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Towards safe nurse staffing in England’s National Health Service: progress and pitfalls of policy evolution
Abstract (199 words)
In 2013, a national inquiry into care failings at a large public hospital in England resulted in major healthcare reforms that included targeting policy aimed at ensuring the adequacy of nurse staffing levels on hospital wards within NHS England.  This paper uses a review of publicly available documents to provide a contextual account of the evolution of nurse staffing policy development prior to and following the inquiry. We found that securing safe staffing policy has been impacted by caveats and competing policy, evidence gaps, lack of coordination, and the absence of readily implementable solutions. Consequently, five years on, safe staffing policy for NHS England is described in aspirational terms that ascribes accountability to providers, but fails to adequately address barriers to delivery. Kingdon’s ‘policy windows’ model is used to explain why policy, even when driven by strong public concern and with high inter-sector support, may struggle to gain traction when the conditions necessary for success are not present, and in the face of practical or political constraints. The progress and pitfalls encountered are not unique and the experience of safe staffing policy in England may have lessons for other countries grappling with policy development or implementation in this area. 
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Towards safe nurse staffing in England’s National Health Service: progress and pitfalls of policy evolution
Introduction
In early 2013 a public inquiry into care provided at the publicly-funded Mid Staffordshire Hospital in England, chaired by barrister Sir Robert Francis, concluded that the structure and culture of decision-making was deeply flawed, and had allowed serious care failures to occur (1). The government accepted the inquiry’s finding that the failings indicated systemic issues that required fundamental review of aspects of England’s National Health Service (NHS) (2). The inquiry highlighted that nurse staffing decisions had been made without recourse to evidence of associations with patient safety. Efforts to control finances were prioritised over quality and safety.. National policies and guidelines produced following the inquiry, were targeted at ensuring nurse staffing levels were safe, given the health services’ “…most essential duty – to protect patients from unacceptable risks of harm” (1) p5. A commitment was made that “patients come first in everything we do…” (2) p9.  
Materials and methods
This review uses publicly available documents to chart the development of safe nurse staffing policy for acute NHS hospitals in England. The evolution of safe staffing policy was mapped by examining documents, reports and discourse in the public domain to understand the context of the Francis Inquiry and subsequent development of safe staffing policy. The materials uncovered included reports from government departments; affiliated national bodies responsible for service commissioning, quality and regulation; national newspapers and health services press; professional bodies and nursing unions; think tanks and workforce experts; and public inquiries. Three chronological periods are presented: the pre-inquiry period (before February 2010), the intra-inquiry period (2010-2013), and the post-inquiry period (to 2018). Kingdon’s ‘policy windows’ model is used to frame presentation and discussion around the progress and pitfalls encountered in the evolution of safe nurse staffing policy (3). Kingdon suggests that potential policies float in a ‘primeval soup’ of possibilities and policy ‘windows’ of opportunity open or close due to the coupling/decoupling of three process streams; problem, policy, and politics. When the three streams are coupled, frequently with the help of natural cycles (e.g. elections) or policy entrepreneurs, opportunities for change are more likely. Problem recognition is key, since individual policies compete in a crowded space. The policy stream relates to how policy is shaped by participants both inside and outside government. The political stream comprises the negotiations, conflicts and compromises between the many policy making participants, including the influence of powerful interests. 
Results
The pre-inquiry period 
Prior to 2010, determining nurse staffing levels for hospital wards in the NHS was almost entirely undertaken at a local level, with little national guidance (4). From the early 1980s, these local nurse-staffing decisions were increasingly influenced by ongoing reforms and issues of funding and supply. De-centralisation of funding and decision-making, and the absence of centrally provided standards, guidance or regulation resulted in largely uncontrolled and unmonitored experimentation with nurse staffing. Compounding this, following the 2008 global financial crisis, national ‘austerity’ measures were introduced, and the NHS was expected to make efficiency savings of £15-20 billion (5). Throughout this period, concerns were raised about potential negative effects on service provision and staffing (6), but this did not result in any substantive policy movement regarding nurse staffing. It took the stimulus of a major scandal at a public healthcare institution to leverage change.
