCAôs being 

recruited to the bank.  Recruitment to qualified nurses has also been advertised on a 

monthly basis, but with a limited response (15 qualified nurses). 

For the month of June an enhanced rate of pay was offered to flexible workforce members 

(qualified and unqualified) with the aim of increasing fill rates through this method of 

temporary workforce.  This resulted in an increase of 142 hours additional coverage.  

Evaluation indicated that regular flexible workforce staff booked at short notice to receive 

the enhanced rate of pay.  This initiative was discontinued for HCAôs, but is currently still in 

place for qualified staff to ensure we maximise use of flexible workforce against high cost 

agency. 

This resulted in 51 Staff being paid additional pay through the incentive totalling an 

additional cost of £8,086.95 in July and August. 

3.8 In September 2015 new Agency Rules were received from Monitor and the NHS Trust 

Development Authority (TDA).  The rules result in an annual ceiling for total nursing agency 

spending (qualified nurses / midwives / health visitors only) and mandatory use of approved 
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frameworks for procuring agency staff. 

 

 CHFT are in the process of agreeing the ceiling to be applied at CHFT.  The Nursing 

Workforce Strategy Group will respond to the new agency rules which will be effective from 

October 2015. 

 

      
    4.0 NURSING AND MIDWIFERY PROFILE 

 

4.1 The contracted whole time equivalent  (WTE) nursing and midwifery workforce in post has 

reduced in comparison from July 2014 and July 2015 by a total of 32.86 WTE (15.07 WTE 

qualified and 17.79 unqualified). 

 

Table 8:  Nursing and Midwifery Contracted WTE 

 

 July 2014 July 2015 

Contracted 
Qualified wte 

1661.87 1646.8 

Contracted 
Unqualified wte 

696.75 678.96 

Total wte 2358.62 2325.76 

 

4.2 The reduction in WTE can in part be attributed to the transfer of the school nursing service 

to an alternative provider which resulted in 11.95 WTE qualified and 2.94 WTE unqualified 

leaving CHFT, and the introduction of long days into planned workforce models.  Across the 

divisions the long day initiative reduced the required WTE qualified by 29.63 and 21.8 

unqualified. 

 

Table 9: Current Vacancies (WTE) September 2015 

 

*Information received from the Matrons and verified by Associate Directors of Nursing 

 

 Current Vacancies  Pipeline of Candidates 
Awaiting start date 

Remaining Vacancies 

Qualified  181.86 wte 144.26 wte 37.6 wte 

Unqualified 26.15 wte 12 wte 14.15 wte 

 

4.3 Vacancies within the Nursing workforce will increase from October 2015 despite a focused 

recruitment strategy due to additional staffing required following bed remodelling for the 

Trust. 

 

 

 

 

 

 



13 
 

Table 10: Forecast vacancy position qualified nurses 

 Oct 15 Nov 15 Dec 15 Jan 16 Feb 16 Mar 16 

Current 
Vacancies 

37.6 132.6 141.6 143.6 143.6 147.6 

Starters * 18 18 20 16 16 

Leavers 20 20 20 20 20 20 

Staffing for additional 
beds 

75 7 - - - - 

Resulting vacancies 132.6 141.6 143.6 143.6 147.6 151.6 

 

*starters for October are included in current vacancy position of 37.6 wte calculation as part 

of the pipeline due to arrive between Sept / Oct 2015 

 

*forecast position includes an element of international recruitment resulting in an additional 

33 recruits. 

 

 The Nursing Workforce Strategy Group do not anticipate any difficulties in recruiting to 

unqualified vacancies and have a scheduled event on 19.9.15 with over 80 confirmed 

candidates attending to address the additional requirements for unqualified nurses. 

 

4.4 Significant work has continued to achieve greater clarity with regard to the vacancies within 

the nursing and midwifery workforce. The matrons for each area identify their vacancies 

monthly through meeting with the ward / area managers, and identify potential leavers prior 

to termination forms being completed.  This information is then verified by the Associate 

Directors of Nursing for each area. 

 

The vacancies reported by the nursing staff do not always correlate to the financial ledger 

position, but recently finance has ensured all nursing and midwifery staff are coded 

correctly on ESR.   Early indications from a trial in August identified further work between 

ESR and finance was required to ensure the accuracy of this data is maximised.  The 

vacancy information will be provided by ESR from September 2015. 

 

A triangulated approach between the collated vacancies verified by the matrons, finance 

and ESR will continue until we are confident in the data provided. 

 

4.5 Turnover in May 2015 was lower than it had been for the previous 6 months, however data 

received from ESR indicates that turnover has increased recently for both qualified and 

unqualified staff.  The turnover trend for the last 6 months is evidenced in table 11. 
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Table 11: Turnover  

 

 Nov 
14 

Dec 
14 

Jan 
15 

Feb 
15 

March 
15 

Apr 
15 

May 
15 

Jun 
15 

Jul 
15 

Turnover 
Qualified 
% 

0.98 1.13 1.63 1.06 2.46 1.40 0.80 1.45 1.05 

Turnover 
Qualified 
WTE 

16.59 19.01 27.21 17.67 40.45 22.09 16.69 
 

23.87 18.19 

Turnover  
Un 
qualified 
% 

1.42 0.55 0.44 0.51 2.50 1.08 0.84 0.64 1.06 

Turnover 
Un 
Qualified 
WTE 

10.94 3.32 1.80 3.35 13.57 9.07 6.14 5.13 7.79 

 

*Increased turnover in March included the transfer of school nursing service to an 

alternative provider. 

 

Reducing turnover remains a key focus for the Nursing and Midwifery Strategy Group. 

 

4.6 Sickness and absence for qualified nurses is currently at the lowest level since March 2015, 

but this remains significantly higher than the 3.5% level the Trust requires (Table 12).  

  

Absence rate for unqualified nurses has reduced from the peak reached in December and 

January, but also remains higher than the Trust standard (Table 12).  

 

Table 12: Absence rates 

 
 Nov 

14 
Dec 
14 

Jan 
15 

Feb 
15 

Mar 
15 

April 
15 

May15 June 
15 

July 
15 

Absence 
rate 
Qualified % 

4.77 5.44 5.19 4.74 4.90 5.30 5.27 5.33 5.09 

Absence 
Rate 
Unqualified 
% 

7.75 8.19 8.45 7.61 7.45 7.09 7.75 7.31 6.69 
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4.7 Each division has identified the top 3 reasons for absence and the number of working  

days lost as a result which are from August 2014 ï July 2015. 

Table 13: Top 3 reasons for sickness August 2014 ï July 2015 

Division Reason for Sickness 
FTE Days 
Lost 

 

372 Community L3 
S10 Anxiety/stress/depression/other psychiatric 
illnesses 738.20 

   S98 Other known causes - not elsewhere classified 704.96 
   S28 Injury, fracture 436.81 
 

372 Corporate L3 
S10 Anxiety/stress/depression/other psychiatric 
illnesses 69.00 

   S12 Other musculoskeletal problems 40.00 
   S13 Cold, Cough, Flu - Influenza 23.36 
 372 Estates & Facilities L3 S12 Other musculoskeletal problems 809.87 
 

  
S10 Anxiety/stress/depression/other psychiatric 
illnesses 392.33 

   S19 Heart, cardiac & circulatory problems 305.87 
 372 Families & Specialist 

Services L3 
S10 Anxiety/stress/depression/other psychiatric 
illnesses 3647.12 

   S98 Other known causes - not elsewhere classified 1911.83 
   S25 Gastrointestinal problems 1471.97 
 

372 Medical L3 
S10 Anxiety/stress/depression/other psychiatric 
illnesses 3792.92 

   S12 Other musculoskeletal problems 2864.62 
   S98 Other known causes - not elsewhere classified 1969.09 
 372 Surgery & Anaesthetics 

L3 
S10 Anxiety/stress/depression/other psychiatric 
illnesses 3138.96 

   S25 Gastrointestinal problems 1736.57 
   S12 Other musculoskeletal problems 1212.51 
  

*Information provided by Workforce and Development September 2015 

 

4.8 A revised attendance management policy is due to be completed in September 2015 which 

will be supported by divisional actions which include: 

¶ Importance of attendance at work being recognised and highlighted to result in a 

change in culture regarding expectations to attend work regularly. 

¶ Ensuring individuals notify managers early of support required and a proactive 

approach to early discussions and increased speed of referrals to and interventions 

from Occupational Health. 

¶  Increased focus on levels of sickness absence in each area and increased 

accountability for management of this. 

¶ Direct intervention and a personalised plan for each member of staff currently off 

sick. 

¶ Improved guidance for managers and support to manage sickness absence cases 

directly without the need for workforce and organisational development intervention 

at early stages. 

¶ Increased competency of managers to manage absence effectively and resolve 

issues early, therefore preventing escalation to more formal stages of the process. 
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¶ Consideration on a case-by-case basis redeployment or dismissal where attendance 

has failed to respond to intervention. 

 

4.9 Additional resource in the form of an Attendance Management team has been supported 

and will be recruited to soon who will lead on the implementation of the revised attendance 

management policy.  

 

4.10 Retirement forecast through ESR demonstrates that 516 WTE of our current Nursing and 

Midwifery workforce are currently over 55 years of age with a split of 245 wte qualified and 

271 unqualified which is increase of 42 WTE from our position in November 2014. 

Within the next 12 months a further 100 WTE will reach the age of 55 years. 

It remains difficult to predict retirement trends particularly following pension changes and 

changes to the retirement laws. 

A potential risk to the workforce has been identified though as a significant proportion of the 

nursing workforce choose to retire with some returning on a part time basis.  With the 

introduction of revalidation and Electronic Patient Record (EPR) this may reduce and could 

also see an increase in the number of retirees. 

 

 

5.0 RETENTION OF THE NURSING WORKFORCE 

Retaining staff to ensure our workforce remains stable and sustainable continues to be a 

focus for the Nursing and Midwifery Strategy Group.  The group remain committed to 

improving the support, training and preceptorship available to all members of the nursing 

workforce. 

 

5.1 Increased focus to identify the reasons for leaving the workforce provided has been 

completed within the last 6 months for qualified nurses and midwives with a view to further 

informing our retention strategy. 

 

5.2 The number of WTE leavers from the nursing and midwifery workforce (qualified) increased 

between October and April 2015 in comparison to April to October 2014. (Table 14) 

 

Table 14: Qualified nurse leavers 2014 ï 2015 

 

April ï 
October 

November - 
April 

Total wte 

121.43 wte 143.01 wte 264.44 wte 
 

 

*Information received from Workforce and Development May 2015 

 

5.3 Analysis of the reasons for leaving indicated that the largest number of leavers had no 

reason for leaving recorded.  Table 15 demonstrates an overview of reasons for leaving 

recorded across the organisation for the nursing and midwifery workforce between October 

2014 and April 2015. Greater analysis at ward and divisional level was provided to inform 

divisional priorities.  
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Table 15: Reasons for leaving October 2014 ï April 2015 

 

*Information received from Workforce and Development May 2015 

Ranked Reason for 
leaving recorded 

Headcount Comments 

1 Other / not known 50  

2 Retirement 27  

3 Employee Transfer 28 Includes school nursing service 
Potentially some inaccuracies in how 
information recorded with nurses leaving 
been logged as transfers if moving to another 
organisation. 

