
Dr. Bob Brown and Dr. Crystal Oldman opened the day with a CNEN Network update. 

Both touched on the potential for senior and executive nurses to influence national 

policy and above all, the health of the nation, by using ‘One voice’ which can be 

achieved via the network.  

Dr. Crystal Oldman asked members to reflect on how The QNI as an organisation could 

measure the impact of the CNEN, and QNI work as a whole. She highlighted that 

moving forward feedback would be greatly appreciated in regard to the value of the 

network, and how The QNI should continue funding it.  

She discussed The QNI’s new Strategic Plan 2017-2020, highlighting The QNI’s key 

values: Partnership, Integrity, Excellence, Independence, Advocacy and Legacy. You 

can read the full Strategic Plan online.  

Dr. Bob Brown explained the purpose of the day’s meeting – A safe space for 

discussion, sharing and learning about best practice and a time to reflect and offer 

support to peers.  

Discussions were held at 5 tables, each led by a CNEN member discussing their current 

work around Community Nurse Recruitment and Retention issues. Delegates had the 

chance to move between tables and contribute to all discussions. 

https://www.qni.org.uk/explore-qni/about/strategic-plan-2017-2020/


Lots of non-registered staff have health and social care degrees, but there is no national 

guidance to say what work non registered staff can or cannot do, apart from a small 

number of key things. 

As part of her role, Gabrielle was tasked to carry out into this – it was found that it is 

up to local areas to decide, meaning there is great variation.  

Following these findings, in Oxford Health NHS Foundation Trust Gabrielle worked with 

colleagues to draw up a colour coded grid showing which tasks non- reg staff can and 

can’t do.  

To do this a list was made of all the tasks District Nurses have to do in the service. The 

list was then turned into a grid which was coded to show if non- reg staff could do the 

task or not. The grid has a number of categories, including Yes can do, No can never 

do, Yes for certain patients or with supervision etc. 

‘Yes’ tasks include insulin injections and other ‘controversial’ activities that may have 

previously have been seen as too complex. However these tasks are usually basic and 

‘the same every time’ so non-reg staff become experts at delivering them regularly in 

noncomplex situations. This frees up time for RNs and relieves pressure on the service.  

The grid has now been in place for 5 years and has not had any major changes, there 

has been some additions to what non- reg staff are allowed to do based on increased 

demand and need for these services in the community.  

In order to allow non- reg staff to use the skills  taught in their degrees related to 

assessing patients initially and creating / executing a treatment plan, Oxford Health has 

allowed Assistant Practitioners to take the lead on continence care – a non-urgent but 

growing issue that often gets left ‘at the bottom of the pile’. This allows staff to take 

ownership of an issue and see treatment through from assessment to outcome. This 

has proved very popular with APs and they take pride in their continence care work. It 

also takes pressure off of DNs as they no longer have to worry about fitting in 

continence care as often.  

In terms of training for non- reg staff, training frameworks and competencies have been 

created to ensure staff are correctly trained in tasks they are allowed to undertake. 

These competencies were developed by specialist nurses in the area.  

Skills labs are used to allow non-reg staff to practice in the presence of registered staff.  

All skills must be formally signed off by registered staff before non- reg staff are 

allowed to undertake the tasks alone.  

Documents for registered staff to sign themselves off on competencies so they become 

accountable for signing off non- reg staff have been successful. Although it seems like 

a big jump for reg staff to become so accountable, by signing themselves off it is more 

likely staff will take the time to really read through and ensure they are up to date on 

their own skills. By being responsible for themselves (and others) more care is taken in 

training and practice.  



A policy document has been developed specifically for the District Nursing service 

which covers all accountability issues, questions and other worries about the new 

system.  

Bi-monthly forums are held to see how non- reg staff are getting on and to report and 

concerns or problems. Staff also have to complete the competencies yearly to refresh 

their practice. This ensures they are ‘consciously competent’ as the skills are being kept 

fresh each year. Potentially more safe than reg-staff who are not monitored and given 

the opportunity to refresh so often and learn from feedback in forums etc.  

Outcomes are monitored by incident records and patient outcomes.  There has only 

been one incident since the system was put into place, and this was to do with a 

pressure ulcer at the start of the new system coming into force.  

