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Chairman’s foreword

. Context

A year ago, the Migration Advisory Committee (MAC)
reviewed part of the shortage occupation list (SOL). This is
a list of job titles and occupations, which have priority for
Tier 2 work visas for skilled non-EEA nationals. A further
advantage of being on the SOL is that workers in such jobs
do not have to earn the minimum £35,000 pay threshold
which will be required from April this year to remain in the
UK for longer than 5 years (indefinite leave to remain).

Last year, the Department of Health (DH) did not request nurses be put on the
SOL. The MAC assumed, probably erroneously, that DH knows more about the
nurse labour market than the MAC does, so did not recommend that nurses be
added to the SOL.

During 2015, DH altered its view. In order not to put the health of the nation at
risk, the Home Secretary added nurses to the SOL in October pending a MAC
review.

The Nursing and Midwifery Council (NMC), the professional regulatory body for
nurses and midwives in the UK, is responsible for the registration of all UK
nurses. It recognises four fields of registered nurse: adult; mental health;
learning disabilities; children.

In England, there were 361,000 nurses working in the NHS in 2015. But in the UK
as a whole — NHS plus the care and independent health sectors — over 600,000
nurses are employed. Nurse numbers have increased in the last 3 years. OECD
put the proportion of foreign-born nurses in the UK in total employment at 22% in
2011, up from 15% in 2001. Currently, the corresponding OECD nursing average
is 15%. In 2014-15, 8,000 foreign-born nurses were recruited, mainly from the
EEA.

In order to be placed on the SOL an occupation must pass three hurdles: is it
skilled to the required level? Is it in shortage? Is it sensible to fill vacancies with
non-EEA labour? These will be considered in turn. | conclude with some
observations concerning the nursing workforce that require urgent attention from
DH and related bodies.



Skill

The requisite skill level for inclusion on the SOL is National Qualifications
Framework level 6 and above (NQF6+), i.e. graduate level. Nurses (standard
occupation code (SOC) 2231) are skilled to NQF6+.

Shortage

Evidence from national data and partners

Nurses pass 5 of the 7 MAC top-down (i.e. national data) indicators of shortage.
These cover employment, hours worked and skill shortage vacancies. There are
also 3 pay indicators but these are not relevant at a time of pay freeze or severe
public sector pay restraint.

The National Institute for Health and Care Excellence (NICE) guidance indicates
that organizations should aim for a maximum 5% vacancy rate to accommodate
operational flexibility needs. Health Education England (HEE), the body
responsible for workforce planning for the NHS in England, estimates the current
nurse vacancy rate in England at 9.4%, nearly double the NICE guideline. And in
London, the RCN put the rate at 17%. Partner evidence suggests vacancy rates
well above 5% in the care sector too.

Nurses’ pay accounts for about one tenth of NHS expenditure in England. In turn,
spending on agency nurses is equivalent to one tenth of the nurse pay bill.
Therefore, agency nurse spending — some 1% of NHS spending — should not be
exaggerated. Nevertheless, such spending has risen rapidly in recent years. This
is a further reflection of a nurse shortage.

National data and evidence from employers and trade unions therefore strongly
suggests a shortage of nurses. Why?

Demand for nurses

Four main factors have boosted the demand for nurses in recent years. It is
emphasised that the first three below should surely have been anticipated by
those responsible for workforce planning:

e Population: the total population is rising and, in addition, people are
living longer and therefore require more nursing care;

e Reforms: moves to integrate NHS and social care, coupled with an
emphasis on 7 day working, raise demand;

e Changing role of nurses: nurses have taken on more responsibilities,
including some duties previously carried out by doctors;

e Francis report and staffing guidelines: demand for nurses rose as
trusts sought to increase the nurse-to-patient ratios in response to the
2013 Francis report into events at Mid-Staffordshire NHS trust.
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Supply side

Supply is influenced by workforce planning, training places and retention efforts.
Again, these are matters within the control of DH or individual employers:

Pay

Workforce planning: in England this involves aggregating local
workforce plans into a national plan. The National Audit Office recently
commented that this overlooks systemic changes in how services are
delivered and suggested that a more co-ordinated and proactive
approach to managing the supply of staff could result in efficiencies for
the NHS as a whole;

Training: between 2009/10 and 2012/13 the volume of nurse
commissions (training places) fell by around a fifth, some 5,000
places. This trend has been partially reversed recently. The number of
places would be substantially higher but for financial pressures;

Move away from bursaries to a student loan system: in principle this is
a sensible policy, but public sector pay restraint may limit the numbers
prepared to take up the extra places provided by universities;

Retention: nurse turnover trended from 7.8% in 2008-09 to 9.3% in
2014-15. There is now a noticeable spike in retirements at 55, the
earliest age at which a nurse can retire on full NHS pension benefits.
Considerable effort is being made to retain nurses. Local initiatives
include flexible working, skills development and use of pay
supplements.

Pay is a lever at the disposal of public sector employers to moderate shortages. If
it is not used, the tension in policy objectives between restraining public spending
and cutting immigration comes to the fore.

Sensible

Median pay for nurses is £31,500. This is £7,500 below the median
pay in other graduate occupations;

There was a severe nurse shortage in the late 1990s and early 2000s.
The Pay Review Body responded with substantial real pay increases.
There is no sign of this happening now, nor of DH requesting such
action;

Available pay flexibility is insufficiently used. Possible adjustments
include recruitment and retention premia and a market forces factor
reflecting cost differences among health care providers.

Over the next decade, the shortage of nurses can be addressed by more training
places, reduced attrition (wastage) among trainees, greater efforts at return to



practice, more innovative use of pay flexibility and attention to working conditions.
But in the meantime it is sensible to add nurses to the SOL.

However, there is a problem. We were told by DH that employers in England will
look to recruit some 11,000 non-EEA nurses over the next 4 years. Once we
include nurses for Northern Ireland, Scotland and Wales, the actual figure could
be over 14,000, approaching the annual quota of Tier 2 visas (20,700). Clearly,
there is a danger that nurses — with their new found priority status — could crowd
out skilled migrants from occupations not in shortage, including engineers and
workers in the financial sector.

To guard against this, the MAC recommend implementing a safety valve. We
suggest an annual ceiling for nurses of 3,000 — 5,000 places in the first year. This
might decrease year-on-year in line with the estimated required numbers set out
by DH, such that nurses would come off the SOL in 2019 — the point at which DH
forecast demand and supply of nurses return to equilibrium.

Conclusions: challenges to the health and social care sector

The MAC recommends placing nurses on the SOL. They are skilled, in shortage
and — for a little while — it is sensible to put them on the SOL. But we make this
recommendation with considerable reluctance. It seems to us that the shortage is
mostly down to factors that could, and should, have been anticipated by DH and
related bodies. Further, there seems to be an automatic presumption that non-
EEA skilled migration provides the sector with a “Get Out Of Jail, Free” card. |
briefly comment on just four areas: workforce planning; training commissions;
pay; and who is in charge.

Workforce Planning

Until recently, workforce planning took no account of demand for nurses in the
care and independent sectors, creating a structural undersupply of nurses in
England. Similar issues apply in Scotland, Northern Ireland and Wales. HEE
have now begun to factor demand for nurses from the care and independent
sectors into their plans.

Equally, the care and independent sectors make minimal effort to ensure that the
number of nurses trained is sufficient to meet demand in their sectors. They
make little or no direct contribution to the training of pre-registration nurses in the
UK and seem content to have a free ride on the back of the government paying
for training.

HEE develop their workforce plans by adding together local workforce plans
submitted by individual trusts. This means that systemic changes in demand, for
example, the drive to better integrate health and social care, are often not
adequately reflected in the workforce plans. Additionally, financial pressures in
local trusts may lead them to understate their projected workforce needs.

Training Commissions

The current shortage of nurses in England is closely linked to the decision to cut
training places in England by more than 17% between 2009/10 and 2012/13. We
have been told that this was driven more by financial issues than an expectation

4
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that demand would fall. Health Education England have recently confirmed that,
even now, the 331 additional places they are funding in 2016/17 falls well below
that actually needed — again due to financial constraints.

Pay

The restraint on nurses’ pay instituted by the government was presented to us,
and in the evidence to the pay review bodies, as an immutable fact. It is not. It is
a choice. There was insufficient curiosity across both the health and care sector
about the extent to which pay might be responsible for, and might help alleviate,
present recruitment difficulties. By contrast, all parties seemed able to understand
how their employees left for higher salaries available through agency work.

Retention issues are a major contributor to current shortages in the NHS - DH
should at least explore whether higher pay would improve retention. There is
some evidence from the Institute for Fiscal Studies suggesting that nurses’
supply of labour to the NHS is sensitive to pay, most notably in London where the
shortage appears to be particularly acute.

We have been here before. Our analysis shows that there is a historic pattern of
peaks and troughs to the supply of migrant nurses. This pattern offers, at least,
highly suggestive indications that migrant nurses have been used to save costs.
Nursing is an occupation in which migrants earn, on average, less than UK
workers doing the same job. In most other graduate occupations, migrants earn,
on average more than UK workers in the same job. It is difficult not to see this as
undercutting.

Who is in charge?

There is a proliferation of bodies overseeing the administration of health and care
services. We got evidence from all of them but there was no common theme with
a range of views being expressed and data drawn upon. And there is no single,
authoritative voice to speak for them. We recognise the efforts of HEE to set up a
group to pull together views on workforce planning but the sectors do not help
themselves by having a very confusing architecture.

| offer these points to the government in addition to our recommendations re
nurses and the SOL. | also wish to state on behalf of the MAC our recognition of
the contribution made by migrant nurses to our NHS and care services across the
UK and over the years. The MAC is based in a building named after Mary
Seacole who was born in Jamaica and served as a nurse during the Crimean
War. Non-EEA nurses have a long tradition of making a contribution.

Once again the MAC are indebted to our excellent secretariat. Their
administrative and analytical expertise and drafting skills are key ingredients
cementing the MAC’s reputation.

it Wsteatf

Professor Sir David Metcalf CBE
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Introduction

About the MAC

The Migration Advisory Committee (MAC) is a non-departmental public
body comprised of economists and migration experts that provides
transparent, independent and evidence-based advice to the Government
on migration issues. The questions we address are determined by the
Government.

The MAC has previously been asked to provide advice on a wide range of
immigration issues such as the design of the Points Based System (PBS)
for managed migration. This includes annual limits, low-skilled migration
into the UK and the Tier 1 (Investor) and Tier 1 (Entrepreneur) routes. The
MAC is also asked to review occupations and job titles for inclusion on the
shortage occupation list (SOL) and has recently completed a wider review
of Tier 2.

What we were asked to do

On 15 October 2015, the Home Secretary took the decision to add nurses
to the shortage occupation list on an interim basis to ensure that there
were safe staffing levels across the National Health Service (NHS) during
a time of pressure and changes to expenditure on agency staff.

The Home Secretary then wrote to the MAC commissioning it to examine
whether there is a shortage of nurses or specific nursing job titles which it
would be sensible to fill through non-European Economic Area (EEA)
migration and if they should stay on the SOL.

This commission followed the February 2015 partial review of the SOL
where we were asked to review a small number of occupations including
graduate occupations within the health sector such as consultant roles,
nurses and training grades. At that time, on the basis of our analysis and
the evidence we received, we recommended that nurses should not be
added to the SOL. This previous MAC consideration is discussed in
Chapters 2 and 5.
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1.6 In her October 2015 letter commissioning the MAC, the Home Secretary
said:

“l am conscious that the MAC considered the issue of nursing shortages
in the health sector in your partial review of shortage occupations
published in February this year and that you recommended against
adding nurses to the shortage occupation list, as well as removal of
certain specialist nursing roles. | regret asking you to look at this again so
soon.