4 Promotion 15  

5 Work Life Balance 11  

6 Relocation 10  

7 Health 8  

8= MARS 7  

8= Child Dependants 7  

8= Voluntary 
Resignation ï 
better rewards 

7  

9 
 

Has not worked 5 These are not leavers ï they are recruited 
candidates who have been set up on ESR 
but dropped out of the recruitment process 
before starting 

10= Voluntary 
Redundancy 

4  

10= Voluntary Early 
Retirement 

4  

10= Dismissal / Early 
Retirement 

4  

10= End of Fixed Term 
contract 

4  

 

5.4 An Action plan to increase retention rates and decrease turnover of nursing and midwifery 

workforce was agreed at the Nursing Workforce Strategy Group in June 2015 and is 

provided in Table 16. 
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Table 16:  Action Plan to increase retention rates 

Action How and When  Further Action Required 
 

Facilitate 
internal 
transfers ï 
prioritising 
own staff 
where 
possible 

Commenced December 2014  To promote this option (nursing  page on 
intranet; nursing workforce updates; 
induction and joint sisters meeting to 
cascade) 

Increased 
support for 
existing staff 
and new 
starters 

¶ Preceptorship policy renewed and relaunched 
 

¶ Interactive training for preceptors offered from 
May 2015 

 

¶ Clinical Skills offering all new starters a skills 
assessment and development plan 
(commenced January 2015) 

 
 

¶ Action Learning sets for new starters providing 
1 day per month of structured study and 
support. 

 

¶ Develop 1 week induction programme for all 
new members of the nursing workforce 
(September 2015)  

 
 

¶ Invest in Band 6 Clinical Support Nurse  (see 
outline below) (September 2015) on trial basis 
for 6 months 

Promote on Nursing page of intranet. 
 
Preceptorship database to be developed to 
record preceptorship offered including ward 
based preceptor and preceptorship 
programme. 
 
 
 
 
 
 
 

 
 

Develop rolling programme of preceptorship 
and induction for the nursing workforce 
following evaluation. 

 
 

 
 

Provide 
development 
opportunities 

¶ Promote opportunities for development ï  such 
as NHS leadership academy  further training 
opportunities  through monthly PLF clinic, with 
success stories in weekly newsletter 

 

¶ Support for newly qualified nurses to complete 
their Masters (from Sept 15) 

 

¶ Scope opportunity to develop opportunities for 
HCAôs to progress and Access to Higher 
Education Diploma (Health Care Professions) ï 
September 2015 

 

¶ Development opportunities within divisions to 
progress to be promoted and shared. 

PLF team to develop drop in clinic for further 
information / guidance on professional 
development. 
 
 
 
 
 
Nursing workforce to link with training 
department to identify opportunities for HCA 
roles. 

Increase 
understanding 
of retention 
strategies 

¶ PLF to complete further education study with 
focus on retaining staff through support and 
development using newly qualified nurses 
commencing September 2015 as focus group. 

Application to be made for September 2015 

Increase 
understanding 
of reasons for 
leaving 

¶ Workforce Assurance Manager and Flexible 
Workforce manger to offer face to face 
interviews with all qualified leavers(August 
2015) 

Trigger alert to Workforce Assurance 
Manager from Termination forms to be 
developed to increase number of leavers 
surveys complete (face to face) ï August 
2015  

Review e-
roster training 
and support 

¶ Increase user group representation on the E-
rostering board and operations group. 

¶ Review E-rostering to ensure the programme 
and ward managers are able to provide the 
best rosters possible within agreed timescales 
(September 15) 
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5.5 Within the last 6 months an updated preceptorship policy has been launched which has 

resulted in preceptorship being mandatory for the first time. 

 

The Nursing workforce started to offer new starters the name of their preceptor prior to 

commencing employment to improve the number of new starters who receive a named 

preceptor. 

 

Support for preceptors has been developed in the form of an online training package and 

shared with the ward managers.  

 

1 week induction programmes are due to commence for new starters in September and will 

then be offered every 3 months for members of the nursing and midwifery workforce. 

Whilst this will support the new starters it will also support the ward / area teams in 

providing training and support consistently. 

 

An ongoing preceptorship programme has been developed and will form a rolling 

programme of half day events each month for nurses / midwives to attend.  

 

5.6 From September 2015 all band 5 nurses joining CHFT will complete a programme of Band 

5 competencies and maintain a record of their developing skills as part of their probationary 

period. 

 

 Similarly the Band 2 competencies for HCAôs within the Trust and new to the Trust are 

scheduled to work towards completing competencies developed through the training group. 

 

5.7 We recognise that providing support for nurses and midwives has been difficult in some 

areas due to the high level of vacancies and supporting additional capacity areas.  With the 

introduction of a large number of newly qualified nurses in September and October we 

anticipate that there will be an additional need for support to ensure nurses develop in their 

skills and confidence. 

 

We recommend a 6 month Band 6 secondment post is funded through the recruitment 

budget to provide additional support to the nursing workforce.  This role would accept 

referrals from the nurses themselves and from ward managers and provide support working 

alongside nurses, offering support and guidance and opportunities for reflection. 

 

5.8 It has proved challenging to develop an internal rotation programme for the nursing 

workforce and there has been little interest from both nurses or ward managers to rotate 

staff.  The internal transfer scheme has worked increasingly well offering opportunities for 

nurses at CHFT to move easily between clinical areas through matching current vacancies 

to staff requesting opportunities to transfer or develop new skills in areas within the Trust. 
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6.0 RECRUITMENT 

 

Sustained focus on recruitment has remained a key action and challenge over the last 6 

months. The national shortage of nurses has continued to result in a challenging landscape 

further impacted by a shrinking pool of international resources. Both local and international 

recruitment campaigns have been completed with success for CHFT. 

 

6.1 Recruitment events at four universities have been completed to raise the profile of CHFT 

and promote the support and development opportunities we offer for nurses completing 

their training this year.  Further recruitment events within the UK are due to be completed 

within autumn 2015 which include attending a RCN Jobs Fair in London and completing an 

advertising campaign with the Guardian newspaper.   

 

6.2 2015 has seen CHFT employ an alternative approach to recruiting nurses due to qualify in 

September 2015. Nurses have been actively recruited through value based assessment 

days from January 2015 onwards which is significantly earlier than previous years. 

 Table 17 demonstrates the trend experienced in the nurse led recruitment events leading 

towards completion of university led training. 

 

Table 17:  Headcount of candidates attending band 5 recruitment days 2014 ï 2015 

 

Number 
Attended 

Oct Nov Dec Jan Feb March Apr May June July August 

6 14 19 13 42 50 13 24 4 9 10 

 

6.3 To retain soon to be qualified nurses recruited through the events each successful 

candidate has benefited from an allocated ñkeep in touchò nurse from CHFT, who was 

tasked with keeping in touch either by phone, email or in person with the candidate to 

ensure they remained engaged with CHFT.  Examples of keep in touch events have 

included facilitating visits to wards or departments within CHFT and informal ward based 

events. 

 

6.4 The Nursing Workforce held a welcome in June 2015 to which all nurses who had been 

offered positions were invited and 50 attended.  The event evaluated well and provided an 

opportunity for the nurses to meet the Director of Nursing; receive an outline of support, 

induction and preceptorship available to them; and meet with nurses from the divisions 

which they are due to join. 

 

6.5 Current predictions based on the pipeline of candidates due to join the nursing workforce 

suggest higher uptake of positions at CHFT from newly qualified nurses and midwives in 

comparison to 2014. 

 

6.6 Increased recruitment through advertising has been reviewed within the last year, with dual 

adverts on NHS Jobs being placed now to ensure searches for either site ñonlyò results in 

CHFT vacancies being identified. 

 A further advertising campaign through a national newspaper is scheduled to be completed 

in September / October 2015 with the aim of targeting Band 5 nurses; Emergency 
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Department nurses and dual trained nurses. 

 

6.7 Return to practice campaigns regionally have had little success and CHFT has followed this 

trend.  In a further change to CHFT recruitment practices an opportunity for nurses to 

receive a band 3 post whilst they completed their return to practice course has been 

offered.  This has resulted in 2 nurses currently undertaking their return to practice course. 

 

6.8 CHFT have continued to offer secondment opportunities to complete their training through 

the Open University with 5 HCAôs offered places to complete this from 2015. 

 

6.9 CHFT are currently working with Wakefield College and Health Education Yorkshire and 

Humber to scope the possibility of supporting HCAôs to complete the Access to Health 

Education diploma (Healthcare Professions) to increase the capacity to grow CHFT nursing 

workforce. 

 

6.10 A review of incentivised recruitment was completed late 2014, CHFT continued with their 

plan to offer increased support for new recruits in place of monetary support as did 

neighbouring trusts. 

 

6.11 Recruitment to apprentice roles within the nursing and midwifery workforce has continued.  

All apprentices completing their training in July 2015 secured HCA posts within CHFT.  A 

further 11 apprentices commenced their training in July 2015. 

 

 Since March 2015 all apprentices recruited have commenced the Cavendish Care 

Certificate.  First evaluations are currently being collated, with the early findings indicating 

that the apprentices enjoy completing the certificate, but completion is taking 16 weeks as 

opposed to the planned 12 weeks. 

 

6.12 Through the recruitment events we have currently offered substantive posts to over 80 

newly qualified nurses and 30 midwives. 

 

6.13  The Nursing Workforce Strategy Group are considering incorporating a strength based 

approach into our recruitment process.  The Shelford Group have created profiles indicating 

the strengths required to be a great ward manager; staff nurse and health care assistant. 

Strengths are defined by the Shelford Group as ñsomething a person loves doing; is good at 

and is energised byò. 

 

Coupling a strengths assessment with a competence assessment have been found to 

improve performance, patient experience and candidate experience.  Further benefits have 

been realised in areas which have moved to a strengths approach in terms of cost saving 

and efficiency through recruitment and attrition cost savings. 

 

The Nursing Workforce Group consider that incorporating this approach into our current 

recruitment process would provide additional assurance that we have the right people in the 

right positions to provide the safe and compassionate care we are committed to. 

 



22 
 

6.14 International Recruitment update 

 

 In May 2014 the Board of Directors agreed investment of £1.5m into the nursing workforce 

primarily to support ward establishments to achieve a 20% uplift for absence, a minimum of 

1 to 8 patient ratio and supervisory ward sister role by quarter 4.  The resulting need to 

recruit an increasing number of nurses was mirrored throughout much of the UK which has 

increased the challenge for CHFT in recruiting to vacancies. 

 

 In 2014 CHFT joined the 90% of NHS Trusts in England reportedly engaged in international 

recruitment campaigns to meet their individual demands. 