It is hoped that by allowing non-reg staff to have more responsibility there will be an 

upward shift in skill level in the service. The skill mix is currently at 80/ 20 reg/ non reg 

and it is hoped this will increase to 30/70 in the future. By having more non reg staff 

allowed to undertake basic tasks it allows for an increase in band 4’s and band 6’s by 

using the DNSPQ higher up.  

The turst is working on creating an umbrella band 4 role which can recruit Nursing 

Associates and APs – APs could also be released to do placements and then return as a 

Nursing Associate.  

Oxford Health have found value in pushing non-reg staff to the limits of their skills and 

accountability. This means staff are energised and engaged and are more likely to stay 

if they face challenge at work.  

Questions:  

- Are patients made aware/ do they sign off on the delegation of tasks to non-reg 

staff which may affect their care? Are they fully informed of the level of 

supervision and do they have to consent?  

No, there is currently not a formal process for patients to sign off on this. Non-reg staff 

are part of the DN service for the tasks they are allowed to do. This relates to co-

production of care between patients and providers.  

- Should bodies such as NHSI come out and support these types of systems 

publically? E.g. insulin being given by lower band staff?  

Yes- It would be really helpful if support was shown nationally so other trusts may not 

be as ‘worried’ to try new ways of working, and it would make systems like this easier 

to ‘get through’ boards, governance etc.  

- What happens if a non- reg member of staff asks to do a task they aren’t 

currently allowed to do alone according to the grid?  



The trust will assess if there is enough need for non-reg staff to undertake the task. If it 

is believed it would be beneficial to caseloads and RNs then training would be 

implemented and the responsibility framework could be changed and updated. It is 

often the case that the answer is ‘no’ and the trust is firm in telling non- reg staff the 

reasons why they cannot do a task. 

 

Currently no vacancies across the organisation for band 5  

A review was undertaken and it was clear that recruitment and retention of Band 5 was 

the main problem – 

Initiatives put in place: 

 Block recruitment with a specific ad for ‘community’ – this meant a culture 

change as line managers i.e. DN team leaders would not be interviewing 

candidates for ‘their’ team. – They had to understand that if nurses were 

recruited using values of the organisation then they should. be deemed a ‘good 

fit’ ‘Lots of trust needed’ 

 Also founds that social media (Facebook) was just as successful in attracting 

applicants 

 Unexpected outcome is that the outstanding CQC rating was appealing to new 

applicants 

 Rotation opportunity offered from hospital to community but must do several 

shadow shifts first so they know what they know the environment they will be 

working in 

 Career pathway also introduced at band 6  

1- DN – DN team leader 

2- Trainee community Matron – community Matron 

 Myth busting – ‘two years in hospital before being allowed to work in 

community 

Comments from different groups 

All agreed that  

 Band 5 proved the most difficult – discussion about the reasons – cost of living 

in some areas – wanting more flexible working sur to family commitments - One 

organisation had recruited band 5 Paramedics another organisation had recruited 

Band 5 Pharmacy technicians 

 Preceptorship needs to be strengthened 



 Development opportunities offered HCA >student > community staff nurse > 

DN 

 Other options were to offer Band 5 community nurses an option to work one day 

a week regularly with Diabetes or Tissue viability nurse– enabled them to have a 

day away from pressure of their role and also think about whether they wanted 

to specialise in a particular area  

 ?Leeds – in year 3 of pre –reg training students can opt to have all community 

placements – very positive outcomes for recruiting and retaining staff but 

important to preserve the quality of the placement  

 

The Trust reached crisis point about 18 months ago when their vacancy rate reached 

15% in community teams.  

Staff were telling managers that every day they were stretched to the limit. Vicious 

cycle as overworked staff are more likely to leave.  

The turnover rate does vary from one service area or team to another.  

The Wirral is in NW England near Liverpool, but is geographically a peninsula and 

therefore quite isolated – staff who work in the region tend to stay there. It has an 

ageing demographic.  

One problem in some areas is people leaving community to go to GP practices – higher 

salaries and shorter hours.  

People retire because of the ‘pressure of the daily grind’.  

Attracting new staff  

To address the staffing crisis they adopted a number of tactics.  

1. Engagement with Higher Education Institutions. Working closely with hospital 

colleagues they communicated their messages to students  

2. Creation and development of social media platforms in particular Facebook 

3. They hold open days – at the first one 200 people attended over half a day and 

prospective staff could meet people from different services and actually apply 

for a job on the day  

4. Real connections were made with people – named contacts for potential new 

recruits  

5. Five days of induction for new staff 

6. People do ‘shop around’ especially when choosing their first job – they have to 

be attracted. 