“l understand that your recommendation in February was based on the
evidence available at the time, including detailed submissions from the
Centre for Workforce Intelligence on behalf of the Department for Health
and from the Royal College of Nursing and other health sector
organisations. However, since then increasing numbers of NHS Trusts
and other interested organisations have raised concerns about nurse
staffing levels, highlighting recent changes to recommended safe staffing
levels within the NHS. In addition, developments since February include
the Government’s manifesto pledge to deliver a seven-day NHS and new
rules to clamp down on the use of agency staff. | am advised that nursing
vacancy rates may be as high as 10% across the health and social care
sector, which if so would be twice the maximum level recommended by
NICE. It is not for the Home Office to judge these representations and |
should therefore be grateful if the MAC could consider the latest
evidence.

“In view of the potential risks associated with high vacancy rates and the
fast-approaching winter period in which we can expect the NHS to be
under particular pressure, | have exceptionally agreed to place nurses on
the shortage occupation list on a temporary basis pending that full review
of the evidence and your subsequent advice.”

1.7 The MAC was asked to submit its report to the Government by 15
February 2016, subsequently extended to the end of February.

1.3 What we did

MAC Methodology

1.8 The MAC’s methodological approach to assess whether an occupation or
job title should be placed or retained on the shortage occupation list is set
out in detail in our previous reports on the SOL. In brief, we assess against
three tests:

e we consider whether individual occupations or job titles are sufficiently
skilled to be included on the SOL,;

e Wwe also consider whether there is a shortage of labour within each skilled
occupation or job; and

10



Introduction

o finally, we consider whether it is sensible for immigrant labour from
outside the EEA to be used to fill these shortages.

1.9  The requisite skill level for inclusion on the SOL is presently National
Qualifications Framework level 6 and above (NQF6+). We most recently
identified level NQF6+ occupations in our February 2013 shortage report
and found that nurses (standard occupational code (SOC) 2231) were
skilled to level NQF6+. We do not repeat that analysis here as nursing
remains a graduate entry occupation. Nor did we request evidence from
partners on the skill level of nurses. We consider nurses to be skilled to
level NQF6+.

1.10 This report, therefore, focuses on the shortage and sensible parts of our
methodology. We look at whether nurses are in shortage in Chapter 3 and
whether it is sensible to fill any shortages with migrant labour from outside
the EEA in Chapter 5.

Call for evidence

1.11 We issued a call for evidence on 3 November 2015, which ran until 31
December 2015. We received 59 written submissions of evidence from
organisations from around the UK. We also reviewed the evidence we
received in preparing our February 2015 report as well as the information
we received in response to the publication of this report plus relevant
evidence we received during our review of Tier 2 of the Points Based
System during 2015. A list of those who supplied evidence in response to
the November 2015 call for evidence only, and who have not requested
anonymity, is provided in Annex A to this report.

Table 1.1: Sources of responses to our call for evidence 2015

NHS Non-NHS (care Non-NHS All nursing
sector) (other) sectors
England 16 11 1 1
Wales - 1 1 -
Scotland 2 3 - -
Northern Ireland - 2 - 1
UK 1 6 6 8

Source: Migration Advisory Committee analysis, 2016

1.12 We held 16 separate meetings with various organisations from the
healthcare sector. We hosted two open forums in London and held
telephone conferences with a number of trusts from around the UK. The
Chair of the MAC wrote an article that was published in the Nursing Times
informing nurses of the review and inviting them to provide evidence.

1.13 In November 2015, we commissioned the Institute for Employment
Studies (IES) to conduct research into the labour market for nurses in the
UK and its relationship to the demand for, and supply of, foreign-born
nurses in the UK. This research will be published separately from this
report (see Box 4.2 in Chapter 4 for a summary of the findings).

11
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1.14
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1.16

15
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After the conclusions reached in our 2015 patrtial review of the SOL, we
wanted to improve our evidence base and gain a better understanding of
how data is collected across the health service. So we established an
informal health and care sector group comprising representatives from
sector bodies and staff representatives to meet and discuss how evidence
is gathered and is considered.

Structure of the report

This review is different from our previous reports on the SOL as the focus
IS on a single occupation only. This has allowed us to approach the
exercise in a different way enabling us to go into much greater depth to
establish whether or not there is shortage.

The structure of the report is as follows:

Chapter 2 provides an overview of the industrial structure in which nurses
are employed, and then provides available data relating to the employment
of nurses across the UK and the role of non-EEA nurses within this. It then
explains recent policy factors that have had an impact on bringing migrant
nurses to the UK and looks at previous consideration by the MAC of
nurses.

Chapter 3 looks at whether nurses are in shortage using vacancy data and
partner evidence to consider if any shortage is localised or national.

Chapter 4 looks in detail at the factors affecting the demand for, and the
supply of, nurses and then looks at nurse’s pay.

Chapter 5 considers whether it is sensible to retain nurses on the shortage
occupation list. It looks at the alternatives to the recruitment of non-EEA
nurses and the short and long-term measures to address nursing
shortage. We also consider whether conditions should be attached if
nurses are retained on the SOL.

Chapter 6 sets out the MAC’s conclusions and recommendations.
Thank you
We are grateful to all our partners who responded to our call for evidence

and to those who engaged with us at meetings and events and those who
provided us with data to inform our analysis.
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2.1

2.2

2.2

2.3

2.4

2.5

2.6

Policy and data context

Introduction

This chapter sets some context around the numbers of nurses working across
the UK and the role migrant nurses play in contributing to nursing labour

supply.

We also set out the institutional context for health and social care generally
and for employing and training new nurses. We end the chapter by
considering, first, some of the recent policy factors that may have impacted on
nursing recruitment and, second, recent MAC work in this area.

The organisation of healthcare across the UK

We begin by providing a high-level overview of the health and care sectors
across the UK.

Acute healthcare (i.e. primary care mainly in a hospital setting) is mostly
funded (out of general taxation), by means of a ring-fenced budget, and
provided, by the public sector.

By contrast social, or secondary, care can be funded either by the public
sector (via non ring-fenced local authority budgets) or by the private sector,
but is generally delivered by the private sector. This model is broadly followed
across England and the three devolved administrations of Scotland, Wales
and Northern Ireland, though differences do also exist between them (see
below).

As we discuss later, in terms of employment of nurses in the UK, most are
employed by the National Health Service (NHS). In this section, therefore, we
briefly discuss the arrangements for health and social care between the NHS
and the care and independent sectors by examining three broad issues:

¢ healthcare funding arrangements;

e the institutional structure; and,

e the framework for commissioning nurse training.

13
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Box 2.1: Definitions used in this chapter

Acute health care: is health care delivered to a patient requiring active but short-
term treatment for a severe injury or episode of iliness, an urgent medical
condition, or during recovery from surgery.

Adult nursing: qualified nurses who provide care for adult patients who are
suffering from a variety of health conditions, ranging from minor injuries and
ailments, to acute and long-term illnesses and diseases.

Agency nurse: a qualified nurse who works indirectly for one or more healthcare
employer (e.g. in a nursing home or NHS hospital) via an employment agency.

Band 5 nurse: the starting grade under the Agenda for Change system for a
newly qualified nurse. For qualified nurses, Agenda for Change bandings range
from Bands 5 to 9. The majority of migrant nurses recruited from outside of the
EEA are brought in at Band 5.

Bank nurse: a qualified nurse who works directly for the healthcare employer as
part of a nurse bank. A nurse bank is a resource of nurses who can be
temporarily assigned to roles across a NHS trust to plug gaps in the supply of
permanent nursing staff or to bring in specific skills. Some permanent nursing
staff also take on additional bank nurse roles in order to earn extra money.

Care and Independent sector: As well as providing acute care services, this
sector provides long-term care for people who may not be able to live
independently. Employers can be divided into three main groups:

e For profit — single owners and large corporations that own single and
groups of acute hospitals or nursing homes.

e Not for profit/registered charities — can be national organisations, single
owners or smaller set ups, the majority of which offer care home facilities
for older people, those with learning disabilities or those with mental health
needs. A number of organisations offer care provided by qualified nurses.

e Voluntary — organisations which provide care homes from charitable
donations.

Children’s nursing: qualified nurses who work with children of all ages suffering
from many different conditions.

Learning disabilities nursing: qualified nurses who provide support to people
with learning disabilities, and their families, carers and friends.

Mental health nursing: qualified nurses who work with people suffering from
various mental health conditions, and their family and carers, to offer help and
support in dealing with the condition.

NHS sector: the publicly funded healthcare system for the UK which provides
healthcare to every legal resident with most services free at the point of use. At
grass-roots level the NHS is grouped into the following areas:

e Primary care — the care given to people when they first become aware of a
health problem.

e Secondary care and emergency care — the care that is provided to
people in an emergency or following a referral from a primary care
organisation.

e Tertiary care — refers to specialist care such as renal transplant or cardiac
surgery. Tertiary care is usually accessed as a referral from secondary
care.

14
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(i) Healthcare funding

2.7

2.8

2.9

2.10

2.11

2.12

2.13

NHS

Public healthcare has a devolved matter in Scotland, Wales and Northern
Ireland since 1999, though public funding allocations for the devolved
administrations is still determined by HM Treasury.

Once HM Treasury budgets have been decided, the devolved administrations
have the freedom to allocate their funds as they believe appropriate. In the
financial year 2013-14 total expenditure on public sector healthcare across
the UK amounted to around £129 billion, or about £2,000 per head of
population. Of this, England’s expenditure was £107.4bn, Scotland £11.5bn,
Wales £6.1bn and Northern Ireland £3.9bn (HMT, 2015).

In 2014-15 the departmental expenditure limit (DEL) for NHS England was
£113 billion. The National Audit Office (NAO, 2016) estimate that £43 billion
(38 per cent) was spent on clinical staffing costs. Nurses make up 38 per cent
of clinical staff in the NHS, and their total pay amounted to £11 billion, or 9.7
per cent of the total NHS budget (NHS Hospital and Community Health
Service, 2015). Note that this is the figure for total earnings, which will be less
than the total cost to employers.

The public health sector has been facing financial pressures in recent years.
Since 2010, overall NHS funding has increased by just under 1 per cent each
year in real terms, compared to 3.7 per cent a year since the NHS was
created in 1948 (The King’'s Fund, 2016).

Two-thirds of the 240-plus NHS trusts in England are expecting to be in
financial deficit by the end of the current financial year, resulting in an
expected aggregate overspend of £2.3bn (The King’s Fund, 2016).

Care and independent sectors

The UK independent health and care sector is estimated to have generated
revenues of more than £45bn in 2015 (LaingBuisson, 2016). This included
£17.1bn from care homes, £6.6bn for homecare, £7.8bn for private acute
medical care and £1.3bn for mental health hospitals.

Further analysis carried out by LaingBuisson (LaingBuisson, 2015) estimated
the market value of residential care for older people at £15.9bn of which only
£1.6bn was from local authority provision. In addition to this, the homecare
and community care sector was valued at £8.1bn, and funded mostly by the
public sector (£4.2bn spent by local authorities and £2.6bn spent by the NHS).