 

6.15 Five recruitment campaigns have been completed, 4 in Spain and 1 in Romania between 

November 2014 and July 2015 resulting in 36 international nurses arriving at CHFT 

between January and June 2015 and a further 8 expected in September. 

 

6.16 Retention rate for CHFT international recruits is currently 86.2% which compares favourably 

with regional feedback.  A full review of the international recruitment campaign including 

regional benchmarking as of June 2015 can be found in Appendix A. 

 

6.17 CHFT have considered recruiting qualified nurses from outside of the EU with the intention 

of securing nurses who may be increasingly likely to settle permanently with the Trust.  As 

nursing failed to make it onto the governmentôs shortage occupation list and CHFT have a 

limited number of certificates of sponsorship this approach to increasing the substantive 

nurses has not yet been developed further. 

 

Following changes to the Governments migration cap rules, migrants from outside the EU 

will not be granted indefinite leave to remain and will be sent home after 6 years if they do 

not meet minimum earnings standards of £35k, which currently affects 3 members of our 

workforce. Nurses are unlikely to meet this minimum threshold. The Migration Advisory 

Committee is currently working with NHS Employers to assess the impact these new rules 

will have on the NHS and staff nurse shortages. 

 

6.18 As an example, an NHS trust currently looking to fill around 200 nurse vacancies knows 

that the maximum number of UK trained newly qualified nurses they will be employing from 

the next cohort to qualify is 28. They have offered posts to 60 nurses from overseas all of 

whom had the certificates of sponsorship rejected at the June panel. 

 

Another NHS trust has only been able to recruit 20 nurses from their EU recruitment efforts 

over the last 12 months and embarked upon recruitment in the Philippines earlier this year. 

They have offered posts to 72 individuals. All certificates of sponsorship were rejected at 

the June panel due to high demand from across business and the low points score gained 

for NHS professions. Basic salary being the proxy for priority.  

 

The Nursing Workforce Strategy Group are currently assessing to what extent this will 

affect our current workforce and recruitment strategy.   
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7.0 SAFE STAFFING INDICATORS 

 

CHFT have continued to record and publish staffing levels recording the planned nursing 

hours against the actual nursing hours worked are as one safe staffing indicator. 

 

7.1 A number of inaccuracies in hours recorded are still evident in the fill rates recorded.  This 

is largely within the division of medicine where approximately 50% of day shifts are now 

planned to be completed through 11.5 hour (long) shifts. 

 

 

With current level of vacancy and sickness within the division actual hours worked regularly 

remain away from plan as to maintain the right number of nurses on the wards with the 

resources available an increasing number of 11.5 hour (long) shifts are being completed. 

 

7.2 The impact of safely staffing additional capacity areas is not currently reflected in the 

staffing levels reported externally.  Additional capacity areas are not reported in terms of 

staffing fill rates, but staffing these areas safely has at times reduced the fill rate on 

substantive ward areas where staff have transferred to support additional capacity. 

 

7.3 Increased accuracy in reporting staffing levels and recording professional judgement has 

been achieved through the introduction of the web based staffing tool in January 2015. 

 

7.4 The board receives a monthly report on the staffing levels achieved.  In June 2015 it 

became apparent that an increasing number of areas are starting to experience an increase 

in achieving their supervisory status with 6 areas reporting over 100% fill rate for qualified 

day fill rates. 

 

Table18 identifies the average fill rates for June 2014 in comparison to June 2015 

Table 18: Average fill rates comparison June 2014 ï June 2015 

 

 June 2014 June 2015 

Average Fill Rate Day 
Qualified Nurses / Midwives  
% 

86% 90.07% 

Average Fill Rate Day 
Unqualified Nurses / Midwives 
% 

98% 95.68% 

Average Fill Rate Night 
Qualified Nurses / Midwives 
% 

84% 88.81 % 

Average Fill Rate Night 
Unqualified Nurses / Midwives 
% 

122% 113.16% 
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7.5 A daily staffing tool is has been developed and will be launched in September 2015 which 

will be used to record actual staff in place and highlight any workforce risks and actions 

taken each day.  The tool will be completed on each site 3 times within a 24 hour period. 

 

The additional information and support the tool will provide is: 

 

¶ Acceptable staffing levels for each area are documented to assist with decision 

making when resources are stretched. 

¶ Each area will be rag rated to provide an overview of the nursing workforce in place 

           each day. 

¶ A record of any temporary workforce members in place at CHFT will be evident and 

           will provide the split between temporary and substantive workers in any one area. 

¶ Record and provide a prompt of any nursing red flag events 

 

The tool will be electronic and stored on a secure drive and therefore available if requested 

at a later date, and have the potential be circulated electronically to ensure key personnel 

are informed in a timely manner of the current nursing workforce position each day. 

 

7.6 Contact Time 

Safer Staffing: A Guide to Care Contact Timeò was published by NHS England in November 

2014, and sits alongside the NQB guidance, and NICE guidance to support decision 

making to ensure safe staffing care for patients and service users.  ñCare Contact Timeò is 

recommended to be reviewed and included in staffing reviews as part of the drive to deliver 

safe and effective care.  A baseline assessment of contact time was required by summer 

2015 by all Trusts. 

 

Following a trial in one area in April 2015, CHFT completed the Contact Time study on 

04.06.2015 to enable areas to monitor the nursing care and contact time required by 

patients in all inpatient ward areas. 

 

7.7 CHFT used a tool approved by NHS England referred to as the ñActivity Clocksò.  All 

members of the nursing workforce on duty that day identified their tasks from a pre-

approved list (see table 21) at 5 minute intervals from 7.00hrs to 19.30hrs. 

 

The data was inputted and produced a report for each ward area which identified the direct 

and indirect time spent by qualified and unqualified staff.  Additional information is also 

visible such as the proportion of time taken completing specific tasks such as discharges or 

medicines.  Areas are also able to view how many interruptions were received during tasks. 

 

To reduce the risk of the study becoming a data set for reporting and not improvement of 

patient care, each area was also requested to review the contact time results and identify a 

quality improvement area to target at ward level. 

 

Table 19 summarises the categories defined as indirect and direct contact time activities. 
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Table 19:  Classification of Direct and Indirect Contact time activities 

 

Direct Care 
(Nursing and process) 

Indirect Care 
(Nursing and activities) 

Meals 
Medications 
Patient Communication 
Nursing Procedures 
Patient Hygiene 
Patient Observations 
Other 
Off ward with patient 
Ward Round 
Admissions 
Discharges 

Shift Handover 
Nursing Documentation 
Professional Discussion 
Relative Communication 
Environment / Cleanliness 
Ordering Patient Tests 
Student support 
Break 
Ordering stocks 
Searching for items 
Staff Training 
Off ward without Patient 
Other 

 

The template below is an example of the clock each member of the nursing workforce 

member completed for each hour of their shift on 4.6.15 

 

 
 

7.8 As we repeat the contact time study in December 2015 we will review how effective the 

quality improvements have been. The data will also be reviewed along with any training 

needs required to improve the quality of data collated.  

  

7.9 In April 2015 NHS England announced a new composite indicator for safe staffing which is 

expected to be launched this summer.  This will sit alongside the staffing hourôs data and 

contact time results as part of the safer staffing focus.  The indicators are: 

 

¶ Sickness absence data 

¶ Rate of compliance with mandatory training 

¶ Rate of appraisals in the previous 12 months 

¶ Views on staffing from the national staff survey 

¶ Views on staffing from patient surveys 
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Absence rates have been reviewed earlier within the paper.  Mandatory training and 

appraisal compliance is monitored monthly within each division. 

 

7.10 National Staff Survey (2014) results have been reviewed with reference to the nursing 

workforce group. 

 

Responses received from the nursing workforce at CHFT resulted in: 

 

 
Role Number of responses % of Survey respondents 

Registered 
Nurse Adult 

59  17% 

Registered 
Nurse Child 

8 24% 

Midwives 6 2% 

Health Visitors 5 1% 

Other RN 3 1% 

Unqualified 
Nurses 

27 8% 

 

7.11 The Nursing Workforce Group were reassured to find CHFT received above average 

scoring for the extent to which staff look forward to coming to work and that an increasing 

number of staff had been appraised in the last 12 months. 

 

There was little change to the percentage of staff who felt satisfied with the quality of work 

and patient care they are able to deliver, but an improvement in the percentage of staff who 

felt their role was making a difference to patients. 

 

67-69% qualified nurses felt satisfied with the quality of work and patient care they are able 

to deliver in comparison to 89% of unqualified nurses.  The Nursing Workforce Group 

anticipate that through the retention strategy work, and increased staffing levels as our 

vacancies have reduced we will see an increase in the percentage of qualified nurses 

National Staff Survey Respondents 

Registerd Nurse Adult

Registered Nurse Child

Midwives

Health Visitors

Other RN

Unqualified Nurses
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satisfied with their quality of work. 

 

Listening events in July 2015 indicated that in some areas ward managers are increasingly 

being able to fulfil their supervisory role which can contribute to both their own quality of 

work, and that of their team. 

 

7.12 Whilst staff job satisfaction has improved since the 2013 survey alongside staff motivation 

the percentage of staff who felt work pressure was worse than average at CHFT. 

 

This is consistent with some feedback from leaverôs surveys and listening events.  Vacancy 

levels coupled with safely staffing additional capacity has resulted in significant pressures in 

some areas within the last 6 months. 

 

7.13 Care Quality Commission Inpatient Survey 2014 

 

Five key areas which could be considered to be heavily influenced by safe staffing levels of 

the nursing workforce have been reviewed by the Nursing Workforce Group and action 

identified. 

 

Area Score Action Date for 
Completion 

ñFelt there were 
enough nurses on 
duty to care for 
them ñ 

7.5 / 10 Review workforce models 
 
Review contact time studies to identify if 
direct patient care can be improved 
 
Review direct patient care time 
 
 
Ensure nurses ask patients ñwhat is 
important to themò on a daily basis ï 
cascade through divisions 
 

July 2015 
completed 
 
 
July 2015 
completed 
 
 
December 
2015 
 
Ongoing 

ñFelt that they 
were given enough 
help from staff to 
eat their meals if 
they need thisò 

7.8 / 10 Review the role of the nutritional 
assistants and additional roles through 
the nursing workforce strategy group and 
make appropriate recommendations. 
 

August 2015 

ñFelt they received 
help following 
activation of the 
call button quicklyò 

6.4 / 10 Review workforce models to ensure 
sufficient staff available at all times for 
timely response. 
 
Promote prompt response to all calls as 
a ñmust doò through divisions ï ñBeat the 
Buzzer ñ campaign to be led by group of 
ward sisters 
 

July 2015 
completed 
 
 
 
 
December 
2015 
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ñFelt they were 
well looked after 
by hospital staffò 

8.9 / 10 Promote positive result to nursing and 
midwifery workforce. 
 