7. People are invited to coffee mornings to help them settle in before they start.  

 

They also asked the question – how do we keep people?  

They realised they needed a balance of ages within the workforce so that they could 

benefit from different strengths.  

Language is really important – they had to develop ‘a whole new language’.  

‘Resistance narrative’  

‘Person centred pilot’  

Asking the question ‘has everything you’d done today added value?’  

Transforming Care Together programme has been very useful.  

Internal rotation – people can move around the local healthcare economy and back to 

previous employers too.  

Enhanced preceptorship programme  

Career framework important – making sure that people have a good career pathway. 

People want to experience different clinical pathways and to see where they are going.  

What most people want is time to be with patients  

Team wellness plan – yoga, walking, wellbeing week, mutual support systems. 

They also established a Talent Management Programme – potential high achievers 

identified and coached.  

Mid-level managers are the ones who new staff will meet first. 

It’s not possible to know how many qualified nurses are out there who might consider 

returning to the workforce – this would be useful info.  

Other  

Well established senior change team and very supportive Board.  

They have downward pressure on agency recruitment and on using bank nurses.  

230 adult care staff has just been brought in to the organisation from the local 

authority. Some of these may be encouraged to train as nurses.  

View expressed that Brexit effect was overstated.  

They are a Nursing Associate pilot site – they are six months into a two year pilot and 

would like to evaluate it thoroughly.  

Processes need to be easy and not off putting.  



Strong links with the QNI and good number of Queen’s Nurses.  

Summary  

They are still ‘nowhere near where they need to be’ but the level of staff engagement is 

much better,  

Lots of energy is required 

 

 

. Recruitment and retention requires the ability to “think outside the box”. 

. Retention is just an important as recruitment   

. Short-term loss, long term gain 

. Many workforce planning tools do not work well in the community 

. Social media is one avenue of recruitment 

. Staff issues are significant in Sussex. One half of the county is by the sea; the other 

half is commutable to London 

- For those new to the area, location differences can come as a cultural shock to 

those with a role in recruitment 

Back to the Floor 

. Started as a call to action and services as a risk assessment and support programme  

. Has been in place for about a year and, at present, is not mandatory  

. Taking back office staff back to clinical roles 

. Links to revalidation 

. Has had a good uptake from those who were clinically sound and could return to the 

clinical setting and cover a shift without any risk. There are also middle-ground staff 

who could return to clinical in time but need the support and confidence to do so. Staff 

have been brought in to provide this support (notable the Advanced Nurse Practitioner).  

. The programme started at senior levels and is filtering down. It is currently at Band 7.  

. It is important to get the board to approve and sign up to this. Patient safety and 

quality of care is key to them and falls into their remit 



. Important to consider and assess the risks. These include to patients, the transition 

itself, back office functions and care.  

. The programme has helped in motivation and interaction as there has been more 

joined up governance 

. There has been a mixed response to the initiative 

- Some welcomed it, whilst others resisted (mostly medics)  

. Give and take is important. Nurses cannot do X, Y and Z in light of staff shortages 

and vacant position nor can they be expected to lead and drive on new initiatives or 

approaches 

 

. Introduced the role of Advanced Nurse Practitioner (ANP) 

- This has helped to break down cultural barriers, as mentioned above. Medics 

were initially resistant to ANPs, but working closely with medical director has 

overcome this barrier 

- “Win win!” 

- Both Doctors and Nurses agree the implementation of this role is “wonderful”.  

- Have reduced agency dependency for medics 

. Little things that can often be overlooked can in fact cause the biggest problems 

- Who line manages ANPs? 

- Do the ANPs wear uniforms? Most in Sussex do not. Some ANPs wear a 

uniform because they are not, nor do they want to be seen as doctors. Others 

do not want to wear a uniform because they do not want to be “pulled in” with 

the nursing team 

. At present, approximately 77 staff are on the back to the floor initiative. Of this 

group, not all are regularly participating 

 

Quality Early Intervention Trigger Tool  

. Quality dashboard gives a heat map and operates in a traffic light system 

- Red/Black = Critical 

- Amber = very little leeway 

- Green = staff can be moved  

- If an area is in red or amber then more focus will be given to such and staff may 

be moved to cover etc.  