(i) Institutional structure

2.14

NHS
We have drawn on information from NHS England (NHS England, 2015) and

Bevan et al. (Bevan et al., 2014) to describe the arrangements for publicly
provided health and social care across the UK:

15
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The Health and Social Care Act that came into force in April 2013 radically
changed the way the NHS is organised in England. The Department of
Health retains overall accountability for securing value for money for
spending on health services, including on training and employing clinical
staff. Delivery of health services is based on a market-based purchaser-
provider model. Most (E96bn) of the £107bn Department of Health budget
in 2013-14 was allocated to NHS England and two-thirds of this (E64bn)
was allocated to 211 GP-led clinical commissioning groups (CCGs) and
local authorities who commission health services for their populations.
Healthcare services are then delivered by some 240 NHS trusts and
foundation trusts. NHS England can also commission some specialised
services directly.

NHS Scotland consists of 14 regional NHS Boards, which are responsible
for the protection and the improvement of their population's health and for
the delivery of frontline healthcare services. The purchaser-provider model
in Scotland was abolished in 2004 and NHS boards now plan, commission
and deliver NHS services for their respective areas.

NHS Wales delivers services through three NHS trusts and seven Local
Health Boards, which secure the delivery of services in their areas. As is
the case in Scotland, Local Health Boards plan, secure and deliver
healthcare services for their populations. Wales abolished the purchaser-
provider model in 2009.

In Northern Ireland, the Health and Social Care Board are ultimately
responsible for commissioning both health and social care through five
Local Commissioning Groups. Provision of integrated health and social
care is the responsibility of five Health and Social Care Trusts.

2.15 To date only Northern Ireland has a fully integrated health and social care

2.16

2.17

service, though this remains an objective across the rest of the UK.
Care and independent sectors

Skills for Care (Skills for Care, 2015a) estimate that in 2014 there were 18,000
organisations running 39,500 establishments which were involved in providing
or organising adult social care in England. The Care Quality Commission is
responsible for regulating over 17,000 of these, including 4,600 care homes
with nursing and 12,700 care only homes.

Care Inspectorate, the official body responsible for inspecting the standards of
care in Scotland, are responsible for regulating approximately 14,000 care
services across Scotland.

(iif) Responsibility for nurse training

NHS

2.18 Training places for nurses are mostly centrally commissioned: Health
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Social Services and Public Safety and the Welsh Government set the number
of training places for England, Scotland, Northern Ireland and Wales
respectively. Despite our best efforts, it has been difficult to find precise
numbers of training commissions across the UK. In 2014-15 there were
approximately 24,000 new nurse training commissions across the UK: 19,200
in England; 3,200 in Scotland; 1,100 in Wales and 700 in Northern Ireland
(Higher Education England, 2015; NHS Scotland, 2015; Royal College
Nursing, 2015a).

Health Education England (HEE) is responsible for workforce planning,
education and training in England. HEE works with 13 Local Education and
Training Boards (LETBSs) to develop national and regional workforce plans
and commissions the training of new clinical staff. NHS trusts submit local
workforce plans to their local LETBs. This process from workforce planning to
producing newly qualified nurses can take up to five years (including three
years of the degree course itself).

Furthermore, workforce plan coverage is incomplete as information is
generally not gathered from general practices, local authorities or private or
third-sector providers (NAO, 2015).

Because there is an annual ceiling on publicly commissioned training places
(due to a number of factors including forecast need from trusts but also
available public funding), some NHS trusts may also privately commission
training places over and above this. In these cases student nurses will be
expected to pay tuition fees themselves instead of receiving a bursary that is
available for centrally commissioned training.

To get a sense, therefore of, the overall supply of nurses in pre-registration
training, it is instructive to consider data from the Higher Education Statistics
Agency (HESA). HESA provides information on enrolments for nursing
degrees. In 2014-15, there were 27,050 full-time and 5,540 part-time first year
nursing degree students across the UK as a whole (HESA, 2015).

Care and independent sectors

Comparing these two data sources suggests that the majority of new nursing
students are as a result of publicly funded central commissions. It also
appears that the care and independent sectors have little or no direct
responsibility for the costs of initial nurse training, even though ultimately they
are employers of nurses. Furthermore, until HEE was established in 2012,
little account was taken by central workforce planning for the volumes of
nurses that would end up moving to the non-NHS healthcare sector.

The nursing workforce in the UK
Defining nurses

A nurse is a healthcare professional who is focused on caring for individuals,
families, and communities. They are capable of assessing, planning,
implementing, and evaluating care independently of doctors.
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Nurses work in hospitals (public or private), and more widely in GP surgeries,
schools, care and nursing homes. In the NHS, nursing roles at Band 5 or
above require a bachelor’s degree from a higher education university or
college.

The Nursing and Midwifery Council (NMC), the professional regulatory body
for nurses and midwives in the UK, is responsible for the registration of all
nurses across the UK and recognises four fields of practice for registered
nurses:

e Adult nursing

e Mental health nursing

e Learning disabilities nursing
e Children’s nursing

Within each of these fields of practice there are a number of different
specialties, some of which we have previously recommended for inclusion on
the shortage occupation list, for example, specialist nurses who work in
neonatal or paediatric intensive care units.

Nursing employment across the UK

Arriving at a robust estimate of the number of nurses working in the UK is not
straightforward. Generally there are good data on the numbers working within
the NHS in each of England, Scotland, Wales and Northern Ireland, though
there can be differences based on the types of nurse included or indeed wider
aggregations that include midwives and health visitors.

Beyond this the data for numbers working in the care sector is patchier and
for those working in other parts of the private healthcare sector patchier still.

We have endeavoured therefore to arrive at our best estimate that we will use
throughout this report (see Table 2.1 below).
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Table 2.1 Estimates of nurses employed in the UK, 2015*

Source UK England Wales Scotland Northern
Ireland
Labour Force Nurses in
Survey employment 630,000 503,000 39,000 64,000 25,000
Of which:
NHS 502,000 400,000 34,000 49,000 19,000
Non-NHS 128,000 103,000 - 15,000 -
NMC Registered
nurses 655,000 447,000 28,000 68,000 21,000
NHS NHS
workforce 471,000 361,000 25,000 68,000 17,000

Source: Labour Force Survey (2015), Nursing and Midwifery Council (2015), Health and Social Care
Information Centre (2015), Stats Wales (2014), Information Services Division Scotland (2015), Health and
Social Care Northern Ireland (2015).

Notes: * All estimates are for 2015 except the NHS figure for Wales which is for 2014 (the latest available
year). LFS estimates based on individuals employed SOC code 2231 (nurses), 4 quarter average October
2014 - September 2015. (-) indicates an estimate lower than 10,000 which is not published due to small
sample sizes. NMC data excludes registrations for midwives. Registrations for the following categories are
included: nurse; nurse & specialist community public health nursing (SCPHN); nurse and midwife; nurse,
midwife & SCPHN. The UK total is larger than the sum of the individual regions as the regional figures do
not include those who registered overseas. NHS workforce statistics include figures for both nurses and
midwives. Regional figures may not sum to match the UK total due to rounding.

2.31 Comparing survey data from the Office for National Statistics’ (ONS) Labour
Force Survey and nurse registration data from the NMC suggests that there
are currently around 650,000 nurses in the UK. Of these, up to 500,000 work
in the NHS.

2.32 This would imply that up to 150,000 nurses are therefore working outside of
the NHS. Exact numbers are difficult to corroborate, but evidence from Skills
for Care estimates that in 2014 there were 49,500 registered nurse jobs in the
adult social care sector in England (Skills for Care, 2015a). It has been
estimated that there are a further 30,000 to 50,000 registered nurses in the
private and independent sector in England (HEE, 2015).

2.33 The Care Inspectorate in Scotland provided us with data from the Scottish
Social Service Sector report on 2014 workforce data estimating that there
were 6,850 nurses working in the social care sector in Scotland.

The contribution of foreign nurses

2.34 According to NMC data on registered nurses and midwives for the UK as a
whole, 69 per cent were from England (as measured by the country of initial
registration). A further 17 per cent were from the rest of the UK. One in ten
was initially registered outside of the EU and 4 per cent registered within.

2.35 Over the past decade there has been a marked shift in the origin of registered
nurses in the UK. Overall the number of registered nurses and midwives has
increased by around 5,600 since 2005-06. However, this masks the fact that
between 2006-07 and 2008-09 numbers fell by over 21,000, mainly among
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those initially registered in England (a decline of around 11,500), in Scotland
(1,200) and from outside the EU (8,500).

2.36 Numbers have since increased again by 22,700, but this has been mainly
driven by an increase of almost 18,000 from nurses and midwives initially
registered in the EU. Registrations from the UK have risen again by 12,000,
but there has been a continued decline of 7,200 among those initially
registered outside of the EU (Figure 2.3).

Figure 2.1: Annual change in UK registered nursing and midwifery stock,

2006-2015
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Sources: MAC analysis of NMC data from an ad hoc data request (2016)

2.37 Changes in stocks of registered nurses over time will reflect the degree of
flows onto and off the NMC register. In terms of outflows we consider the case
in Chapter 4 of those leaving the UK to work as nurses or midwives overseas.

2.38 Forinflows, Figure 2.2 demonstrates the volume of nurses and midwives
joining the NMC register from both the UK and abroad. Currently there are
around 29,000 new registrations a year, but the inflow has varied significantly
over the past two decades, from a low of 16,000 in 1997-98 to almost 35,000
(of which 15,000 were non-UK) in 2003-04.
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Figure 2.2: Initial registrations of qualified nurses by source region, 1993-94
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Source: MAC analysis of NMC Initial Registrations, ad hoc data request; OECD International
Migration Outlook 2015

2.4 NHS nurse volumes in the UK

2.39 Within the NHS, the largest employer of nurses in the UK, the above trends
from the NMC data are largely borne out by the trend in total employment of
qualified nurses and midwives (Figure 2.3).

2.40 That s, nurse volumes (measured in full-time equivalent terms) were either
flat or declined across the UK in the late 1990s, rose significantly in the early
2000s (from 305,000 to 371,000), before slowing again in 2006-07. In 2008
and 2009, the total number of qualified nurses and midwives rose by almost
16,000, before falling sharply by 5,500 between 2010 and 2012. By 2014
volumes had once again recovered by 10,800 such that the overall volume of
gualified nurses and midwives in the NHS across the UK stood at 393,000,
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Figure 2.3: Trends in qualified nurses and midwives employed (WTE) in the
NHS across the UK, 1997-2014
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Notes: Data are based on Whole-Time Equivalent (WTE)/Full-Time Equivalent (FTE) stocks of
qualified nursing, midwifery and health visiting workforce.
Sources: MAC analysis of RCN Labour Market Reviews 2001-2014 and StatWales.

2.41 This ‘boom and bust’ cycle has been the subject of various enquiries by the
House of Commons Health Committee in 1999, 2006-07 and 2012-13. Key to
all of this has been concern about the role of workforce planning in the NHS.