Ensure we recruit and retain the right 
workforce to provide the highest 
standard of care 
 

August 2015 
 
 
 
Ongoing 

ñ Felt they had 
overall a good 
experienceò 

8.1 / 10 Promote and monitor high standards of 
care through quality dashboards and 
frontline leadership 

Ongoing 

 

7.14 Quality dashboards have been developed within the last 6 months to provide an overview of 

each ward including performance indicators which will ensure all indicators relating to 

patient care and safe staffing are visible and reviewed monthly as a minimum. 

 

Reporting by exception outside of agreed parameters is reviewed monthly by the Nursing 

workforce strategy group and any further action required agreed. 

 

7.15 The Nursing Workforce Group are working with the Risk team and nursing workforce to 

increase the knowledge and use of incident reporting and resulting data which can be 

produced through the DATIX system with the intention of reviewing all staffing incidents for 

themes and trends as a further indicator of safe staffing. 

 

7.16 NICE safe staffing guidance for adult inpatient ward areas has been in place since July 

2014 and for midwifery and maternity since February 2015.  NICE suspended their work to 

determine safe staffing levels across the NHS in June 2015.  Future work to develop safe 

staffing guidance will be led by a new body, NHS Improvement and the Chief Nursing 

Officer.  

 

The work undertaken by NICE in relation to safe staffing in additional areas is now 

understood to be set to continue under NHS England within a series of wider service 

reviews and as such we no longer expect the publication of NICE guidance for Accident 

and Emergency departments to be imminent. 

 

Future staffing guidance is expected to be published by the National Quality Board.  

Guidance will be reviewed by the Nursing and Midwifery Strategy Group and appropriate 

action taken to ensure CHFT achieve compliance. 

 

 The Nursing Workforce Strategy Group continues to review and progress the nursing 

workforce to achieve compliance with published NICE Guidance whilst we await further 

guidance from the National Quality Board. 

 

 Current areas which require focus to achieve 100% compliance with NICE Guidance are 

demonstrated in Table 20. 

 



29 
 

 

Table 20:  CHFT compliance with NICE Safe Staffing Guidance (Nursing) 

 

Priorities for 
Action from 
NICE Guidance 

Progress against planned action 
March 2015 

Progress against planned 
action August 2015 

¶ A system in 
place for 
nursing red 
flag events to 
be reported by 
any member of 
the nursing 
team, patients, 
relatives or 
carers to the 
registered 
nurse in 
charge of the 
ward or shift. 
Management 
of red flag 
events. 

¶ Records of on 
the day 
occurrences of 
red flag events 
recorded 

¶ Task and Finish Group has 
commenced to promote red flag 
events. 

¶ Work with Risk and Health 
Informatics is been undertaken 
to develop robust reporting. 

¶ Monitoring of Red Flag events is 
been developed through the 
task and finish group and will be 
utilised to inform future staffing 
reviews. 

¶ Red Flag incidents are been 
outlined in patient information 
leaflets to ensure patients, 
relatives and carers are aware 
of Red Flags and how to 
escalate concerns. 
 

 

¶ All areas within nursing 
workforce have received 
posters; credit sized cards 
and cascaded information via 
both written and verbal 
presentations outlining red 
flag and how to report red 
flag events. 

¶ Reporting mechanism via 
Datix under review ï monthly 
reports outstanding whilst 
this is developed 

¶ Red flag incidents reported 
included in data set for ward 
dashboards since July 2015 

¶ patient information leaflets  
are available 

¶ Red flag prompts added to 
daily staffing tool currently 
being developed for 
completion by site co-
ordinator to provide further 
prompt.  Due for launch 
September 2015 

¶ Approaches to 
support 
flexibility of the 
nursing 
workforce. 

¶ Proposed long day 
implementation into workforce 
models in Medical division. 

¶ Long day proposal for Surgery in 
progress with scheduled 
completion of 30.3.15. 

¶ Review of support roles within 
nursing workforce utilising 
Calderdale Framework in 
progress. 
 
 

¶ A proportion of long days in 
terms of shift patterns have 
been in place since April 
within Surgery, Medicine and 
FSS. 

¶ Additional roles providing 
support have been reviewed. 

¶ Project currently being 
completed to scope the 
opportunities for developing 
bands 1-4 with the 
Calderdale Framework. 

 

7.17 In February 2015 the National Institute for Health and Care Excellence published guidance 

for Safe midwifery staffing for maternity settings (NICE 2015). Recommendations are made 

for organisational requirements for safe midwifery staffing levels, setting the midwifery 

staffing establishment, assessing differences in the number and skill mix of midwives 

needed and the number of midwives available and monitoring and evaluating midwifery 

staffing requirements. 

 

7.18 Midwifery specific safer staffing óRed Flagsô are defined and a range of safe midwifery 

staffing outcome measures are described.  These include: the proportion of women who are 

able to book for maternity care by 13 weeks gestation, breastfeeding rates, post-natal 

readmission rates, incidence of genital tract trauma, missed breaks, the proportion of staff 
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working extra hours, midwifery sickness rates and staff morale, compliance with mandatory 

training, the proportion of midwifery hours provided by bank or agency and the proportion of 

women in established labour who received one to one care. 

 

7.19 Safe staffing outcome measure data is collected on a monthly basis provides assurance 

that staffing data is being measured against NICE standards; the first half year report is due 

to be presented to FSS Divisional Board and Business Meeting in October 2015.  The 

report will then be presented to the Nursing Workforce Strategy Group in November 2015. 

In line with NICE guidance, CHFT use Birth-rate plus to set and to review the midwifery 

staffing establishment. 

 

 

8.0 WARD BASED REVIEW AND RECOMMENDED STAFFING LEVELS 

 

At CHFT we have continued to follow NICE guidance in systematically assessing at ward 

level a number of factors which inform the nursing establishment required to provide safe 

nursing care. 

 

Table 21 summarises the processes followed to review and inform recommended staffing 

levels within the last 6 months. 

Table 21: Process to inform nursing workforce establishments 

 

Summary of the process of setting ward based nursing  
establishments 

CHFT Update 

1. Complete Acuity and Dependency study using NICE approved 
tool (Safer Nursing Care Tool) 

Completed May 
ï June 2015  

2. Complete the Contact Time Study to identify current nursing time 
spent delivering direct patient care. 

Completed 
June 2015 

3. Associate Director of Nursing; General Manager; Finance 
Manager; Workforce Assurance Manager; Ward Manger and 
Matron review acuity and dependency results and contact time 
results to triangulate with professional judgement and nurse 
quality indicators and national guidance. 
 
Professional judgement included: 

¶ Clinical model 

¶ Staff capacity and capability 

¶ Organisational factors (such as ward layout, support roles, 
students) 

¶ Ward manager supervisory status time 

¶ Staff feedback 

¶ Complaints 
         Nurse Quality Indicators included: 

¶ Falls 

¶ Pressure Ulcers 

¶ Medication errors 

¶ Mandatory training compliance 

¶ Family Friends Test  

¶ Harm Free Care 

Completed for 
all areas June / 
July 2015 
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8.1 Results of the ward based staffing levels reviews June 2015 are evident in Table 22 which 

demonstrates: 

 

¶ recommended WTE (combined qualified and unqualified) nurse to bed ratio from the 

acuity and dependency review 

¶ current nurse to bed ratio for all areas 

¶ contact time results 

 

Please refer to table 21 (section 8.7) for definition of direct and indirect patient care in 

section. 

 

Table 22: Results of ward based staffing indicators 

 

SURGERY 

Ward Beds AUKUH 
Nov 13 

AUKUH 
Jan 14 

SNCT 
Nov 
14 

SNCT 
June 
15 

Current 
n:b 
 

Direct 
Patient  
Care % 
June 
2015 

Indirect 
Patient 
Care % 
June 
2015 

Comments 

3 15 1.10 1.20 1.65 1.61 1.37 71.2 Q 28.8 Q  

85.8 Un 
Q 

14.2 
Un Q 

10 20 1.10 1.50 - 1.41 1.25 59.9 Q 40.1 Q  

71.8 
Un Q 

28.2 
Un Q 

15 27 1.20 1.50 1.32 1.22 1.02 55.2 Q 44.8 Q  

78.6 
Un Q 

21.4 
Un Q 

19 22 1.30 1.60 1.42 1.62 1.75 54.7 Q 45.3 Q  

73.6 
Un Q 

26.4 
Un Q 

20 30 1.30 1.50 1.15 1.26 1.37 52.2 Q 47.8 Q  

69.4 
Un Q 

30.6 
Un Q 

22 23 1.10 1.20 - 1.17 1.23 60.2 Q 39.8 Q  

66.1 
Un Q 

33.9 
Un Q 

SAU 25 1.00 0.92 1.05 1.15 1.31 64.7 Q 35.3 Q  

49 un Q 51.0 
Un Q 

ICU 
HRI 

8 - - 3.03 2.30 4.95 40.7 Q 59.3 Q  

58.2 
Un Q 

41.8 
Un Q 

8AB 26 0.80 - 0.68 0.97 1.22 50.7 Q 49.3 Q  

66.1 33.9 
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Un Q UnQ 

8D 14 - - - 0.91 1.29 59.9 Q 40.1 Q  

71.2 
Un Q 

28.2 
Un Q 

ICU 
CRH 

5 - - - 2.45  61.6 38.4 No unqualified hours 
for contact time. 

 

MEDICINE 
Ward Beds AUKUH 

Nov 13 
AUKUH 
Jan 14 

SNCT 
Nov 
14 

SNCT 
June 
15 

Current 
N: B 

Direct 
Patient  
Care % 
June 
2015 

Indirect 
Patient 
Care % 
June 
2015 

Comments 

6D 15 1.38 1.13 1.33 - 2.10 70.3 Q 29.7 Q  

62.1  
Un Q 

37.9 
Un Q 

7AD 26 1.59 - 1.54 1.55 1.50 59.7 Q 40.3 Q  

67.2 
Un Q 

32.8 
Un Q 

7BC 26 1.54 1.22 1.48 1.55 1.50 73.1 Q 26.9 Q  

71.1 
Un Q 

28.9 
Un Q 

21 18 1.43 1.29 1.25 1.44 1.34 54.7 Q 45.3 Q  

71.9 
Un Q 

28.1 
Un Q 

Mau 
hri 

24 - 1.18 1.12 1.23 1.91 43.8 Q 56.2 Q Did not complete activity 
clocks for unqualified 

xxxxxx  

Mau 
crh 

24 1.24 1.15 1.22 1.46 1.91 60.5 Q 39.5 Q  

81.3 
Un Q 

18.7 
Un Q 

6 23 - 1.35 1.26 0.98 1.46 43.5 Q 56.5 Q  

57.0 
un Q 

43.0 
Un Q 

2AB 31 1.28 1.24 1.24 1.14 1.31 54.7 Q 45.3 Q  

65.2 
Un Q 

34.8 
Un Q 

8 21 - 1.43 1.66 1.75 1.31 46.9 Q 53.1 Q  

61.7 
Un Q 

38.3 
Un Q 

4 15 1.70 1.54 1.31 1.36 1.7 71.2 Q 28.8 Q  

67.7 32.3 
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Un Q Un Q 

5AD 31 1.44 - 1.50 1.66 1.53 64.4 Q 35.6 Q  

 XXXX XXXX 

17 24 1.21 - - 1.21 1.32 62.5 Q 37.5 Q  

80.9 
Un Q 

19.1 
Un Q 

5C 16 1.42 1.42 1.59 1.59 1.42 62.8 Q 38.7 Q  

85.0 
Un Q 

15.0 
Un Q 

6BC / 
CCU 

 1.13 1.32 1.48 1.80 1.49 6B ς 
54.8% 
Q 
6C ς  
51.5% 

6B ς  
45.2% 
Q 
6C ς 
48.5% 

 