. Trigger system tools are sent to operational managers 



. Can be used to produce six month staffing report, often the national staffing report is 

not seen to be reflective 

. Way to view a general overview of sickness and absence  

. Need to manage the shift from acute to community  

. Manually correlate trigger tool with other systems such as Datix and Quarterly review 

.  Systems do not tell you patient dependency 

. Staff are good at coping in a crisis but there is often a lag between systems. 

Particularly, staffing and other measures/monitoring tools  

. Was the Clinical Commissioning Group (CCG) up for discussing changes? 

- Needs to be more provider led 

- Need for evidence! 

- Having lots of small teams does make things difficult. There is work being done to 

bring back bigger teams and ‘de-skill’ staff. Lots of small teams can cause 

confusion/disengagement as each has different care plans, approaches etc. Patients 

only want one team and plan.  

. How are trigger tools set, specifically for community?  

- Scoring system – 1, 2, 3 against each criteria 

- Small teams tip to red quickly  

. Language is important! 

- Conflicting language creates confusion and an inability to understand what the 

other is referring to  

- Using the same terminology as acutes is important. This works for social care too. 

- Need to articulate at same level with acutes 

- The traffic light system is the same as the one used in acute. This means there is 

an understanding between the two, they are having the same conversation in a 

shared language 

. System did have an acute interdependency tool but this was removed as it detracted 

from the trigger tool 

- It was too challenging getting the two systems to marry up  

. There is difficulty in having no-eroster, instead there is an independent service, unique 

to Sussex.  

- Currently using the internal system which gives heat map of the area and permits 

staff to be moved around 

. The systems works in terms of staffing levels but doesn’t tell about patient 

dependency  



- There are plans to change this in future and include something to demonstrate this.  

. The same staffing templates are often applied to different departments. These are 

often not particularly suitable for the department.  

. Important to try and take staff out of “silo’s” 

. Back-office staff can have a role/presence on wards 

- Helping/volunteering 

- Talking to patients 

- Sitting with patients 

. Important to constantly review staffing framework  

. Calderdale Framework  

- Integration! 

- Skill mix 

- Working across therapies is encouraged and beneficial 

- This needs a culture change and a skill shift 

- Sometimes seen as a “modernisation journey” 

. Recruitment plans are different depending on locality 

- What works in one area might not work in another  

- Location, employment trends, transport, population are all important determinants  

. Community hospitals are losing the sense of community hubs  

- Increasing number of hospital patients are creeping in. 

. Public resistance to change and adopting new models 

- If community hospitals were built today, they would not be done in the way they 

currently are. 

- MPs have vested (political!) interest in community hospitals. Constituency support 

and popularity.  

. Community practice models are multi-disciplinary and included the voluntary sector 

and independents 

. Inpatient units have everyone  

- There is little room for specialism e.g. rehabilitation 

 

Following the event CNEN member, Sue Wing, Deputy District Director, South West 

Yorkshire Partnership NHS Foundation Trust, forwarded The CNEN Network 

Administrator a simplistic pictorial dashboard used to share at a glance, data and 



targets both with the teams and the CCG. The dashboard was discussed during 

member discussions at the event. You can read more about this and download the 

document in the Event Summary email.  

 

Presentations followed the morning discussion session, a PDF copy of all the 

presentations is included in the Meeting Summary email and will be available to 

download from the online CNEN area when it is launched. 

'Frontline leadership: why staff stay or go' 

Tim Curry, Associate Director of Quality and Professional Practice, Buckinghamshire 

Healthcare NHS Trust  

‘The role of regulation in assessing quality of services and driving improvement - where 

do staffing levels fit?’  

Prof. Ursula Gallagher, Deputy Chief Inspector for Primary Care in London, CQC  

‘Talent for Care: Apprenticeship Development Programme’  

Jane Hadfield, National Programme Manager Talent for Care (Apprenticeships), Health 

Education England  

‘Hallam Medical and Education’  

Alex Munro, Clinical Director, Hallam Medical 

 

 

‘We cannot under-estimate the usefulness of ‘Time out’ with senior peers’  

 

‘An excellent networking day, very productive discussions and sharing of issues during 

the table discussions.’  

 

‘We are all reviewing and struggling with the same issues… To discuss and share work/ 

documents around specific issues was so helpful’  