2.42 A House of Commons Health Committee report in 2006-07 stated (House of
Commons, 2007):

“The heath service has changed dramatically in recent years, most notably
through the major increase in staff numbers which took place between 1999
and 2005. Rapid workforce expansion was a necessary response to the
“crisis” in staffing numbers described in the Committee’s 1999 report.
However, the rate of growth considerably exceeded expectations, and far
outstripped the targets set in the NHS Plan. Given the increase in funding
levels, such a high level of growth was inevitable. Many new staff were
recruited from overseas because of limited availability of UK staff. Eventually
many organisations recruited more staff than they could afford to pay. This
was a major cause of the widespread deficits which emerged across the NHS
from 2004-05 onwards.”
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The Committee also noted that:

“The emergence of deficits after 2005 triggered the start of a bust phase with
widespread job reductions, sweeping education and training cuts and severe
pay restrictions... workforce changes have tended to respond to prevailing
financial trends, and the workforce reform agenda, articulated by A Health
Service for all the Talents®, has too often been overlooked. The expansion of
the workforce was reckless and uncontrolled and increases in funding were
often seen as a blank cheque for recruiting new staff. Such problems raise
serious questions about the effectiveness of the current workforce planning
system.”

In Chapter 4 we consider the factors affecting the demand for, and the supply
of, nurses at the current time, including the pipeline of new student nurses
(both publicly and privately funded) and financing pressures. However, there
do appear to be similar factors now affecting nursing levels as there were a
decade or so ago, which are leading to mismatches between supply and
demand and to increasing recruitment of overseas nurses. Recent estimates
suggest there is currently a shortfall of 15,000 nurses in the NHS in England
alone (NHS Improvement, 2016). This equates to about 5 per cent of the
current qualified NHS nursing stock in England in full/whole time equivalent
terms.

But the UK is by no means alone. It has been recognised that there has, for a
number of years now, been a global shortage of healthcare workers. In the
UK, as in other OECD countries, the healthcare sector is characterised by a
relatively high share of foreign-born workforce. According to a recent study,
14.5 per cent of practising nurses across the OECD in 2010-11 were foreign-
born, up from 11 per cent a decade earlier (OECD, 2015b).

For the UK the share was higher at 21.7 per cent (up from 15.2 per cent in
2001). Using nurse registration data from the UK, the OECD calculated that
almost two-thirds of the overall increase in nurses over the decade was
foreign-born. This was on a par with other countries such as Australia and
Ireland, but actually less than in Belgium, Denmark and New Zealand. So, the
UK experience of increasing recruitment of foreign-born nurses is not unique
by any means, though it is interesting to note that the OECD found that of 29
OECD countries surveyed only the UK and Ireland had actually decreased
their new nurse training intake over the period 2007 to 2012.

L A Health Service of all the talents was a consultation document on the review of workforce planning published
by the Department of Health in April 2000. The document made a number of proposals and recommendations
covering four key areas of greater integration and more flexibility; better management ownership, clearer roles
and responsibilities; improved training, education and regulation; and staff numbers and career pathways. On
staff numbers and career pathways, the document recommended, amongst other things, a review of the longer-
term requirements for all professional staff and proposed changes to the contracts of consultants, the career
structure of non-consultant staff and a fundamental review of the primary care workforce. A copy of the document

is here

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publications

PolicyAndGuidance/DH_4007967
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(i) Recent non-EEA nurse immigration

2.47 The channel through which skilled workers, including nurses, can come to the
UK from the outside the EEA is Tier 2 of the immigration system. The Tier 2
(General) route is intended for those skilled economic migrants who are
looking to settle in the UK and is capped at 20,700 places a year. Tier 2
(General) is comprised of two parts: the Shortage Occupation List (SOL) and
the Resident Labour Market Test (RLMT).

2.48 We present data below of the volume of Tier 2 Certificates of Sponsorship
(CoS) used by healthcare employers, separating out NHS from non-NHS
employers (Figure 2.4). We consider first out-of-country flows, which are
subject to the 20,700 annual limit.

Figure 2.4: Use of Tier 2 (General) Certificate of Sponsorship (out—of-

country) for nurses, 2009-15
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Source: Home Office Management Information (2015) CoS used data.

2.49 The volume of Certificates of Sponsorship (CoS) used to bring non-EEA
nurses into the UK has risen markedly since 2011. In the case of NHS
employers, volumes have increased almost ninefold in the space of five years,
albeit from a trough in 2012. Non-NHS employer demand for CoS more than
doubled to almost 600 between 2011 and 2014, before falling back to around
400 in 2015. Across both sectors there were around 1,400 CoS used in total
for nurses in 2015.

2.50 CoS usage, especially in the NHS, prior to 2011 (when the cap was
introduced) was also relatively high (almost 600 in 2010). What is noticeable
is the declining proportion of CoS that were used through the SOL. Again,
among NHS employers, over a third of CoS used were under SOL in 2009. By
2015, this had fallen to less than 2 per cent. Healthcare employers were
therefore free to recruit non-EEA nurses via RLMT, which, unlike SOL,
requires the job to be advertised nationally for four weeks first. Moreover,
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there was comparatively little use made by NHS employers of Tier 2 (General)
to bring non-EEA nurses into the UK in 2011 and 2012.

Healthcare employers can also recruit non-EEA nurses within the UK (so
called in-country), which is not subject to the 20,700 limit. In-country nurse
hiring shows a different pattern to out-of-country recruitment. For NHS
employers in-country recruitment is lower and has been declining since 2013
(Figure 2.5). In fact, these additions to nursing supply are less than they first
appear: the majority of ‘new’ nurses are either extending their current visas or
changing employers within the Tier 2 route (most likely from other healthcare
employers).

Figure 2.5: Use of Tier 2 (General) Certificates of Sponsorship (in-

country) for nurses, 2012-15
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Source: Home Office Management Information (2015) CoS used data.

For non-NHS employers, the scale of in-country recruitment is higher — almost
an extra 1,800 nurses in 2014 and 2015 combined. Once again, extensions or
changing Tier 2 employers are a major reason for this. However, non-NHS
employers have also sourced more nurses among those switching
immigration category, especially from the Tier 4 student route. In 2014, over
half of their in-country recruitment of non-EEA nurses was via this channel.

(i) Where are new non-EEA nurses employed?

2.53

There also appears to be quite an uneven usage of CoS for nurses, both
geographically and across employers (Tables 2.2 and 2.3 below). In the NHS,
the vast majority are hired by employers in England (at least 98 per cent of
the total in the last two years). Moreover, London and the South East
accounted for around two-thirds or more of all nurses CoS used since 2013,
which is proportionately well above its share of total UK employment (25 per
cent).

25



Review of nursing

Table 2.2: Usage of Certificates of Sponsorship (out-of-country) for nurses

working in the NHS, 2009 to 2015
2009 2010 2011 2012 2013 2014 2015

Total CoS used 476 583 131 115 305 729 995
% used in England 94 95 99 83 92 98 98
% used in London & South East 33 49 80 57 68 84 63
No. of Organisations using CoS 71 57 20 36 30 43 61
Ave CoS hy Org. 7 10 7 3 10 17 16
CoS used by top 5 Organisations. 287 352 114 59 240 535 397
As % total used CoS 60 60 87 51 79 73 40
Highest user 147 134 44 21 95 195 169
As % total used CoS 31 23 34 18 31 27 17

Source: Home Office Management Information CoS used (year ending December 2015)

2.54 Itis also the case that only a minority of NHS employers resort to hiring
nurses from outside of the EEA. Some 61 NHS trusts or other bodies hired
from outside Europe in 2015, though the number has been rising since 2011
when only 20 trusts did so. Given that there are around 240 NHS trusts in
England alone this means that just over 25 per cent of NHS organisations are
using this channel for recruitment in any one year.

2.55 This recent rise in the number of organisations recruiting abroad has also
coincided with a higher average intake (16 per organisation in 2015 versus
only three in 2012). However, a small number of employers tend to dominate
overall recruitment: in 2013 and 2014 just five NHS trusts and bodies
accounted for around three-quarters of all used CoS for nurses in the NHS. In
both 2014 and 2015 one trust has used in excess of 160 CoS each year,
about a fifth of the overall NHS nurse total.

2.56 If there is indeed a shortage of nurses across the UK, then this analysis
highlights that the degree to which NHS employers resort to non-EEA nurse
recruitment varies considerably. To explore this further, we have
commissioned, in parallel with this report, some external research looking into
the factors driving this (see Chapter 4 for more information).
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Table 2.3: Usage of Certificates of Sponsorship (out-of-country) for nurses not working

in the NHS, 2009 to 2015
2009 2010 2011 2012 2013 2014 2015

Total CoS used 217 401 249 421 461 590 407
% used in England 74 89 89 85 82 85 83
% used in London & South East 40 62 62 47 47 43 57
No. of Organisations using CoS 97 102 79 140 145 145 98
Ave CoS by Org. 2 4 3 3 3 4 4
CoS used by top 5 Organisations. 74 177 93 121 120 198 230
As % total used CoS 34 44 37 29 26 34 57
Highest user 32 55 43 58 50 101 149
As % total used CoS 15 14 17 14 11 17 37

Source: Home Office Management Information CoS used (year ending December 2015)

2.57 In the non-NHS sector, although CoS are still mostly used in England, this
proportion is lower than for the NHS sector. The same is broadly true of CoS
used in London. There are more organisations making use of CoS each year,
but with lower average use per organisation. Although again there are some
principal users who account for a significant minority of CoS used, the degree
of concentration appears to much less than in the NHS sector. The exception
to this was in 2015 when the top five users accounted for over half of all CoS
used in the non-NHS sector, but this was driven in large part by a single
employer alone using 37 per cent of all CoS for nurses.

(iii) Nationality of non-EEA nurses

2.58 The majority of non-EEA nurses recruited by the health sector in recent years
have come from India and the Philippines (almost three-quarters of the total
since 2009). It is noticeable that most of the top ten nationalities are from
countries where English is either the national language or is widely spoken.
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Table 2.4: Breakdown of Tier 2 used Certificates of Sponsorship (in-country and

out-of-country) for nurses by nationality, 2009 to 2015

Nationality 2009 2010 2011 2012 2013 2014 2015 Total % of total
India 975 740 422 763 913 1343 982 6,138 37%
Philippines 655 762 310 542 1072 1231 1118 5,690 34%
Nigeria 176 114 41 68 67 44 68 578 3%
Nepal 60 35 19 36 25 92 52 319 2%
Australia 60 52 31 52 39 33 40 307 2%
Croatia 1 0 0 1 0 9 137 148 1%
Zimbabwe 517 257 56 57 36 21 14 958 6%
USA 24 43 33 25 24 18 30 197 1%
South Africa 120 110 19 25 18 23 24 339 2%
Jamaica 59 30 11 12 2 7 16 137 1%
Total top 10 14,811 90%
Total 16,535

Source: Home Office Management Information CoS used (year ending Dec 2015)
2.5 Recent policy factors impacting on nurse recruitment

2.59 In this section we highlight a number of policy-related factors that may have
impacted, or are likely to impact, on recent efforts to recruit more nurses. We
therefore cover in turn:

e The Tier 2 (General) limit being hit in mid- to late 2015;
e Restrictions on the amount NHS trusts could spend on agency nurses;
e The addition of nurses to the Shortage Occupation List (SOL); and

e The health sector funding and policy changes announced in the 2015
Autumn Statement.

(i) Reaching the Tier 2 limit in 2015

2.60 We set out above that the Government has had in place an overall annual
limit of 20,700 places under the Tier 2 (General) route since 2011 (places are
allocated on a month-by-month basis). For most of the period since 2011,
volumes of all non-EEA skilled workers coming to the UK have been well
below this level.

2.61 However, in June 2015 the monthly allocation was over-subscribed for the first
time, resulting in lower-paying occupations having their applications for the
Restricted Certificates of Sponsorship (RCoS) refused.
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Figure 2.6a: RCoS volume of applications by decision, NHS, April 2012 - Feb

2016
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Source: Home Office Management Information (2016) Monthly RCoS data.