6B ς  
66.7 
Un Q 
6C ς  
81.1 
Un Q 

6B ς  
33.3 
Un Q 
6C ς  
18.9 
Un Q 

12 20 1.23 1.45 1.31 1.43 1.38 55.1 Q 44.9 Q  

65.9 
Un Q 

34.1 
Un Q 

5 19 0.82 1.38 1.26 1.46 1.36 55.2 Q 44.8 Q  

66.0 
Un Q 

34.0 
Un Q 

 

FSS 

Ward Beds AUKUH 
Nov 13 

AUKUH 
Jan 14 

SNCT 
Nov 
14 

SNCT 
 June 
15 

Current 
N: B 

Direct 
Patient  
Care % 
June 
2015 

Indirect 
Patient 
Care % 
June 
2015 

Comments 

3 25 + 10 
assess 
beds 

    2.22 53.2 Q 46.8 Q  

55.7 
Un Q 

44.3 
Un Q 

18 8     2.42 49 Q 51 Q No Unqualified 
for contact time 

4C 16 - -  1.02 1.50 55.4 Q 44.6 Q  

71.8 
Un Q 

28.2 
Un Q 

HBC 
/ CBC 

14     2.28 14 Q 
 

86 Q 
 

 

47.5 un 
Q 

52.5 
Un Q  

NICU 24     2.35 35.9 Q 64.1 Q  

0 Un Q 100 Un 
Q 

1D 13     1.32 50.5 Q 49.5 Q  

57.5 Un 
Q 

42.5 
Un Q 

9 14     1.32 63.4 Q 36.6 Q  
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26.1 Un 
Q 

73.9 
Un Q 

LDRP 16     4.16 62.7 Q 37.3 Q  

 

8.2  Analysis of the results has been completed within the Divisions.  Scrutiny of the results will 

form part of the review presented to the Nursing Workforce Panel in October 2015.  

Recommendations from which will be presented to Board in November 2015. 

 

8.3 Surgical Division 

 

The Acuity and Dependency results indicated an average rise in the acuity of patients on 

wards 19, 20, 8AB and Surgical Assessment Unit (SAU) reported. 

 

Analysis of current Nurse to Bed ratios for each of these areas remains higher than that 

indicated by the SNCT based on professional judgement. 

 

All areas meet the NICE guidance for registered nurse to patient ratio of 1:8 

 

Ward 8D is currently challenged to provide a second qualified nurse on night shift due to 

vacancies and has been supplementing the night shift with an experienced unqualified 

nurse at present.   

 

Table 23: Current staffing levels ï Surgical Division 

 

  Current 
model 

Current model Current 
model 

Area Beds Early 
Qualified + 
Un Qualified 

Late 
Qualified +  
Un Qualified 

Night 
Qualified + 
 Un Qualified 

ITU 
(HRI) 
ITU 
(CRH) 

8 
 
 
5 

7+1 
 
 
4+1 

7+1 
 
 
4+1 

7+0 
 
 
4+0 

SAU 25 5+2 5+2 4+1 

3 15 3+2 2+1 2+1 

10 20 4+2 3+1 3+1 

15 27 4+2 4+2 3+1 

19 22 4+3 4+3 3+3 

20 30 5+4 5+3 3+3 

22 23 3+3 3+3 2+2 

8AB 26 4+4 4+2 3+2 

8D 14 2+2 2+1 2+1 
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8.4 Following the implementation of long days in the Nursing Workforce a number of areas 

have requested an increase in the proportion of long days included in their workforce 

model. 

 

 Ward 15 and Ward 8AB are currently trialling an additional number of long days prior to 

business planning in October 2015.    Ward 8D is trialling utilising an additional health care 

assistant on the late shift when additional observations and theatre transfers are required 

instead of the night shift. 

 

8.5 Critical Care potentially may require investment if expected guidance from NHS England is 

forthcoming regarding the service specification for adult critical care (D16).  This guidance 

is expected to recommend each critical care unit with 6 beds of more (which would include 

the HRI site, but not the CRH site) to have a clinical co-ordinator 24/7. 

 

 Current indications within the skill mix of the current workforce model for critical care 

suggest a potential investment of further band 5 nurses could be required to allow current 

band 6 and 7 nurses to fulfil the clinical co-ordinator role. 

 

8.6 A review of the operating department nursing workforce models has been completed within 

the last 6 months.  Areas included in the review are: Admissions Unit HRI; Day Surgery 

HRI; Day Procedure Unit and Admissions CRH; HRI Theatres; CRH Theatres; Surgical 

Procedures Unit; Pre Assessment. 

 

 The review has been a challenging exercise to accurately capture and align the current 

workforce models and budgeted workforce models due to the current absorption of 7 lists, 

historically completed in 6 theatres being moved into alternative areas within scope.  

Previous workforce model data was limited in this area. 

 

 The review has been presented to the Nursing Workforce Strategy Group.  Benchmarking 

is currently being undertaken and final recommendations will be made in the next nursing 

workforce paper due to Board in November 2015. 

 

8.7 All areas within the medical division remain largely stable in terms of their acuity and 

dependency results. 

 

Following the in-depth review of each workforce model as planned no changes to the 

current establishments are recommended by the Associate Director of Nursing for the 

division.  Most areas continue to plan for approximately 50% of their workforce undertaking 

long days whilst further review of any impact from the introduction of long days is 

considered.  Any impact will become increasingly transparent through monitoring of the 

quality dashboards across divisions. 

 

8.8 Due to the level of vacancies within the division a number of areas continue to work an 

increased percentage of long days to ensure the right number of nurse remain on shift each 

day. 
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All areas meet the NICE guidance for adult inpatient wards and in addition to this areas also 

comply with professional guidance applicable to their area (Hyper acute stroke unit 

guidance; Older Persons Guidelines). 

 

8.9 Further analysis of the Emergency Department workforce and workflow has been 

undertaken with nursing and consultant staff.  A detailed nursing workforce model is in 

development and will be completed by October 2015 to inform business planning. 

 

Recruitment to vacancies in the Emergency Department has continued with current 

vacancies across both departments been 3 qualified nurses.  We continue to target 

Emergency Department nurses through both adverts on NHS Jobs; Guardian newspaper 

campaign and at the RCN jobs Fayre in London (September 2015). 

 

Since the last report to Board in April 2015 paediatric nurse practitioners have increased 

the paediatric provision of nursing cover provided in the departments by basing themselves 

within the departments. 

 

Table 24 demonstrates the current planned staffing levels Medical Division 

 

Ward Beds Early 
Qualified + 
 Un Qualified 
 

Late 
Qualified + 
 Un Qualified 

Night 
Qualified + 
 Un Qualified 

6BC 48 5+2 5+2 4+2 

CCU 8 4+1 4+1 4.0 

6D 15 4+2 4+2 3+2 

7AD 26 4+4 4+3 4+2 

7BC 26 4+4 4+3 4+2 

2AB 31 5+3 5+3 4+2 

5C 16 3+2 2+2 2+1 

MAU, CRH 24 6+3 6+3 5+2 

5AD 31 6+3 5+3 4+3 

MAU, HRI 24 6+3 6+3 5+2 

A&E, HRI  7+3 9+4 7+1 

A&E, CRH  6+2 8+3 6+1 

4 15 3+3 2+2 2+2 

12 20 4+2 4+2 3+1 

6 23 5+2 5+2 3+2 

8 21 4+3 3+3 3+3 

17 24 4+3 4+3 3+1 

5 24 5+3 5+3 4+1 

 

 

8.10 Families and Specialist Services Division 

 

Since the last update provided to the Board of Directors a new Division,  Families and 

Specialist Services has been established by merging Childrenôs Womenôs and Families 

Division and Diagnostic and Therapeutic Services Division.  The new Division has taken 
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over responsibility for the operational management and nursing leadership of medical, 

surgical and orthopaedic outpatient nurses. 

 

Where available, validated tools (such as Birth-rate Plus, British Association of Perinatal 

Medicine and Royal College of nursing nurse staffing ratio tools) have been used to review 

qualified and unqualified nurse staffing requirements. 

 

8.11 In light of this review, the Associate Director of Nursing and Head of Midwifery for FSS 

recommends a number of refinements to workforce models which will be defined in a 

further paper to Board in November 2015. 

 

8.12 Paediatrics 

 

Previously paediatric areas on both acute hospital sites held separate workforce models.  

The workforce models are now combined into one providing cover for a total of 43 

paediatric beds across site.  This results in nurses working across both ward areas, to 

maintain competencies in paediatric assessment, medical and surgical nursing. 

 

The Shelford Group are due to release their Safer Nursing Care Tool for Childrenôs 

Services.  CHFT have been accepted as an early implementer site and will be commencing 

data collection in September 2015. 

 

Over the last 6 months nurses have used the RCN standards ñDefining staffing levels for 

children and young peopleôs services Guidance for General Childrenôs Wards and 

Departmentsô (RCN, 2013) to assess qualified and unqualified nurse staffing requirements.  

Data continues to be collected on a four hourly basis to assist nurses in decision making 

about safe staffing levels and implementation of the childrenôs ward escalation policy. 

 

This data will be utilised to inform any adjustments to workforce models during business 

planning in October 2015.  Currently the paediatric areas are trialling an increased ratio of 

long days and an increase in staffing levels when ward attendance trends have peaked. 

 

Table 25: Current Workforce Models for Paediatric wards 

 

Ward 18 

 

 Early 
Qualified + Un Q 

Late 
Qualified + Un Q 

Night 
Qualified + Un Q 

Monday 2+1 2 2 

Tuesday 2+2 2 2 

Wednesday 2+1 2 2 

Thursday 2+1 2 2 

Friday 2+1 2 2 

Saturday 2 2 2 

Sunday 2 2 2 
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Ward 3 

 

 Early 
Qualified + Un Q 

Late 
Qualified + Un Q 

Twilight 
3 ï 11pm 

Night 
Qualified + Un Q 

Monday 8+3 8+2 0+1 7+1 

Tuesday 8+3 8+2 0+1 7+1 

Wednesday 8+3 9+2 0+1 7+1 

Thursday 8+3 9+2 0+1 7+1 

Friday 8+3 8+2 0+1 7+1 

Saturday 8+4 8+2 0+1 7+1 

Sunday 7+3 7+2 0+1 7+1 

 

*The workforce model on ward 3 provides for 4 unqualified nurses on a Saturday to manage 

a day case work. 