At the time the scandal came to light, the Mid Staffordshire NHS Foundation Trust (Mid Staffs) was an organisation managing two hospitals in Staffordshire England, serving a population of around 320,000. Following concerns about care and mortality levels at Mid Staffs raised by the Care Quality Commission (CQC), an independent inquiry was commissioned under the NHS Act and chaired by Robert Francis (7). The subsequent report cited instances of profound neglect, with inadequate nurse staffing implicated. Serious failures of leadership were exposed as occurring within a context of constant sector reform and a focus on targets and financial restraint. Pressure to achieve ‘Foundation Trust’ status (accreditation as a not for profit public corporation with reduced central government control) was implicated (7). Initially, the Secretary of State for Health asserted that “all the evidence confirms this was a local failure, from which we can learn national lessons” (8). Subsequent public disquiet, and the efforts of family members of patients who had suffered, led to the government establishing a public inquiry with wider statutory powers than the independent inquiry, to examine how the operating, regulatory, and monitoring systems failed to detect the failures of care.
The intra-inquiry period
During the three-year period of the public inquiry (again led by Francis) there were few significant developments in national policy relating to the planning of nurse staffing. However, for much of this period nursing workforce numbers showed an overall decline (9) and issues with nurse staffing continued to be raised by the two national nursing unions (10,11). A group of senior nurses and workforce experts convened the ‘Safe Staffing Alliance’ (12) to give voice to concerns relating to nurse staffing and to promote the use of evidence (an example of Kingdon’s policy entrepreneurs).  
Shortly before the public inquiry findings were published, the incoming Chief Nursing Officer for England launched ‘Compassion in Practice’, a national strategy document which included references to staffing, including a commitment to using evidence-based tools to plan staffing, and advocating increased governance oversight and accountability. While lacking detail, the goal was to rapidly develop “full implementation plans for this vision and strategy….by 31 March 2013” (p 12) (13).  
The post-inquiry period 
In February 2013 the report of the public inquiry (1) was released, describing sector-wide issues. The government responded immediately: 
“This was a systemic failure of the most shocking kind, and a betrayal of the core values of the health service as set out in the NHS Constitution. We must never allow this to happen again…We will foster a climate of openness, where staff are supported to do the right thing and where we put people first at all times” (2) p5-6. 
There was acknowledgment that the NHS had “…veered, or was pushed, too far from its core humanitarian values and in too many places had its priorities wrong and that targets and performance management in places overwhelmed quality and compassion” (p 21). A commitment was made by the government to address the majority of 290 recommendations covering increased compliance and enforcement requirements, greater transparency and candour, actions to support compassionate care, information standards, and leadership (2).  Because of nursing’s intimate relationship with patient care and outcomes (14) the report sharply heightened awareness of the consequences of staffing failures. Specific recommendations relating to nursing and the need to restore public confidence created a political climate that rapidly propelled safe staffing from a background expectation to the central policy platform. Kingdon’s ‘problem stream’ was established coupled with a clear political will to address safe staffing through policy.
A series of reviews were commissioned by the government to inform the policy response to the inquiry recommendations, of which two (15,16) reinforced Francis’s call for greater specification around nurse staffing. Both emphasised the need for evidence-based tools, a shift-by-shift focus, improved monitoring, and ‘board to ward’ accountability. Neither these reports, nor the Francis inquiry were asked to consider how any changes to nurse staffing might fit with other sector priorities. Instead, it fell to central Government agencies to identify the qualifiers. Two caveats made in the 2013-2016 business plan for NHS England (17) would influence the scope of policy development. Firstly, the commitment to develop evidence-based approaches to staffing had to be achieved “within allocated resources” (p28).  Secondly, an inquiry recommendation that mandated minimum nurse: patient ratios be considered, was rejected. No discussion about future funding implications was evident.