Figure 2.6b: RCoS volume of applications by decision, non-NHS, April 2012 -

Feb 2016
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2.62 Nursing was the occupation most severely affected by the monthly limit being
reached, with over 2,700 nursing applications refused as a result. Between
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2.64

April 2015 and February 2016 there have been 7,200 RCoS applications for
nurses.

Four out of five applications are currently from NHS trusts, compared to only
one in ten three years ago. What is clear from Figure 2.6 is the growth in
applications for NHS trusts over time, especially in 2015, compared with the
non-NHS sector, which has remained broadly constant (it should be noted
that these data may include some double-counting as employer sponsors can
re-submit applications that were refused in earlier months).

In Chapter 5, we discuss how the Tier 2 limit will determine the importance of
the shortage occupation list if it binds again in the near future.

(i) Expenditure cap on agency staff

2.65 The Royal College of Nursing (RCN) have published data on agency

spending, gathered from 168 trusts. Between July-September 2012 and July-
September 2014, average agency spending per trust has increased by 120
per cent (RCN, 2015b) (Figure 2.7).

Figure 2.7: Average trust spending on agency nursing between 2012 and

2014
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2.66 Employers within the health sector use bank and agency staff as a way to fill

30

gaps in staffing and to ensure that services continue to be delivered. The
NAO (NAO 2015) has estimated that spending on agency staff overall (i.e. not
just nurses) in the NHS in England increased from £2.2bn in 2009-10 to
£3.3bn in 2014-15. Based on evidence from the RCN, we estimate spending
on agency nurses is around £1bn a year, or 1 per cent of overall NHS
expenditure in England (RCN, 2015b).
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In addition to this, spending on bank nurses increased from £0.7bn to £1.4bn
over the same period. The NAO estimated that on average the hourly rate for
bank nurses was £27, and £39 for agency nurses. This compares with a basic
rate (excluding unsocial hours) of around £11 an hour for a qualified nurse at
the starting point at Band 5 of the Agenda for Change pay scale. According to
NAO estimates, the total hours of agency and bank nurse time would equate
to 30,000 full-time equivalent nurses across all trusts in 2014-15.

In order to contain agency costs, Monitor and the NHS Trust Development
Authority introduced a series of restrictions on agency staff usage in autumn
2015. This included, in November 2015, a cap on the amount of money that
trusts can pay per hour for agency staff working for the NHS. The intention
was to help NHS providers to reduce their wage bills, encourage workers back
into substantive and bank roles and to ease the financial pressure facing the
NHS. Also, an annual ceiling on the amount individual NHS trusts and NHS
foundation trusts can spend on agency nursing staff has been set and trusts
must also procure agency nursing staff via approved framework agreements.

(iii) Inclusion of nurses on SOL from October 2015
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In October 2015, the Government decided (outside of the usual MAC
determination process) to add all degree-level nurses (SOC 2231) to the SOL.
This is the first time in almost a decade that all non-EEA nurses have had
prioritised access to the UK labour market. In 2006, the Government had
removed Band 5 and Band 6 nurses from the SOL when it operated under the
work permit system at the time.

It is difficult to assess properly what impact on non-EEA nurse inflows their
addition to the SOL has had since October 2015. Not only is this a relatively
short time period, but the administration process involved from the initial visa
application to undertaking the required NMC checks will also take time before
a true indication of the impact on numbers is felt.

Early evidence from the NMC suggests there has been a marked increase in
the number of applicants who have sat the NMC’s Objective Structured
Clinical Exam (OSCE), the test for competency in nursing and midwifery for
those who have trained outside the UK. In October 2015, 71 non-EEA nurse
and midwifery applicants sat the exam. This rose to 125 the following month,
208 in December 2015 and to 333 in January 2016. The trend increase in
these numbers may provide an indication of greater numbers of non-EEA
nurses wanting to come to the UK since the SOL decision. This needs to be
borne in mind as we consider the overall impact on the limited number of Tier
2 (General) places available for all occupations.

(iv) Spending Review and Autumn Statement 2015

2.72

In its Autumn Statement 2015, the Government made a number of
announcements that will potentially impact on the health sector generally and
the supply of nurses specifically:
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2.6

(i)
2.73

2.74

e NHS England will receive £10 billion more in funding a year in real terms
by 2020-21 than in 2014-15.

e By 2020, health and social care will be integrated across England, joining
up services between social care providers and hospitals.

e Bursaries for student nurses will also be replaced by loans, and the cap on
the number of centrally commissioned places for nurses and midwives
that can go into training each year will be removed.

e Councils will be given even more powers over decision-making in their
local areas. They will be able to add 2 per cent on council tax to contribute
towards the cost of social care in their areas, if they wish.

e The Government intends to introduce a new nursing associate role at
Agenda for Change Band 4 (one band below the level migrant nurses are
recruited). We will discuss how these proposed changes might affect the
demand for and supply of migrant nurses later in this report.

Recent MAC reports with relevance to recruitment of migrant
nurses

Partial review of the shortage occupation list (February 2015)

The MAC was commissioned in autumn 2014 to undertake a review of the
SOL for a small number of occupations/sectors. One of these was healthcare,
though with a focus only on the NHS sector.

Our recommendation at the time was that nurses should not be added to the
SOL. We attached a lot of weight to the comprehensive evidence we had
received from the Department of Health (DH) and the Centre for Workforce
Intelligence (CfWI), where they had argued against inclusion of nurses on the
list. When we delivered our report to Government in February 2015, it was still
possible for employers in the health sector to recruit non-EEA nurses under
the RLMT route of Tier 2 (General). As reported above, once the monthly Tier
2 limit was reached from June 2015, this limit impacted significantly on the
numbers of RCoS granted for nurses.

(if) Review of Tier 2 (December 2015)

2.75
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Salary thresholds

Part of our commission from the Government in 2015 to review Tier 2 asked
us to consider the economic rationale for, and the impact on net migration of,
setting new minimum salary thresholds, with a focus on ensuring that Tier 2
migrants are not undercutting the resident labour market.

We recommended that the minimum salary threshold for Tier 2 be set at the
25th percentile (£30,000). However, we recognised that public sector pay
restraint has resulted in inflexible responses to wage pressures. We
recommended that the thresholds for the predominantly public sector
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Policy and data context

occupations should gradually be increased over time to reach the £30,000
threshold. It is our view that salaries should be raised in line with the
increased skill requirement of NQF6+, and that as public sector occupations
such as nursing and teaching correspond to this skill level, they should not be
offered any permanent exemption from increased salary thresholds.

Immigration Skills Charge (ISC)

We assessed that an ISC will incentivise employers to reduce their reliance on
employing migrant workers and to invest in training and upskilling UK workers
and that it will also provide a source of funding to help with this training and
upskilling. We therefore recommended that the ISC be used in addition to
raising salary thresholds. We considered the arguments for exempting the
public sector, but decided that given that the aim of the ISC is to influence
employer behaviour, public sector organisations are employers like any other
and should be incentivised to consider the UK labour market before recruiting
through Tier 2. If the ISC is implemented in this way, it will increase the cost of
recruiting nurses from outside the EEA.

Summary

This chapter has described what is essentially a complex system of health
and social care across the UK. Furthermore, these systems have undergone
significant change in recent years, with the prospect of more change to come.
All of this is taking place against a backdrop of funding pressures for the
delivery of public healthcare.

As nurses constitute the largest single professional staff group in the UK
healthcare system, they have been, and will inevitably continue to be,
impacted by these changes and pressures. We have tried as far as possible
in this chapter to provide reasonable quantitative estimates of volumes and
trends in nursing across the four countries of the UK, as well as how this is
affected by the training of new nurses and the recruitment of nurses from
outside of the EEA.

The last two years have seen a rapid increase in the number of foreign-born
nurses that health sector employers are bringing or are trying to bring into the
UK. Most of this is in the NHS sector indicating an increasing reliance on non-
EEA nurses though, because of the immigration cap for all skilled workers,
health sector employers have experienced difficulty in accessing the migrant
nurses they say they need.

With this in mind, the next chapter begins to examine the case for whether or
not there is currently a nationwide shortage of nurses.
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Introduction

Are nurses currently in shortage? This chapter takes a high-level view of
nursing shortage, utilising three approaches: our standard assessment of
top-down indicators of shortage (based on national data to examine pay,
vacancies, and employment of nurses); an examination of detailed nurses
vacancy data, distinguishing as far as possible by healthcare sector and
by region; and partner evidence on shortage, with a focus on whether any
shortage is localised or national and whether any shortages are more
acute in certain nursing specialities. In Chapter 4 we consider in greater
detail factors that may contribute to shortage.

As we saw in Chapter 2, nursing is an occupation that comprises four
fields. Each field has within it a number of different specialties and also
different job titles. The whole of the nursing occupation (SOC 2231) is
presently included on the Shortage Occupation List (SOL) and so we have
looked at national level data relating to this standard occupational
classification (SOC) code. Partners told us that shortages may also exist
within fields and within job titles as well as across the whole nursing
occupation. We rely on partner evidence to tell us to what extent this is the
case.

We also outlined in Chapter 2 the extent to which health and care are
devolved issues and we do examine in this report separate data relating to
England, Scotland, Wales and Northern Ireland where this is available and
relevant. However, our commission from the government requires us to
consider whether there is a UK-wide shortage (along with a separate
shortage in Scotland) and so we focus initially on the national level data.

Top-down shortage indicators

The MAC methodology for identifying shortage is now well established.
Our view is that there is no single measure of shortage and that there are
several indicators that should be used to assess shortages in the labour
market. Our top-down shortage indicators, as described in Migration
Advisory Committee (2008), seek to identify national level shortages in an
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occupation, identified using the SOC system. The available data can only
be drilled down to the four digit SOC level, and therefore relate only to the
whole of an occupation.

3.5  We use these indicators alongside our assessment of more granular,
‘bottom-up’ partner evidence to reach a judgement as to whether
occupations, or particular job titles within occupations, are in shortage
across the UK.

3.6  We presently use ten indicators of shortage. Each indicator is compared
against a benchmark as defined in MAC (2008). Our top-down analysis of
national level data provides an indication that nurses are in shortage -
nurses pass five of the 10 available shortage indicators (Table 3.1).

Table 3.1: Top-down shortage indicators for SOC 2231 Nurses - 2015
Occupation passes 5 out of 10 available indicators

Spring 2015 Spring 2015
V2: Percentage change of

P1: Percentage change of median

real pay (over 1 year) -0.95 employment level (over 1 year) 5.81
P2: Percentage change of median 5.04 V3: Percentage change of median 0.00
real pay (over 3 years) ' paid hours worked (over 3 years) '
P3: Return to occupation -0.12 ;/:a:lr()lhange in new hires (over 1 0.62
I1: Change in median vacancy Data not currently E1: Skill-shortage vacancies/total 39.52
duration (over 1 year) available vacancies :
Data not currentl - Skill- i L
12: Vacancies/claimant count . y E2: Skill-shortage vacancies/hard 68.62
available to-fill vacancies
V1: Percentage change of claimant 4175 E3: Skill-shortage 1.55

count (over 1 year) vacancies/employment

Total employment in this 4-digit occupation is approximately 630,000
Source: Labour Force Survey - 2014 Q4 to 2015 Q3

3.7 Notably, nurses do not pass any of the three indicators that examine pay
(P1, P2 and P3). These indicators represent percentage change of median
real pay (over 1 year), percentage change of median real pay (over 3
years) as well as a measure of the relative pay in the occupation
compared to similarly skilled occupations.