 

8.13 Paediatric Nurse Practitioners (PNP) are one example of the developing workforce who 

provide additional support.  Currently CHFT have 6 qualified PNPôs and 4 trainee PNPôs.  

The PNPôs have historically been based largely at HRI, but following the recent service 

changes are now providing increasing cover at CRH. 

 

PNPôs also provide support for children within the Emergency Department and support 

patient flow. 

 

8.14 Gynaecology and Gynaecology Assessment Unit (GAU) 

A detailed analysis of the nursing workforce for the gynaecology ward and gynaecology 

assessment unit has been undertaken, and nurses aligned to their place of work.  The 

outcome is a well-defined staffing model. 

 

Inaccurate fill rates for 4C have been reported over the last six months due to the previous 

complex workforce model which included planned hours for nurses in the assessment unit 

within the ward establishment and visa versa. 

 

Ward 4C 

 

 Early 
Qualified + Un Q 

Late 
Qualified + Un Q 

Night 
Qualified + Un Q 

Monday 3+1 3+1 2+1 

Tuesday 3+1 3+1 2+1 

Wednesday 3+1 3+1 2+1 

Thursday 3+1 3+1 2+1 

Friday 3+1 3+1 2+1 

Saturday 3+1 3+1 2+1 

Sunday 3+1 3+1 2+1 
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GAU 

 

 Early 
Qualified + Un Q 

Late 
Qualified + Un Q 

Night 
Qualified + Un Q 

Monday 2+1 2+1 0+0 

Tuesday 2+1 2+1 0+0 

Wednesday 2+1 2+1 0+0 

Thursday 2+1 2+1 0+0 

Friday 2+1 2+1 0+0 

Saturday 1+1 0 0 

Sunday 0 0 0 

 

8.15 Midwifery 

Staffing requirements for the maternity service have been reviewed in line with NICE 

(2015). Approaches have included: analysis of crude Midwife to Birth Ratios; Birth-rate 

Plus; application of the NICE (2015) Safer Staffing Tool for Midwifery and the professional 

judgement of the Associate Director of Nursing and Head of Midwifery, General Manager, 

Senior Clinical Midwifery Managers and Midwifery Ward and Departmental Managers. 

 

8.16 Crude midwife to birth ratios for 2014-2015 were 1:29.5 based on a wte budget of 194.5wte 

midwives. Four wte midwives were removed from the calculation (2wte Senior Clinical 

Managers, 1wte Divisional Patient Safety and Quality Lead and 1wte Divisional Patient 

Safety and Quality team member). Taking into account:  

 

¶ The Trust is currently commissioned by the CCG to provide a midwife to birth ratio of 

no more than 1:30 

¶ The current service model provides for two birth centres as well as home birth and a 

consultant led labour ward 

¶ Inpatient ward areas each require two midwives per shift (due to their location and 

size) 

 

It is not recommended that the midwife to birth ratio is increased at this time. The current 

ratio of qualified midwife to maternity support worker is 90:10. There are opportunities to 

develop maternity support workers from Band 2 to Band 3 and reduce this ratio to 85:15 or 

80:20. 

 

8.17 Birth-rate Plus calculations include a 21% uplift to provide for activities related to the 

statutory supervision of midwives. If this was to be reduce to 20% in line with the rest of the 

Trust, 1.5wte midwife posts would be released.  

   

Bookings to date suggest a small increase in the birth-rate for 2015-2016 and so it is not 

anticipated that further investment will be required in midwifery workforce for the remainder 

of this financial year. 
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8.18 NICU 

 

The Neonatal Unit are in the final stages of the NHS England Specialist Commissioning 

approved derogation plan. To inform workforce planning, the nursing team a complete four 

hourly analysis of nurse staffing requirements against BAPM guidelines This analysis 

informs decision making about escalation and use of agency and bank staff.  

    

Taking both factors into account no changes to the current NICU workforce model are 

recommended at this time. 

 

Table 26: Current staffing levels for NICU 

 

 Early 
Qualified + Un Q 

Late 
Qualified + Un Q 

Night 
Qualified + Un Q 

Monday 6+2 6+2 6+2 

Tuesday 6+2 6+2 6+2 

Wednesday 6+2 6+2 6+2 

Thursday 6+2 6+2 6+2 

Friday 6+2 6+2 6+2 

Saturday 6+2 6+2 6+2 

Sunday 6+2 6+2 6+2 

 

CHFT have 7 Advanced Neo-natal Practitioners who provide additional support within the 

Neo Natal Intensive care unit. 

 

 

9.0 E-ROSTERTING 

 

9.1 From August 2015 all CHFT ward based Nursing and Midwifery workforce have been 

electronically rostered. In October 2015 all ward based staff will receive payment generated 

electronically from the information on the E Rostering system.  All reporting of Sickness and 

Absence from the rosters will feed into the Trusts Electronic Staff Record (ESR). Over the 

next eight months the project team will be capturing other areas where our nursing and 

midwifery workforce are predominately placed, this will include both hospital and community 

teams.  

 

9.2 Ongoing evaluation is informing the project team on both system and user errors and 

continuous work is being done to meet these challenges.   The rostering team have 

undertaken a feedback survey within the nursing workforce to evaluate the impact of e-

rostering on the workforce. 

 

Key performance indicators have been agreed through the Nursing Workforce Strategy 

Group to ensure the roster works as efficiently and effectively for both our workforce and 

service.  Key areas of focus which are a priority for the e-roster team at present are to 

ensure the system is developed to prevent part time colleagues working increased hours in 

some weeks and less hours the following week when this is not as a result of a request.  A 

further key area is to ensure that the workforce is not working days and nights within short 
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turnaround periods following feedback from colleagues that this has been experienced.  

Work has already been completed to ensure that the roster system does not repeat 

patterns which have previously been reported and had led to some staff memberôs 

inequitable shifts particularly at a weekend. 

 

9.03 A pilot of Centralised rostering will take place September to December 2015, for three 

medical wards at CRH. Centralised rostering is a process where each area has a roster 

coordinator who is an expert in the e rostering processes. They create the roster for the 

area working together with the area manager who will maintain ownership and 

management of the roster. Feedback sessions have been planned throughout the pilot 

study.  

 

9.4 Key Performance Indicators will be monitored through the Nursing Workforce Strategy 

Group on:  

 

Å Roster compliance underpinned by the Roster protocol.  Aimed at ensuring the roster 

is available to staff at least 4 ï 6 weeks ahead. 

Å Number of unfilled shifts is forecast in advance to inform workforce planning. 

Å Roster Headroom reports are developed to assist ward managers, matrons and 

Associate Directors of Nursing in ensuring staffing levels are not adversely affected 

where avoidable 

 

 

10.0  NON-WARD BASED STAFFING 

 

10.1 A non-ward based and specialist nurse staffing review has been undertaken to record our 

baseline level from which we intend to benchmark and have identified any risks.  Some 

areas have been addressed in further detail such as the operating department; critical care; 

community nursing, health visiting and emergency department within this paper.  A 

summary of all non-ward based areas which have been reviewed has been included in 

Table 27 

 

Table 27: Non-ward based staffing areas reviewed 2015 

 

Safeguarding Team 

Infection and Prevention 
Control Team 

Endoscopy 

Tissue Viability 

Cancer Specialist Nursing 
Teams 

Outpatients 

Specialist nurses 

Intermediate Care 

Outreach Team 

Trauma Co-ordinators 

Bariatric Nurses 
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Matrons 

Clinical Commanders 

Clinical Skills Facilitators 

Practice Learning Facilitators 

Advanced Clinical 
Practitioners 

Childrenôs Community Team 

 

10.2 Annual job planning was completed for all non ward based areas within the last 6 months 

and this will be repeated at the beginning of 2016.   

 

10.3 An area of risk within the non ward based review identified was in relation to  a number of 

single practitioners (for example a vascular nurse).  The Associate Director of Nursing for 

medicine is currently completing all remaining specialist nurse reviews which will be 

presented to the Nursing Workforce Strategy Group and appropriate action agreed. 

 

10.4 A further risk within the non ward based review was highlighted within the safeguarding 

team where 1.0 wte band 6 post is temporarily funded by the CCG.  The safeguarding team 

would have a significant challenge in being able to meet the increasing demand for their 

services without this additional post. 

 

The Head of Safeguarding will advise when a decision on funding via the CCG has been 

received. 

 

 

11.0 NURSING WORKSTREAM  

 

11.1 To date the Nursing Workstream CIP scheme is delivering ahead of target. 

 

11.2  The project team have developed key areas of focus for 2016 ï 2017 which include: 

¶ Scoping the nursing workforce for roles which can be safely completed by non 

registered staff.  This will result in a conversion of roles previously completed by for 

example a band 5 nurse being completed by a band 3 colleague. 

¶ Increasing the skill mix ratio within midwifery 

¶ Increasing the long days within the workforce models 

¶ Reviewing the additional roles which support the nursing workforce and identifying 

areas where they may work across areas due to the geographical landscape of some 

areas. 

¶ Review of training for external organisations provided with a view to charging for this 

service. 

 

11.3 Enablers for the nursing workstream project team for 2016 ï 2017 

Include: 

¶ Review of recruitment processes to minimize delays and attrition rate (Due for 

completion by Workforce and Development September 2015) 
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¶ Review of utilising model such as Calderdale Framework to develop non registered 

workforce safely. 

¶ Reduction in the use of 1-1ôs through the review of additional roles working across 

areas. 

¶ Conversion of high cost of agency to bank and substantive staff 

¶ Introduction of NHS Professionals 

 

 

12.0 COMMUNITY NURSING 

 

12.1 Health Visiting 

Health Visiting in Calderdale will successfully meet its trajectory in September 2015 with the 

recruitment of the newly qualified Health Visitors following completion of the Health Visitor 

Implementation plan.  

 

12.2 The priorities for the Health Visiting team continue to be to deliver the four levels of Health 

Visiting: community, universal, universal and universal partnership plus.  

 

Community involves working with communities and other professionals to identify health 

needs and empower communities through community capacity building. It is expected that 

Health Visitors in Calderdale will act as catalyst to identify and enable action by community 

groups and individuals to address needs that affect health and wellbeing.   Recently Health 

Visitors have delivered health walks, sessions to provide low level support for women 

experiencing mild depression and targeted health promotion sessions. 

 

Calderdale Health Visitors are currently working increasingly closer with the Local Authority 

and early yearôs providers to establish the Integrated 2 Year Review to identify childrenôs 

needs earlier, prevent duplication and improve multi agency working. 

 

12.3 Calderdale Health Visitors continue  to deliver the Health Child Programme 0-5 years and 

the commissioners have set Key Performance Indicators for the mandated contacts which 

are an antenatal contact , a birth visit at 10-14 days, a 6-8 week visit, a contact by the first 

birthday and a review at 2-1 ½ years old. 