Eight months after the inquiry’s release, nurse staffing policy guidance was published for NHS England (18) by the National Quality Board (NQB), an umbrella group of the key NHS oversight organisations established to focus on quality. The guidance presented an aid to organisational decision-making, identifying resources and examples of good practice. It indicated an intended direction, provided a platform for future work and set policy boundaries. There were no specific staffing standards, and defined staffing ratios were again rejected in favour of the use of “evidence, evidence-based tools, professional judgement and a truly multi-professional approach” (p3). 
Following an inquiry recommendation, the National Institute for Health and Care Excellence (NICE) was tasked with developing evidence-based nurse staffing policy guidelines (19). NICE is a non-governmental organisation that has responsibility to produce evidence-based guidance and advice for health, public health and social care practitioners. They are committed to following a set procedure to generate guidance based on an independent and rigorous review of the evidence. NICE commenced work on a guideline for safe staffing for nursing in adult inpatient wards in the latter part of 2013. Published nine months later (20), the guideline was detailed in its advice, but limited by the evidence underpinning its recommendations. NICE concluded that evidence of the effect of variation in nurse staffing levels and skill mix on patient outcomes, including safety, while plentiful, could not be readily translated into generalisable ‘rules-based’ guidance at the level of individual wards (21). Nor was there sufficient evidence about the effects of methods used to determine staffing requirements. Despite evidence suggesting increased risk of harm associated with a registered nurse caring for more than 8 patients during day shifts” (21) p 23, minimum nurse staffing levels had been excluded in the scope of the guideline development (22). NICE was restricted to recommending that staffing should not fall below this level, and the guideline advised that individual wards would need to determine their own staffing requirement, based on local assessment. NICE advised that the guideline be reviewed and updated as more evidence became available. Thus, a key component of Kindgon’s policy stream was not able to be realised, namely a readily implementable solution. 
Nurse staffing policy development was not taking place in isolation, and by early 2015 tensions with other sector priorities emerged. An ambitious productivity review suggested NHS savings of £5bn annually could be achieved by targeting unwarranted variations, with a strong emphasis on nursing (23). Concurrently, restrictions on the use of nursing agency staff were announced (24).  In an unanticipated and unprecedented development, NICE’s involvement in staffing guideline development was abruptly terminated in June 2015 (25) ostensibly to integrate the issue of ‘safe staffing’ into wider service reviews by NHS England, and to include a more multi-professional approach. Future work was transferred to a planned new entity, NHS Improvement, which would provide “a different approach to answering those questions [of] how staffing levels are determined” (25). The move followed NICE’s inclusion of nurse to patient ratios in the draft A&E guideline. A comment from the CNO that the focus should be on “staffing needs and patient outcomes rather than through input numbers or ratios” (26) raised questions around the motivation for terminating the NICE led guidance, a move that attracted widespread criticism, including from Robert Francis (26). 
The resulting “Improvement Resources” would be published under the auspices of the “National Quality Board”, an umbrella group which Included NHS England, Health Education England, the Care Quality Commission (CQC – a national health regulator) and NHS Improvement. Unlike the rigorous approach taken by NICE, there was no predetermined process and no explicit framework for incorporating research-based evidence into the resulting resources, although the original reviews undertaken for NICE were utilised in the new ‘resources’ and new summary reviews were  commissioned (27).  
Communications from central bodies to providers highlighted tensions between the goals of safe staffing and resourcing constraints. NHS planning guidance (28) prioritised workforce productivity and service efficiency alongside challenging expectations towards achieving a balanced NHS budget. The health services regulator, Monitor, warned of an “almost unprecedented financial challenge”, recommending hospitals follow guidelines on safe nurse staffing in a “proportionate and appropriate” way (implying that this was not currently the case), and only filling “essential” staff vacancies” (29). The Department of Health affiliated agencies wrote to NHS Trusts seeking to clarify the apparent contradiction between the requirements to achieve safe staffing on the one hand, and on the other, “the need to intensify efforts to meet the financial challenge” (30) p1.  