3.8  We look at pay indicators because we consider it reasonable to expect to
see an attempt being made by employers to resolve shortages through
increasing pay (making occupations more attractive to native workers)
before resorting to recruitment of non-EEA workers. A shortage would
normally be expected to manifest itself in pay increases and the three pay
indicators are based on the principle that, where a shortage is present,
wages should rise as employers compete to secure the scarce labour.
However, the majority of nurses work in the NHS, where pay is fixed

2 Official data on vacancies at the 4-digit SOC level are no longer published by the Department for
Work and Pensions following a change to the reporting system. The SOC 2000 data is still
collected in the background but is not collated for reporting purposes.
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according to the Agenda for Change banding framework (discussed in
more detail in Chapter 4). As such, for NHS employers there is limited
flexibility to raise pay in an attempt to recruit nurses.

In fact, constraints on public sector pay growth mean that nurses’ pay has
fallen in real terms in recent years. We address the question of whether
increased pay is a viable way of resolving any current shortages of nurses
in Chapter 5.

Excluding pay, nurses pass five of the seven remaining indicators — a
strong indication of shortage (in any case, passing five out of 10 indicators
means that nurses are considered to be in shortage under the MAC'’s ‘top-
down’ approach). In our previous review of shortages within the nursing
occupation, nurses passed only four indicators (Migration Advisory
Committee, 2015a). This time round, nurses have additionally passed the
indicator E1: skill shortage vacancies as a percentage of all vacancies,
taken from the 2015 Employer Skills Survey carried out by the UK
Commission for Employment and Skills (UKCES, 2016).

We set out below the vacancy data we have taken into account and then
highlight some of the evidence on shortage that we received from
partners. We dovetail these top-down and bottom-up approaches in order
to reach an overall conclusion as to whether nurses are in shortage.

Vacancy data

We consider vacancies to be an important indication of shortage.
According to the Office for National Statistics (ONS, 2002), a job vacancy
is a paid post that is newly created, unoccupied, or about to become
vacant and:

e the employer has taken active steps to fill the position, and is prepared
to take more steps; and

e itis available for a suitable candidate, and open to people from outside
the business or organisation concerned, either immediately or in the
near future after the necessary recruitment procedure.

In order to compare the vacancy picture between occupations, industries,
organisations or regions of different size, we measured the total number of
vacancies as a percentage of employment in that occupation, industry,
organisation or region. We call this the vacancy rate. We are also
interested in the number of vacancies which are hard to fill — those where
employers have to advertise a vacancy for over three months before it is
filled.

It is important to note, however, that whilst we use the definition of
vacancy rate above, data provided by partners may use a definition that
differs slightly from this. It is not always possible to reconcile these
differences. We highlight in the text of this report where these differences
in data occur.
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3.15 First, we consider the human health and social work sector as a whole,
and then look at data at the occupational level for all nurses (NHS, care,
agency and independent nurses). We then examine more detailed data,
where available, on vacancies in the NHS and the care and independent
sectors, breaking down by region where possible.

3.16 Figure 3.1 shows the vacancy rate in the human health and social work
sector compared to that of all other industrial sectors. According to the
industry data, vacancies in this sector have risen well above the UK
average in the year to December 2015 (ONS, 2015). In October to
December 2015, the sector had 3.2 vacancies per hundred jobs compared
to 2.7 across the UK. Whilst the Labour Force Survey showed that, in
2015, nurses accounted for only 14 per cent of employment within the
human health and social work sector, they are the largest single
occupation within it.

3.0 A

| 47
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Source: Office for National Statistics (2015)
Notes: Shaded sections indicate periods where vacancy rate in the human health and social work sector exceeds the
average across all industries.

3.17 The current difference between the vacancy rate in the human health and
social work sector and the overall vacancy rate looks similar to the
difference during 2001 and 2002. In that period, there was a large
increase in the number of nurses recruited from abroad. We saw in
Chapter 2 that, according to the Nursing and Midwifery Council (NMC),
over 16,000 nurses from outside the EEA registered with the NMC in
2001-02.
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3.18 Data on vacancies at an occupational level are no longer published on
NOMIS (NOMIS 2016) — a service provided by the Office for National
Statistics (ONS), to give access to the most detailed and up-to-date labour
market statistics. For this report, we calculated occupational vacancy rates
using the Labour Force Survey to measure the level of employment in
each occupation and using the Employer Skills Survey 2015 to measure
the number of vacancies in each occupation.

3.19 Figure 3.2 shows how, according to our analysis, nursing vacancy rates
compare to vacancy rates in other professional occupations. By this
measure, the overall vacancy rate for nurses is 3.7 per cent. This is
towards the top end of the distribution but there are other professional
occupations with significantly higher vacancy rates (e.g. SOC 2433
Quantity surveyors and SOC 2137 Web design and development
professionals).

3.20 Itis worth noting that while the Employer Skills Survey is currently the best
available data source that allows us to consider vacancy rates across
occupations, it is a sample-based survey and may differ from more
detailed administrative vacancy data provided directly by employers.
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Source: MAC analysis using occupational vacancy data from Employer Skills Survey 2015 and occupational
employment levels from the Labour Force Survey in July to September 2015.
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We looked, first, at the available vacancy data for NHS nurses in England
overall and then specifically for London, and then for each of the devolved
administrations.

Ideally, we would like to have seen vacancy data for individual NHS trusts
as well as vacancy data for the care and independent sectors broken
down at a regional level. In practice, the available vacancy data is patchy
and it is not often possible to form a complete picture. While excellent
vacancy data is available for NHS trusts in Northern Ireland and Scotland,
vacancy statistics for trusts in England are no longer routinely published,
an unfortunate decision as it is vastly more difficult to fix a problem that
cannot be quantified. Data are also not consistently available for Wales.

Because of the lack of a clear authoritative source on vacancy data, we
considered, in turn, a wide selection of available vacancy data, some
published and some provided to us by partners. Due to differences in
methodology, time periods and data sets, the figures are sometimes
contradictory. Where possible, we highlight where these discrepancies
occur, however, the methodology is not always sufficiently transparent for
us to do so. It is our view that, in the absence of any authoritative single
source, it is only through considering each of these alternative sources
that we can build up a more complete picture of nursing vacancy rates
throughout the NHS.

The Department of Health and Health Education England told us that
National Institute for Health and Care Excellence (NICE) guidance states
that health organisations should aim for at most a 5 per cent vacancy rate
to accommodate operational flexibility needs. It is, therefore, important to
bear this figure in mind when considering NHS vacancy rates. However,
this is a maximum value and, therefore, a vacancy rate of less than 5 per
cent can still indicate shortage.

England

Health Education England (HEE), the body responsible for workforce
planning for the NHS in England, provided the most complete and up to
date picture concerning the demand and supply gaps for nursing in
England.

Table 3.2 reproduces their breakdown of overall nursing demand and
supply across the NHS in England as of March 2015. In total, they
estimated a vacancy rate of 9.4 per cent. For adult nurses, who account
for more than two thirds of the total, the vacancy rate was 9.8 per cent.
According to HEE, there was wide variation in vacancy rates between
specialisations. District nurses had the highest demand and supply gap for
adult nurses in England at 21.8 per cent while maternity service nurses
were in surplus.
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Table 3.2: Vacancies for Nurses in England — March 2015

Nursing field  Speciality Supply Demand Gap

Adult Acute, Elderly & General 175,273 194,642 19,369 (10.0%)
Community 29,957 32,650 2,693 (8.2%)
District Nurses 5,266 6,731 1,466 (21.8%)
Maternity Services 2,929 2,538 -390.6 (-15.4%)
(Excluding Midwives)
Other 1,273 1,579 306 (19.4%)
Adult Total 214,698 238,141 23,443 (9.8%)

Children's Community Settings 415 782 367 (46.9%)
Paediatrics 18,070 18,170 100 (0.6%)
Neonatal 3,829 4,945 1,116 (22.6%)
Health Visitors 11,613 12,227 614 (5.0%)
School Nursing 3,059 3,546 488 (13.8%)
Children’s Total 36,986 39,670 2684 (6.8%)

Learning Community Settings 1,944 2,372 428 (18.0%)

Disability
Other 1,847 1,925 78 (4.1%)
Learning Disability Total 3,791 4,297 506 (11.8%)

Mental Health Community Settings 15,429 17,583 2154 (12.3%)
Other 22,314 24,086 1772 (7.4%)
Mental Health Total 37,743 41,669 3,926 (9.4%)

Other Post-Registered Learners 1,889 1,986 97 (4.9%)
Total

Total 295,106 325,763 30,656 (9.4%)

Source: Health Education England response to MAC call for evidence.

Notes: These figures show the supply (measured by current Whole Time Equivalent (WTE) contracted
staff in post) and demand (measure of WTE posts) provided by individual NHS trusts to Health
Education England. The gap between supply and demand is not necessarily a vacancy — organisations
may plan to use bank, agency or overtime to give themselves operational flexibility.

3.27 Inthe HEE evidence, however, the definition of vacancy differs from the
one we set out at the beginning of this chapter. A vacancy is defined by
HEE as the difference between the number of established posts and
current contracted employment, regardless of whether there is an active
attempt to hire staff to fill the excess posts. In some cases, organisations
may plan to use bank, agency or overtime staff in place of these excess
posts to give themselves operational flexibility. If, for example, budgetary
constraints meant there was no attempt made to fill empty posts, these
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would be considered vacancies in this evidence but they would not be
indicators of shortage. As such, the vacancies in this evidence will
necessarily be higher than the vacancy rate using the definition set out
previously.

3.28 The Department of Health told us that the vacancy situation in the NHS
had worsened over the past year. As of 1 April 2014, acute and
community NHS Trusts in England were reporting 15,489 full-time
equivalent (FTE) vacancies for adult nurses, corresponding to a vacancy
rate of 6.5 per cent. The Department said that the vacancy rate had now
reached 10 per cent, citing the HEE figures presented above. The
Department also set out how the overall vacancy rate for adult nurses
varied across England, stating that all regions had vacancy rates above 5
per cent but that the highest rates were in London.

“The overall nursing vacancy rate in the NHS was found to be 10 per cent
by NHS Employers; however, there was variation within this figure from 7
per cent in Health Education North East, Health Education North West and
Health Education South West, to 18 per cent in Health Education North
Central and East London and Health Education South London... These
figures are all higher than the NICE recommended maximum vacancy rate
for nursing of 5 per cent.”

Department for Health response to MAC call for evidence

3.29 The Health and Social Care Information Centre (HSCIC) produces data on
staffing levels across the NHS in England. HSCIC have recently begun
producing experimental vacancy statistics, collected through the NHS jobs
portal, which can be examined for evidence as to the extent to which
advertised vacancies lead to successful appointments. Variation in this
measure could indicate that some NHS trusts have more difficulty filling
vacancies than others.

3.30 These data are experimental and may considerably underestimate the
number of vacancies as each advertisement on NHS jobs is registered as
one vacancy whereas it is often the case that a single advertisement will
be for several vacancies. The result may, therefore, underestimate the
number of vacancies. In addition, differing regional work practices for
updating the vacancy on the NHS job portal once it has been filled could
account for part of any regional variation.