 

For Ante-natal visits the table below indicates the number and percentage completed on 

time, with additional information and figures for instances where this was not achieved. 

 

Table 28: Antenatal visits delivered on time (number and percentage) with instances 

where target not achieved provided (reason, number and percentage). 

 

On Time 548 88% 

Baby already 

born/ in hospital 28 4% 

Movement into 

area 7 1% 

No Access 20 3% 
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Parental   

Preference 6 1% 

Total Accounted 

for 609 97% 

 

 

Table 29: Birth visits delivered on time (number and percentage) with instances 

where target not achieved provided (reason, number and percentage). 

 

567 91% On Time 

13 2% Activity Captured in March Return 

11 2% No Access Visit (on time) 

6 1% Parental Preference 

11 2% Baby in Hospital 

18 3% Took Place on Day 15/16 

626 100% Total Accounted for 

 

12.4 Health Visitors continue to work in partnership with parents and agencies in the provision of 

intensive multi-agency targeted packages where there are identified complex health needs 

or safeguarding needs. 

 

12.5 Currently, the health visiting service is commissioned jointly by NHS England and the Public 

Health commissioners in the local authority. This is a transfer period leading to the service 

being fully commissioned by Public Health in October 2015. 

 

12.6 Immunisation team 

The Immunisation team is a new development at CHFT for 2015.  The team are responsible 

for the planning and delivery of the Department of Health School aged immunisation 

programmes within Calderdale. This is according to current national campaigns. The 

vaccination programmes are primarily carried out in a school based setting; although these 

can also be offered in other community settings depending on individual need.  

 

12.7 The team can also provide expert advice to children, families, schools and other 

professionals regarding vaccination and immunisation issues. Vaccinations currently being 

offered are as demonstrated in table 30. 

 

 Table 30: Vaccinations offered by CHFT Immunisation team 

 

Year 8 Human Papilloma Virus (HPV) Girlôs only 

Year 9 Diphtheria, Tetanus and Polio(Td/IPV) Boyôs and Girlôs 

Year 9 Meningitis ACWY (Men ACWY) Boyôs and Girlôs 

Year 1&2 Nasal Flu Spray Boyôs and Girlôs 

Year 10            Meningitis ACWY (catch up programme)       (Men ACWY)         Boyôs and Girlôs 
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12.8 The immunisation team consist of 4 WTE band 5 nurses who work term time only 

supported by 1 WTE administrator. 

 

12.9 The team is meeting the 90% value target on all immunisations offered. 

 

12.10 Community Nursing 

 

The district nursing (DN) team have strived to measure activity against workforce within the 

last 6 months to ascertain appropriate workforce models.  In June the team received 

additional finance support to complete this work which is currently not available. 

 

12.11 Recruitment into DN posts has been an issue nationally for the last 3 years. District nursing 

courses are not attracting the same number of applicants and with an ageing community 

workforce it is predicted that this position is unlikely to improve for some time.  

 

Recruitment into band 5 posts has been positive with posts being filled outside of area as 

well as from internal candidates. 

 

CHFT has been actively recruiting into DN posts and supporting training positions. There 

are 3 district nurses due to qualify from CHFT teams in September 2015. These DNs will be 

taking up their posts in Grange Dene, Nursery Lane and Northowram.  

 

12.12 Activity has increased by 10% across district nursing sustainably in the last 12 months. The 

service specification lacks clarity and a review would be welcomed as more teams report: 

Å Large numbers of venepuncture requests for patients not on the caseload  

Å A difference in the spread of practice nurses as well as the tasks that they undertake  

Å Increasing number of requests for nursing reports  

Å No single agreement on the definition of housebound patients 

 

12.13 In order to manage the service and maintain safety and quality the team composition 

across each locality is reviewed regularly. As part of this review the following factors are 

considered:  

Å Caseload size  

Å Complexity of caseload  

Å Skill mix in the team  

Å Experience of the district nurse  

Å Geography of each locality  

Å Forthcoming maternity leave and vacancies 

 

12.14 Work to design a dependency tool has been started however with no IT support available 

this was being undertaken by a senior nurse within the team. This work is currently on hold 

due to long term sickness. 

 

The teams have all been involved in providing information to a consultant brought in form 

the finance team to work through a community specific workforce model based on data 

collected through tasks recorded on S1. 
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12.15 The next steps for community nursing have been identified as: 

 

¶ The housebound policy is in draft awaiting sign off by CCG and primary care. This is 

part of a larger piece of work which will support a move towards a reduction in the 

number of domiciliary visits and an increase in the number of patients treated in a 

clinic setting. A scoping exercise is planned through the PMO scheme to understand 

the impact this will have on capacity and demand.  

As part of the review the role of community matron is being looked at with a view to 

increasing their clinical support to the DN teams.  

 

¶ The team are exploring working hours to improve efficiency and quality. A successful 

trial at Nursery Lane team of an 8-6 pm shift is being rolled out across all teams for a 

period of two months. This trial will be evaluated to measure the impact on service 

provision as well as health and wellbeing of teams. There is a requirement to 

understand where this fits with workforce model when approved. The óhalf dayô which 

is currently taken as time owing will cease as part of the trial and will not continue 

whichever model is approved going forward. 

 

¶ Community Division will work with THIS and contracting to establish a process for 

counting activity in shadow to the Block contract.  

 

¶ Community Division will review all areas of service creep, identifying impacts, for 

discussion with Commissioners to agree payment or notify cessation. 

 

¶ A request has been made to recruit into staff bank for community staff to increase 

the number of staff available to work flexibly.  

 

¶ Plan to work collaboratively with partners to use Vanguard as part of recruitment 

strategy for community services. 

 

¶ Participate in community benchmarking exercise with 25 other community trusts to 

understand staffing position. 

 

¶ Continue to work through locality hubs as part of Vanguard proposals and develop 

the multi- disciplinary team around each practice. This will include an understanding 

of the admin function in each of these teams. 

 

 

13.0 NEXT STEPS 

 

 This 6 monthly review provides assurance to the Board that the Trust has a growing nursing 

and midwifery workforce committed to supporting patients and families.   The Nursing 

Workforce Strategy Group is developing the workforce to ensure healthcare is provided by 
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a multi professional workforce including roles such as advanced practitioners; cancer co-

ordinators to ensure the right skill mix is in place. 

 

Workforce models have been reviewed utilising recognised tools to inform staffing 

requirements.    

 

A panel chaired by the Director of Nursing will further review all workforce models in 

October 2015 to inform business planning.  A short paper will be provided to Board in 

November 2015 which will include any recommendations required to continue to achieve 

nursing and midwifery safe staffing levels. 

 

There remains significant risk to the workforce due to the national shortage of qualified 

nurses and current immigration challenges.  Sustained recruitment and retention of the 

nursing workforce is a key priority. 

 

Current areas of risk to be prioritised: 

¶ Red flag event reporting 

¶ Workforce models for community nursing 

¶ A&E  

 

Potential areas of risk being monitored / developed: 

¶ Insufficient headroom in workforce models 

¶ Impact of increased number of long days 

¶ Increase in wte retiring as technology increases within the workforce 

¶ Investment in Critical Care 

¶ Investment in endoscopy due to bowel scope 

 

 

14.0 CONCLUSION 

 No investment is required at this time. 

 The Board of Directors is asked: 

¶ To note the challenges around recruitment and retention of the nursing workforce 

¶ To note the increased metrics informing recommended workforce models 

¶ Review and be satisfied that the appropriate level of detail and assessment has been 

undertaken or planned to review the nursing and midwifery workforce to ensure safe 

staffing levels are achieved. 

¶ Note the next six monthly staffing review and recommendations will be presented to the 

Board in February 2016. 
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APPENDIX A  

 

A Review of the International Nursing Recruitment Campaign 

2014 ï 2015 

 

1.0  Background 
 

  In May 2014 the Board of Directors agreed investment of £1.5m into the nursing 
workforce primarily to support ward establishments to achieve a 20% uplift for 
absence, a minimum of 1 to 8 patient ratio and supervisory ward sister role by 
quarter 4. 
 
In May 2014 the Trust carried approximately 200 nursing vacancies in part due to 
the investment received. 
 
The national shortage of nurses increased the challenge  for CHFT in recruiting 
to the vacancies, as reported by other Trusts. 
 
During 2014 over 90%  of NHS Trusts in England reportedly engaged in 
international recruitment campaigns to meet their individual demands. 
 
Four providers were reviewed in 2014 and with assistance from procurement and 
a task and finish group a series of international recruitment events commenced. 
 
 

2.0  International Recruitment Campaign 
 

 2.1 Four recruitment campaigns have been completed in Spain between November 
2014 and March 2015.  Following a low number of candidates received from the 
first event and a review of the service provided CHFT changed provider from 
Medacs to Simply Health with improved results in terms of candidates sourced. 
 

 2.2 The panel for each campaign has consisted of a Deputy Director of Human 
Resources and two nurses at least one of which was a senior nurse. 
The panel spent an intensive day interviewing candidates who also completed 
drugs calculation tests; multiple choice clinical test and an English test.  In 
addition we included screening of a ñempathy ï compassion in practiceò clip with 
a facilitated discussion following this which we utilise for our UK recruits. 
 

 2.3 CHFT offered one month accommodation free of charge which was sourced off 
site.  Following feedback from the first cohort CHFT negotiated a 6 month 
contract for the international recruits to allow them longer to settle and locate 
their own accommodation. 
 
Whilst this proved popular for some, the majority of nurses advised that they 
would prefer a shorter period of accommodation.   For the last cohort we returned 
to sourcing one month accommodation with a landlord who was happy to extend 
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the offer to the nurses on an individual basis. 
 

 

3.0  Regional benchmarking 
 

 3.1 A review of current levels of overseas recruitment in the Yorkshire and Humber 
region is provided in table 1. 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.3 

Table 1:  Yorkshire and Humber Overseas Nurses Recruited June 2015 

 
 
 
Three NHS Trusts within Yorkshire and Humber have reported undertaking 
campaigns within the Philippines.  Data from Mid Yorks is yet to be shared and is 
therefore missing from Table 1. 
 
York reported in June that they had tried to recruit in Spain in March 2015, but 
secured no nurses during their trip.   
 
Northern Lincolnshire and Goole advise that they find it difficult to attract local 
nurses and therefore have had a greater need to recruit internationally. 
 
The region share issues with accessing India / Philippines for recruitment due to 
NMC restrictions & the timescales for applicants getting their registration 
confirmed. 
 
CHFT currently have a relatively small number of certificates of sponsorship 
which has been considered recently due to evidence that recruitment from the 
Philippines results in nurses who stay with the Trust for longer periods than EU 
recruits.  Consideration for applying the labour market test had been commenced 
following other Trusts within the region successfully obtaining additional 
certificates of sponsorship. 
 