“the responsibility for both safe staffing and efficiency rests, as it has always done, with provider Boards” (p 1)…“Trusts are responsible for ensuring that they get the balance right by neither understaffing nor over-spending…” (p 2). 
Hospitals were invited to treat NICE’s recommended minimum 1:8 nurse to patient ratio for day shifts as a “guide, not a requirement” (p 2) implying a tolerance for staffing below the level identified as the risk threshold in the acute-ward guideline.  A commitment to the development of ‘new’ guidance on staffing was announced. The intention to go ahead with controls on using nursing agency staff, and the introduction of price caps were confirmed. 
During 2016, wider government policies with immediate or potential future impact on workforce supply were emerging, that included the UK’s intention to withdraw from the European Union (Brexit) resulting in a reduction in EU nurses registering, an ongoing sector salary-freeze, a decrease in the number of student nurses (31). In December 2016 the government announced changes to the funding for nurse education and the introduction of a ‘nursing associate’ role to be piloted in 31 Trusts.  Pressure on NHS hospitals to perform on both quality and financial fronts continued, with struggling health care providers advised that headcount reductions would be required in order to address financial deficits (32). The National Audit Office reported that in 2014-2015, 61% of temporary staffing requests were for covering vacancies (33) and stated that “Trusts’ workforce plans appear to be influenced as much by meeting efficiency targets as by staffing need” and were being driven by financial planning imperatives including envisaging “significant recurrent pay savings” (33) p8. The report warned that the likely impact on spending of the [NICE staffing recommendations] was not well understood” (p 5), noting that no extra funding had been allocated centrally to cover any additional costs associated with safe staffing. 
Within this context, the third general policy document relating to nurse staffing was published by the NQB (34), replacing its 2013 guidance.  Although providing more direction on staffing expectations and actions, little guidance was provided on how to deliver services within financial boundaries, beyond acknowledging that “difficult decisions about resourcing” (p 9) would be required in strategic planning. This implied trade-offs between cost containment, provision of services and quality of services. Hospitals were encouraged to consider changes to skill mix and models of care.  An ‘improvement resource’ focussed specifically on adult inpatient wards (35) followed, providing an updated ‘how to’ method for approaching ward level nurse staffing. A supporting resource for the 2016 general guideline was published in January 2018 (36). In January 2019, the NQB published an improvement resource for the employment of nursing associates in acute care (37).  The resource noted however that “there is little evidence of the impact of deploying the nursing associate” (p23) and cited research evidence that identified risks associated with a more dilute nursing skill-mix. (38) 
Neither the 2016 nor 2018 policies substantively changed the guidance provided by the 2014 NICE guideline; the 2019 resource however downgraded its status to that of a “useful benchmark” (p4). All three tempered NICE’s recommendations by reinforcing local hospital responsibility to balance staffing investment with other obligations, specifically quality, productivity and fiscal responsibility goals.
Discussion
Despite the urgency and commitment that followed the Francis Inquiry, and recommendations framed around quantification and certainty about nurses staffing levels, five years of policy development has fallen short of these goals, leading to questions around the policy trajectory that was followed. 
Many models have been developed to explain the public policy process (39-41) ranging from prescriptive or rational, versus pragmatic or incremental approaches to decision-making (42,43). Kingdon’s policy framework is useful to explain why policy, even when driven by strong public concern and with high-inter sector support, may struggle to realise its aims when the conditions necessary for success are not present. Kingdon’s ‘policy windows’ model largely builds on incrementalism but recognises that far from being rational, the policy process can be messy and unpredictable (3,40) and requires the coupling of three process streams, problem, policy and politics. The model suggests that for a policy to gain traction and to be successfully implemented, there must be recognition that there is a significant problem to be addressed; a technically and fiscally deliverable solution congruent with public and policymaker values needs to be available (3); and a conducive political climate must exist. 