3.31 Whilst these data only show vacancies between March and November
2014, and include midwifery roles as well as nursing roles, they do
suggest that there is variation across regions. For example, between
March and May, the proportion of successful appointments to vacancy
adverts for registered nursing and midwifery varied from as low as 8 per
cent (in Central and East London) to as high as 50 per cent (in the South
West) (HSCIC 2015).
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As of 23 January 2015, there were 5,431 individual advertisements for a
nurse on NHS jobs in England, which represents about 1.8 per cent of the
current HEE Whole-Time Equivalent (WTE) nurse employment total of
295,106. This is a lower bound for the vacancy rate since, as we have
said; an unknown number of these advertisements are for multiple
vacancies. The usefulness of these data would be greatly increased by
simply requiring those employers who are posting adverts to indicate the
number of jobs they are seeking to fill.

London

The responses by NHS trusts in London to a Freedom of Information
request made by the Royal College of Nursing (RCN) indicated that
London NHS trusts were carrying a total of 10,140 vacancies in July 2015,
equivalent to a 17 per cent vacancy rate (RCN, 2016). This varied
substantially from 3 per cent in Central and North West London NHS Trust
to 30 per cent in London North West NHS Trust (Figure 3.3).

Figure 3.3: Nursing vacancy rates in London NHS Trusts, July 2015
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The average vacancy rate across London appears to be a lot higher than
the national vacancy rates for England reported above. Further, the data
show a significant variation in vacancy rates among trusts in London and
suggest that factors other than location alone contribute to trusts’ ability to
fill vacancies.

It is unfortunate that detailed trust vacancy data is not available in
England. Ideally, we would be able to extend the picture for vacancies in
London set out in Figure 3.3 across the rest of England but currently this is
not possible.
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Therefore, the lack of available data does not allow us to make a
conclusive statement on the distribution of vacancies in the NHS in
England. However, each of the available data sources that relate just to
the NHS in England indicate a vacancy rate higher than the maximum
recommended vacancy rate of 5 per cent and are consistent with nurses
being in shortage across England.

Devolved Administrations

Two of the devolved administrations, Northern Ireland and Scotland, have
a richer source of available vacancy data than England. However, Wales,
like England, does not routinely publish detailed trust vacancy data
covering the NHS.

Data from Northern Ireland show that the vacancy rate in HSC? trusts (for
nursing, midwifery and health visiting) was just below 3.8 per cent across
the country in March 2015 (HSC, 2015). The distribution of these
vacancies varied significantly across the country. Belfast HSC Trust
reported a vacancy rate of 7.7 per cent whilst South Eastern HSC Trust
reported a vacancy rate of under 0.5 per cent.

In Scotland, the most recent data show an average nursing vacancy rate
of 3.9 per cent in September 2015 (NHS Scotland, 2015). As is the case in
Northern Ireland, the published vacancy rates varied greatly by region as
NHS Orkney reported a 10.5 per cent vacancy rate while NHS Dumfries &
Galloway reported a vacancy rate of 0.5 per cent.

Wales, similarly to England, no longer publish vacancy statistics. However,
responses from health boards in Wales to a recent Freedom of Information
made by Plaid Cymru showed that there were 1,240 nursing vacancies in
September 2015, indicating a vacancy rate across Wales of 5.6 per cent
(Plaid Cymru, 2015).

In addition, both Northern Ireland and Scotland provided information about
long-term vacancies; vacancies advertised for at least three months before
being filled. These data are helpful as they provide an insight into whether
vacancies are particularly hard to fill. In Northern Ireland, the latest figures
showed a long-term vacancy rate of 1.5 per cent (HSC, 2015); in Scotland
it was 0.8 per cent (NHS Scotland, 2015). Figure 3.4 compares these
long-term vacancy rates over time and shows that current long-term
vacancy rates are relatively high compared to previous years.

® Health and Social Care in Northern Ireland (HSC) is the designation of the publicly funded
service responsible for the administration of the public health and other social care services in
Northern Ireland.
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Figure 3.4: Long-term vacancy rates for qualified nurses by region, September

2007-2015
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Source: Long-term vacancy rates are three month vacancies expressed as a percentage of three-month
vacancies plus staff in post (headcount). Vacancy rates for England are taken from the NHS Vacancy
Survey, March 2005-2010. Vacancy rates for Scotland are taken from NHS Scotland Workforce Statistics,
September 2007-2015. Vacancy rates for Northern Ireland are taken from the Northern Ireland Health and
Social Care Workforce Vacancy Survey, September 2007-March 2015. No comparable data was found for
Wales. Includes midwives also qualified as nurses.
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It is unfortunate that insufficient data are available for England and Wales
to create a current national picture. The last set of long-term vacancy rates
in England, which we are aware of, were published in the HSCIC NHS
vacancy survey in 2010.

Table 3.3 below summarises each of the available sources of data for
vacancy rates in the UK alongside our analysis of the vacancy rate in
Wales. However, it is important to note that in each of these cases the
vacancy rate differs from the ONS definition above in that it simply
measures the difference between the number of established jobs and
current employment, regardless of whether there is an active attempt to
hire staff to fill vacant posts. As such, each is likely to represent an upper
bound for the vacancy rate in their specific region.

Whilst only data for England and Wales indicate a national vacancy rate
above the 5 per cent recommended maximum, these data cover the vast
majority of nursing posts within the NHS in the UK. Local data indicate that
pockets with vacancy rates above 5 per cent are spread throughout the
UK. Additionally, as we stated above, vacancy rates of less than 5 per
cent do not necessarily indicate an absence of shortage.
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rates for nursing across the UK = 2015

Source Vacancy Rate
England London  Northern Scotland Wales
Ireland
Health Education England  9.4%
Royal College of Nursing 17%
Northern Ireland Health 3.8%
and Social Care
Workforce Vacancies
NHS Scotland 3.9%
MAC analysis of Plaid 5.6%
Cymru Freedom of
Information request
Notes: Sources are not directly comparable due to differing definitions of vacancy rate.

3.45 On balance, we consider that the available data make it reasonable to
conclude that the NHS in the UK as a whole is experiencing a nurse
vacancy rate that is indicative of a shortage of nurses. It appears that each
of the devolved administrations has a vacancy rate lower than that for
England which is, in turn, substantially lower than that in London. The
severity of nursing shortages in the NHS, therefore, varies significantly
across the UK.

Care and independent sector vacancies

3.46 We are not aware of any national level data on nurse vacancies in the
care and independent sectors across the whole UK.

3.47 Skills for Care, the employer-led workforce development body for adult
social care in England, told us that the National Minimum Data Set for
Social Care (NMDS-SC) does provide a useful overview of vacancies in
the social care sector in England. The NMDS-SC holds data on staff
retention rates, qualifications and vacancies for around 25,000 care
providing locations in England. According to Skills for Care the NMDS-SC
vacancy rate for nurses in social care in England was 8 per cent in
September 2014.

3.48 Care England, a representative body for care providers, carried out a
survey of its members in response to our 2014-15 partial review of the
SOL. The survey received responses from 26 organisations covering
some 2,000 care homes and employing 8,900 nurses. All respondents
reported difficulties in recruiting sufficient nursing staff, with an average
vacancy duration of 10 months.

3.49 As with any survey of this kind, we are cautious as to how representative
these results are of the entire care home population. Nevertheless, the
results do indicate a difficult recruitment climate for those who responded.

3.50 BUPA, who employ 5,000 nurses and senior nurses in 280 care homes
and five care villages across the UK, caring for over 40,000 people,
reported a vacancy rate of 13 per cent for nurses nationally across the UK.
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Additionally, Four Seasons Healthcare reported carrying around 500
vacancies for nurses at any one time, a vacancy rate of around ten per
cent.

The vacancy data in relation to nurses in the care and independent
sectors that we were able to access, while far from comprehensive, do
indicate that these sectors are also experiencing difficulties in obtaining
sufficient numbers of nurses.

Partner evidence on shortage

Over the previous 14 months or so, between our partial review of the SOL,
the follow-up to that review, and this present review of nurses, we have
received extensive evidence from a wide range of bodies across the
health, care and independent sectors relating to nurses and whether they
are in shortage. This section describes some of the evidence we received
on overall shortages across the sectors, followed by evidence on
shortages in particular regions and then shortages within nursing
specialities.

NHS bodies

3.53

3.54

3.55

The Department of Health, in December 2014, told us that there was not a
national shortage of nurses in the health sector. We discuss the evidence
they provided to us in Chapter 5. Their evidence to us for this review said
that, in summary, there is a shortage of nurses across all four fields of
nursing and within several specialties in those fields. The Department
cited staffing projections made by the Centre for Workforce Intelligence
(CtWI), an independent body commissioned by the Department to advise
on workforce planning. These projections were compared with HEE
demand and supply projections for the NHS nurse workforce in England
up to 2019. The demand-supply gap in 2014 was estimated to be about
13,000 full-time equivalent (FTE) staff (HEE, 2015a). CfWI projections
indicated that this gap is estimated to grow to about 21,500 FTE by 2019,
in the absence of any initiatives to reduce the gap. This figure does not
take account of the anticipated nursing needs of the care sector.

The Department said that current and planned initiatives to reduce the gap
should, if successful, drive supply above demand for the NHS nurse
workforce by 2019 but that there remained a risk of continued workforce
pressures if these initiatives failed to meet the required outcomes. We look
in Chapter 5 at whether these initiatives provide grounds for confidence in
the Department’s 2019 target date for achieving a nursing supply
equilibrium.

Monitor, the sector regulator for NHS foundation trusts in England, told us
that the supply of UK and EEA nurses is not sufficient for trusts to fill their
nursing vacancies. NHS England and NHS employers echoed this and
said that hospitals across England were struggling to recruit enough
nurses.
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NHS trusts

3.56 NHS trusts from across the UK told us that nurses were in shortage and
described their experiences of this and what it meant for patients. For
example, Royal Surrey County Hospital NHS Foundation Trust raised
concerns over meeting patient needs whilst experiencing nursing
shortages.

“It is abundantly clear that there is a critical shortage of registered nurses
in the UK...we are extremely concerned about the impact that the UK
shortage of nurses is having on both patient care and nurses within our
Trust and the wider NHS.”

Royal Surrey County Hospital NHS Foundation Trust response to MAC call
for evidence

3.57 Other NHS partners highlighted an ongoing struggle to fill nursing
vacancies. They told us that the level of vacancies was such that they
often resorted to agency or bank nurses to maintain safe staffing levels. In
some instances, even when trusts were successfully recruiting nurses,
they could experience periods of time when they lost more staff than they
hired.

“..there are 24 leavers each month and 19 starters. We normally have
approximately 100 posts on offer and a further 75 in the advertised
pipeline... We are never able to reach our full complement of staffing
numbers due to the national shortage of staff.”

Basildon and Thurrock University Hospitals NHS Foundation Trust
response to MAC call for evidence

“Wards are currently struggling with trying to ensure there is adequate
staffing [of nurses] on wards for each shift and in order to do this the wards
have to rely on bank and agency nurses...”

Barking, Havering and Redbridge Hospitals NHS Trust response to MAC
call for evidence

3.58 By way of contrast to the majority of NHS evidence we received, NHS
Greater Glasgow and Clyde, Scotland’s largest Health Board, told us that
they had not experienced a shortage of nurses.
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“At present we do not generally experience difficulty in recruiting registered
nurses in the West of Scotland.”