We currently have concerns due to the visa limitations in place which result in 
nurses who are not earning over £35,000 after 5 years being required to return 
home.  A call for evidence regarding this is currently under way with a result 
expected at the end of August which will be considered by Trusts across the 
region and nationally. 
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4.0  Results 2014 ï 2015 International Recruitment Campaign 
  36 international nurses arrived at CHFT as a result of the 4 campaigns completed 

to date. 
 
5 have now left resulting in a retention rate of 86.2 % 
 
In comparison a neighbouring trust have reported that their retention rate for 
nurses recruited from Spain within the same time frame is less than 80% 
 
Each nurse leaving has had a face to face interview with a senior nurse.  
 
 The reasons for leaving are: 

Reason for Leaving Number of Nurses 

Secured post in Spain 2 

Homesick 1 

Struggling to complete probationary  
Period 

2 

 
 

5.0  Investment 
 
Table 2:  Estimated Costs of International Recruitment 2014 ï 2015 (excluding 
VAT) 
 
Phase 1  

Description Cost (£) Number of Nurses 

Medacs (5 nurses) 11,436 5 

Simply Health (3 nurses) 6,480 3 

CHFT travel costs Dec 14 1349.81  

CHFT travel costs Jan 15 623.23  

Crockery, Food, welcome packs for 20 nurses 186.40  

4 weeks free accommodation for 3 nurses (£100 / week) 1,200  

Total 21,275.44 8 

Phase 2 

Simply Health (28 nurses) 36,000 20 

CHFT travel costs March 15 623.23  

Crockery / welcome pack 194.60  

Simply Health (10 nurses) 14,400 8 

Crockery /welcome pack 69.50  

4 weeks free accommodation for 24 nurses (£100 / week) 9,600  

Total 60,887.33 28 

 
Phase 1 and 2: 

 Cost (£) Number of Nurses 

Grand Total 82,162.77 36 
 
Procurement are currently processing rebates for the 5 nurses who have left 
CHFT in line with terms and conditions agreed. 
 
An additional cost has been a Band 6 nurse supporting international recruits on 
7.5 hrs / week for six months. 
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6.0  Support for success 
 

 6.1 Induction 
 
The first cohort of 5 nurses arriving received a one week induction.  The sessions 
took longer to complete than expected as the nurses required a slower delivery of 
the planned training than our UK recruits usually require. 
 
The following cohorts of all received a comprehensive 2 week induction which 
included practical and theoretical sessions in addition to Occupational Health 
screening and appointments with a local bank. 
 

 6.2 Induction feedback from the international recruits: 
 

¶ Induction was friendly and welcoming 

¶ Important topics covered 

¶ Catheterisation requested to be added 

¶ Consistent venue for 2 weeks  requested 
 

 6.3 Induction feedback from the ward managers: 
 

¶ 2 week induction was comprehensive ï practical skills still required 
development 

¶ Thorough 

¶ Induction did not fully prepare newly qualified nurse on new placement 

¶ English lessons would be useful addition 

¶ Working alongside a HCA to understand level of care expected 

¶ Discharge planning and IT systems training would also be useful. 
 

 6.4 Pastoral support 
 
Each cohort was met by Director of Nursing / Workforce Assurance Manager and 
welcomed to the trust. 
 
An additional nurse provided pastoral care for 7.5hrs per week from January ï 
July 2015 with the Workforce Assurance Manager providing support outside of 
these hours. 
 
Estates management team have assisted in sourcing and supporting the nurses 
with accommodation requests and issues. 
 
Pastoral support has been varied, but included  travelling on buses to provide 
support in locating the hospital from the accommodation; offering a  contact time 
each week for nurses to raise any queries; supporting with registering with a GP; 
meeting with the nurses at regular intervals for evaluation; arranging induction 
programmes. 
 

 6.5 Clinical area support 
 
A presentation was provided at the joint sisterôs meeting in January 2015 to 
ensure that all ward managers were aware of the process and expectations for 
supporting international recruits. 
 
The support requested was: 
Å A local induction 
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Å A preceptor utilising the modified preceptorship materials for international 
recruits 
Å An identified ñbuddyò within CHFT with some similar interests 
Å A minimum of 4 weeks protected induction where the nurses work 
alongside their preceptor 
Å A programme to develop their skills  
Å A friendly and supportive team 
Å An early / day off on a Tuesday where possible. 
 
In addition the international recruits have also been invited to new starter forum 
events on a monthly basis, English language support group for 6 weeks, and an 
ñafternoon teaò event to celebrate their integration into CHFT.. 
 

 6.6 Workforce and Development Support. 
 
As with all new employees at the Trust the international recruitment has been 
completed and audited to ensure compliance with the NHS employment checks. 
This included 6 separate pre-employment checks including: identity checks, 
qualification and professional registration, employment history and reference 
checks all of which have to be the original documents not photocopies. 
 
CHFT are audited formally by audit on an annual basis and In November 2014 
were noted to be green. Additional internal audits are completed with the latest 
completed January/February 2015.  The result of the audit was green on all NHS 
pre-employment checks, and the next one is scheduled for July 2015. 
Furthermore the resourcing team have all been trained in spotting fraudulent 
documentation. 
 
All 36 internationally recruited nurses  resourcing files were audited as compliant 
by a manager/assistant Director of HR on the NHS employment checks 
standards prior to contracts been issued. We did not rely on the agency to 
undertake these checks for the Trust 
 
Resourcing attended all induction weeks to support the new arrivals in 
completing their contracts and ensuring all necessary documentation was 
completed and copied.  Assistance was also provided in obtaining national 
insurance numbers. 
 
 

7.0  Language Skills 
 
Despite screening through the recruitment agency and CHFT recruitment panel 
some international recruits have expressed varied levels of difficulty in being able 
to communicate as quickly and effectively as they would like to. 
 
Utilising the phone has been reported to be more difficult than face to face 
communication. 
 
2 nurses recruited have requested English support, but none of the nurses 
recruited felt that they required formal English lessons. 
 
A series of weekly communication  groups has proved popular with nurses 
attending for a 1 hour session which has covered conversational English; medical 
terminology; scenarios and telephone practice. 
 

 7.1 Language feedback from the International Recruits: 
 

¶ Improvement in language skills has been as a result of talking and 
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listening to staff and patients 

¶ All nurses expressed pride in their continued development of speaking, 
writing and understanding English 

¶ A number of nurses actively read English books and  newspapers to 
assist in their development 

¶ Some of the nurses feel frustrated when they do not fully understand 
immediately. 

¶ The nurses have enjoyed the language sessions hosted at CHFT as they 
have found them useful in learning from each other. 

¶ ñNot English lessons, learning by listening and speakingò 
 7.2 Language skills feedback from the ward managers: 

 
(This has been largely varied as expected as each nurse has been different) 

¶ Consistent feedback has been that the nurses are less confident in 
utilising the phone and undertaking phone calls or processing discharges. 

¶ Language skills have improved over time 

¶ Local dialect and language skills have been cited as reasons for the 
nurses taking longer to practice independently. 

 
 7.3 Recruitment panel feedback: 

 
Following the first cohortôs arrival the panel increased the appointable standard 
for English language when recruiting for CHFT. 
 
There was acknowledgement that a number of nurses were able to complete 
standard interview questions, and this did not always translate into being able to 
communicate fully in English. 
 
A notable improvement in the level of English of those recruited from the latest 2 
cohorts has been recognised by the nurse providing pastoral care who has had 
the overall view from meeting all the recruits. 
 
 

8.0  Preceptorship 
 
Preceptorship has been mandatory for each of the international recruits. 
Whilst all the nurses have reported feeling welcome some of the nurses have not 
received consistent preceptorship. 
 
Probationary reviews have been advised to be completed as standard for all 
CHFT employees.  There has been some confusion reported with some areas 
commencing the probationary review from the time the nurses received their 
NMC registration rather than their start date. 
 
Clarification regarding the requirement for probationary periods to be 
commenced from each nurses start date was circulated in June 2015. 
 
There is evidence from the ward managers feedback to suggest that effective 
use of the probationary period to ensure the nurses are developing and are 
reaching the expected standard has not always been applied.   
 
One example from the feedback sought from ward managers has referred to 
medicine errors and a negative attitude towards patients ï this has been 
escalated to the ward manager and matron for the area with support from the 
General Manager and HR colleagues to action. 
 
Band 5 competencies have been utilised in some areas to provide records of 
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competencies completed, but this document has been in draft and not widely 
available yet. 
 

 8.1 Supernumerary 
 
Further action is required to establish and define the supernumerary period for 
international nurses.  Some confusion has arisen with ward managers advising 
that nurses are supernumerary as their NMC registration has not been received. 
 
Consistent feedback from the majority of international recruits is that they are 
independently caring for patients.  Those awaiting their NMC registration are not 
independently completing medicine rounds. 
 
The ward managers feedback on supernumerary periods was requested from all 
areas which have supported international recruits in the last 6 months. 
 
The average time taken for the international recruits to practice independently is 
6-8 weeks. Two areas reported 3-4 months and one area 5-6 months. 
 
The feedback also highlighted that assessment areas can be more challenging 
for the international recruits to become independent nurses. 
 
 

9.0  Issues Log 
 
Items of note on the Issues log have been: 
 

¶ Delays in receiving NMC registration (longest has taken 4 months) 

¶ Nurses offered posts in Spain (2) leaving immediately 

¶ Sourcing accommodation of an acceptable standard 

¶ Venues for induction training 

¶ Compliance in managing probationary period 

¶ Language barrier concerns 

¶ Nurses with experience of nursing in Spain have usually settled and 
performed better than those with no experience 
 
 

10  Next Steps 
 

¶ Review completion of probationary periods for all international recruits 

¶ Recruitment trip to Romania as the nurses available in Spain are all newly 
qualified. 

¶ Excellent English and experience have been set as a criteria for 
recruitment. 

¶ Deputy Director for HR scoping increasing certificates of sponsorship to 
allow CHFT to undertake non EU recruitment 

¶ Workforce Assurance Manager liaising with NHS Professionals to scope 
the possibility of ñleasingò a number of international nurses. 

¶ Feedback to Joint Sisters Meeting, Grand Round, regarding 
supernumerary periods and expectation of standard required for 
international nurses to be completed, 

¶ Recommendation that supernumerary period identified as 6-8 weeks with 
anything further being agreed with the Associate Director of Nursing 

¶ Review the induction programme 

¶ Avoid placing international recruits in Assessment areas for initial 
placements where possible. 

¶ Await outcome of Call for Evidence (predicted to be August 2015) when 
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considering further international recruitment 
 
 

11  Conclusion 
 
The majority of the nurses have felt welcome and supported and ñlove itò at 
CHFT.  A number of the nurses have expressed how much they enjoy coming to 
work. 
 
Whilst some of the areas and recruits have found the process challenging, others 
have reported that the nurses have been a ñfantastic asset to the teamò and ñIt 
has worked surprisingly well, and would welcome further international recruits in 
the future.ò 
 
We consider this with our current retention rate to be a measure of success, but 
will continue with the next steps to refine the process and ensure the quality and 
safety aspects of utilising international recruitment within our nursing workforce 
are developed. 
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