NHS Greater Glasgow and Clyde response to MAC call for evidence

Care and independent sectors

3.59
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Representatives from the care and independent sectors also provided us
with evidence of nursing shortages. For example, Four Seasons Health
Care told us that the need to address the shortage of nurses in the UK
was immediate and growing. They said that, despite extensive recruitment
and retention efforts, their vacancy rate remained around 10 per cent. By
comparison, vacancy rates for non-nursing positions at Four Seasons
Health Care are generally less than 5 per cent.

Care England submitted several case studies about the recruitment
difficulties facing the care sector. One case study highlighted the
recruitment experience of a large care provider with 7,000 residents
across 121 homes. The provider had 189 nursing vacancies and made
offers to 810 nurses but lost a third of these recruits to the NHS before the
recruits had commenced work. They also told us how this care provider
purchased the names of 8,000 nurses in the North of England and wrote
to them all, offering a £15,000 golden handshake to relocate to the South,
and a £35,000 salary on relocation. They received no response to the
offer.

The Macklin group, which operates a number of care homes in Northern
Ireland, stated that they have been consistently understaffed by between
10-15 per cent of required nurses for over 2 years despite all their efforts
at recruitment and offering some of the highest pay rates in the care
sector.

Regional variations

3.62

3.63

While the majority of partners across the health and care sectors told us
that nursing shortages were widespread and more or less uniform across
the UK, some highlighted that there were significant regional variations.

HEE told us that regional variation may be the result of local, geographical
circumstance (such as the employment being in a remote, or less
desirable, location), or organisation development issues (the perception or
reputation of the trust being regarded with suspicion by prospective
recruits). North Tees and Hartlepool NHS Foundation Trust told us that the
lack of attractiveness of an area can heighten shortages. NHS England
echoed these views.
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“The results from NHS Employers survey highlight the variation in
organisations and different experience in inner city, rural and less desirable
parts of the country. Some areas are finding it harder to recruit due to their
proximity to other providers thus allowing mobility of staff between
organisations or due to the high cost of living in particular geographic
areas including a number of cities outside of London.”

NHS England response to MAC call for evidence

3.64

Some partners identified specific areas that experienced higher levels of
shortage. London and areas within the devolved administrations were the
locations most frequently cited. Additionally, partners highlighted certain
cities and high cost regions that can be prone to nursing shortages.

“It is fair to note that this [shortage] is more acute in certain areas including
Manchester, Liverpool, Hertfordshire and London. One of the contributing
factors in the South East and rural areas is the cost of living.”

Bupa UK response to MAC call for evidence
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Partners have also told us that recruitment budgets vary across the UK.
As a result, the supply of nurses is likely to be greater in those regions
able to offer a higher salary, whilst those who are unable to do so are
likely to be facing a proportionally greater shortage.

The response from the Scottish Government Health Department said that
there were difficulties in recruiting nurses to remote and rural locations in
Scotland. The Department identified a number of remote and rural Scottish
health boards that were experiencing significant recruitment difficulties,
namely the Island Boards: NHS Orkney, NHS Shetland, and NHS Western
Isles; and parts of other northern and southern boards.

Whilst the MAC did not receive substantial submissions from governing
bodies in Wales or Northern Ireland for this review, broader partner
evidence from the devolved administrations, although minimal, supported
the view that nursing shortages exist and are more prevalent in remote
areas.

For the care sector, submissions from partners in Northern Ireland echoed
the difficulty in recruiting nurses to rural areas. For example, the Macklin
group stated that the care home sector in Northern Ireland had suffered
from a nurse shortage for the last 25 years and could only mitigate against
this by recruiting staff from inside and outside the EEA. They said that they
found it particularly difficult to attract candidates in areas outside of the
greater Belfast area.

A Welsh health care provider stated that they were continually struggling
to recruit nurses to their nursing home in South Wales, despite extensive
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advertising. Scottish Care told us that over two thirds of care providers had
experienced difficulty in recruiting nurses over the last year.

In summary, we received evidence stating that there was a shortage of
nurses in rural areas, urban areas, large cities and smaller towns and
villages, across the UK as well as in England, Scotland, Wales and
Northern Ireland. Usually, the evidence said that the shortage pertained to
generic nurses but some of the evidence we received did relate to specific
nursing specialties. We discuss that evidence in the next section.

Shortages in nursing specialties
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A significant number of the evidence we received, and almost all of the
data we looked at, related to the whole of the SOC 2231 nurse occupation.
As we have seen, within that occupation there are a number of fields and
specialties. We did receive some evidence relating to shortages in these
areas as opposed to across the whole of the wider occupation.

We do not include an exhaustive list of all of the specialities that partners
told us were in shortage. The evidence we received, of which the
instances below are just examples, reflected the views and experience of
individual bodies, trusts and other care providers. A number of partners
told us that neonatal, mental health, and paediatric intensive care nurses
were currently in shortage. However, this was not consistent across all of
the evidence that we received.

The Department of Health told us that the following areas were in
shortage:

e Adult nurses for health and social care

e Children’s nurses

¢ Nurse endoscopists

e Specialist nurses working in operating theatres

e Specialist nurses working in neonatal intensive care units

e Specialist nurses working in paediatric intensive care units

e Mental health nurses

e Learning disabilities nurses

HEE identified demand and supply gaps across a number of nurse
specialties including neonatal, community and district nurses and health
visitors. University Hospitals Birmingham NHS Foundation Trust said that

shortages were experienced in critical care provision, theatre nursing,
renal dialysis and oncology.
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The Shelford Group Chief Nurses identified the following areas where
nurses are most critically in short supply: emergency department, theatre
critical care, specialist paediatrics, renal dialysis and general medicine.
Monitor told us that there are shortages in nursing specialities such as
intensive care, radiology and mental health nurses.

Additionally, evidence received from Bliss, a charity dedicated to
premature and sick babies, stated that three quarters of neonatal units had
unfilled nursing vacancies, which equated to roughly 650 neonatal
vacancies across England. This was supported by evidence we received
from the Royal College of Paediatrics and Child Health.

Springhill Care submitted evidence citing research which showed that the
care sector was short of 4,000 nurses. In particular, care homes faced
difficulty in filling senior nursing and nursing manager roles, which, in
some cases, were taking over a year to fill.

Whilst we received evidence suggesting that a number of specialities are
in shortage, we are considering the entirety of the SOC code 2231
Nurses, and as such all specialities of nurses will be captured within our
recommendations.

Conclusions

Our top-down analysis of the shortage indicators suggest that nurses are
currently in shortage nationally across the UK. The vacancy data imply
some regional variation in the extent of the shortages, which appear to be
most acute in England. However, due to limitations in the data it is difficult
to draw firm conclusions on this. The partner evidence we received also
suggests that across the NHS, care and independent sectors many
employers are struggling to recruit to fill nursing vacancies.

On balance, we consider that there is sufficient data and evidence to
reasonably conclude that there is a UK national shortage of nurses across
the whole of the SOC 2231 occupation. In the following chapter, we
identify the underlying factors that have contributed to this shortage.
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Demand, supply and pay

Introduction

In Chapter 3, we presented data and partner evidence looking at whether
nurses are presently in national shortage across the UK. This chapter
looks at the factors underpinning the present demand for, and supply of,
nurses in the health and care sectors. We then consider in the next
chapter whether retaining nurses on the shortage occupation list (SOL)
meets our sensible criterion.

We begin by exploring the evidence on the factors contributing to an
increased demand for nurses. We then look at the factors affecting the
supply of nurses. In the final section of this chapter, we look at trends in
nurse pay as a precursor to considering, in the next chapter, whether
changes in pay have contributed to the shortage and whether it would
significantly affect the supply of nurses.

Partners told us that the demand for nurses over recent years has been
affected by a number of factors including:

e changing demographics — general growth in the population together
with an ageing population has led to a growth in demand for health
and care services;

e healthcare reform — the drive towards greater integration of health and
social care services has resulted in increased demand for nurses in
the care sector. On the other hand, increased constraints on funding
and efficiency gains in the health and social care sectors might be
expected to have reduced demand in the NHS;

¢ the changing roles of nurses — nurses were increasingly required to
undertake more advanced practices which resulted in them requiring
additional training and mentoring while taking them away from other
duties; and

e a greater focus on quality of care — the Francis report led to updated
safe staffing guidelines which effectively created a demand shock.
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Partners also highlighted a number of factors which has restricted the
supply of nurses in the UK, namely:

e recruitment — cuts to training places have reduced the numbers of new
nurses entering the profession;

e retention — the challenging working environment has resulted in many
nurses choosing to either retire early, move to alternative roles within
the health sector, move into other occupations or to work abroad.

Although many partners did not cite pay as a factor in the supply of
nurses, and some explicitly said it was not a factor, in the final section of
this chapter we review trends in nurses’ pay across the NHS, care sector
and agencies. We outline the constraints on pay, and consider the
competitiveness of UK pay compared to those countries in which UK
trained nurses often choose to work.

Demand side factors

Population growth and demographic change

4.6
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4.8
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Partners told us that part of the increase in demand for nurses in recent
years was attributable to the overall increase in the UK population,
resulting in health and care services having to treat more people. The
latest ONS estimates are that the UK’s population was 64.6 million in
2014, an increase of 11.6 per cent (6.7 million) from twenty years ago
(ONS, 2015). The ONS predict this will increase by 12.6 per cent to 72.7
million by 2034. Partners have said that further increases in the UK
population will result in more hospital admissions.

Separately, an increase in the number of older people has added to the
demand for health and care services. We were told that people were living
longer and presenting a range of complex needs and multiple conditions
which required heightened levels of nursing attention. The sum of the
increased numbers presenting themselves for treatment and the greater
number of conditions per patient has acted to increase the demand for
nurses. This rise in acuity meant that higher ratios of nurses to patients
were required to deliver quality care. Partners explained that this affected
public and private health care providers as well as the care sector.

ONS population estimates are that in 2014, 8 per cent (5.2 million) of the
population were aged 75 or older (ONS, 2015a). This has increased from
6.8 per cent (3.9 million) 20 years earlier and is expected to further
increase to 12 per cent (8.7 million) in twenty years time illustrating the
potential increase in demand on health and care providers (ONS, 2015b).
In absolute terms, the number of people aged 75 or older is therefore
expected to increase by 3.5 million between 2014 and 2034.
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“The nursing shortage has been exacerbated not only by the shortage of
nurses coming through the education system, but also by the increasing
activity, acuity and dependency of patients in recent years and growing
pressure on social care services, which demand adjusted levels of staffing,
both in terms of quantity and skillset.”

Shelford Group Chief Nurses response to MAC call for evidence

4.9  Bupa told us that the increased demand for home care provision from an
older population meant that the shortage of nurses was likely to worsen.
Care England said that increases in life expectancy meant that individuals
were, typically, requiring care for longer periods, adding to overall demand
for nurses.

“Future demand from an ageing population will mean that care homes with
nursing will continue to be needed at the current rate or more. This is even
with the policy push to ensure people remain as long as possible in their own
homes with community support.”

Care England response to MAC call for evidence 2014

4.10 Many of the factors regarding to population and demographics are
longstanding trends which may reasonably have been expected to be
factored into workforce planning across the health and care sector.
Clearly, having to treat more people impacts on demand for staff and other
resources. But it seems to us that this increased demand is eminently
predictable. This will be further considered when we look, in the next
chapter, at whether it is sensible to recruit nurses from outside of the
European Economic Area.

Healthcare reform

4.11 Partners told us that the NHS in England had undergone a number of
reforms since 2010 which has impacted on the demand for nurses. There
has been a drive for im