For nurse staffing policy, the coupling was most evident in the initial post-inquiry period. The problem of safe staffing gained sharp definition in the wake of the Mid Staffs scandal creating pressure within the political stream, which in turn sparked movement in the policy stream. A powerful ‘master narrative’ (45) initially leveraged from the revelations of the inquiries, focused national attention on the problems of unsafe staffing levels. Unlike some of the less direct recommendations in the inquiry, such as those relating to culture and power, safe staffing was more tangibly described, and thus easier for the parties, including the public, to engage with.  Political momentum around the need for safe staffing was readily established and was aided by a community of safe staffing policy advocates, including Francis himself. Safe staffing was acknowledged as a policy problem, and work on policy development was rapidly devolved and initiated. The window appeared to be wide open, an assessment that in retrospect appears questionable.
While Kingdon suggests that recognition of a significant problem aids uptake of policy attention, it is significant that safe staffing policy had its genesis in a sector scandal. When scandals such as Mid Staffs occur, Butler and Drakeford (44) suggest that pressure to address the failures often trigger unplanned rapid-response policy development. This type of policy evolution can be disruptive because it is not part of the natural cycle, it demands and drives change, has complex underlying causative factors, and often falls outside the policy direction of the day (44).  Indeed, the policy direction that preceded the scandal may be found to have contributed to the conditions that allowed it to occur. The remedies may thus be in conflict with and threaten to override the established sector direction. Thus while the Mid Staff’s failures opened the window, strong counter forces provided by the status quo worked to narrow the scope and influence of any resultant policy. For example, NICE’s evidence-based conclusion that the implementable solution pointed in the direction of higher staffing levels contributing to safer staffing, ran directly counter to policies driven by pressure and constraints on health services. Thus, despite the early post-inquiry government narrative that “patients come first in everything we do…” (2), support for safe staffing came with caveats; mandated solutions underpinned by legislation such as ratios adopted in California, parts of Australia and Wales were excluded, and any staffing policy solution was required to be reconciled with other policy priorities, specifically funding. 
Compounding the policy conflict, the policy stream was obstructed by the absence of a readily implementable technical solution. Despite early advances made by NICE in establishing what good safe staffing practice should look like (e.g. evidence-based and accountable), and evidence that nurse staffing levels impact on care quality and patient outcomes, this was not easily translatable into clear guidance. This led to a loss of momentum that allowed other sector priorities, perhaps inevitably, to be reasserted at a critical time and to the window of opportunity narrowing. 
Some visible gains have been made, with references to nurse staffing now embedded in key policy documents and an ongoing programme of sector activity and monitoring. However, policy advice on nurse staffing is currently described in aspirational ‘how to’ terms that ascribe accountability to providers, but do not adequately address barriers to delivery. In terms of future progress, there is a risk that in the absence of ongoing evidence of problems of the magnitude uncovered in the Mid Staffs scandal, the acuteness of the safe staffing problem is somewhat muted. In a sector facing many challenges on multiple fronts, the ‘lurching attention’ of the sector (45) could result in safe staffing sinking back into Kingdon’s ‘primeval soup’ of potential policies competing for attention. Sir Robert Francis, the person with the most intimate knowledge of the Mid Staffs scandal and its root causes, continues to advocate for keeping attention focused commenting publicly in late 2017: 
I think [conditions in the NHS] are pretty bad. We’ve got a virtual storm of financial pressures, increased demand, difficulties finding staffing, and pressure on the service to continue delivering. And some of that sounds quite familiar – as it was, those were the conditions pertaining at the time of Mid Staffordshire (Francis 2017) (46).
In Francis’s  comprehensive statement to the 2017 House of Commons Health Committee Inquiry into the Nursing Workforce he summarised the lack of progress made in relation to the recommendations of the 2013 inquiry suggesting that “the NHS leadership has shied away from accepting that numbers of staff of particular types can be associated with acceptably safe care” (47) (para 10).  
Keeping the policy window open will require not only sustaining sector interest and political commitment, but also addressing identified gaps and challenges in implementation (48).  Further progress requires that the evidence gaps identified by NICE in 2014 (20) are addressed and translated into technically feasible solutions that providers are able and empowered to consistently implement, and that are acceptable to a broad range of stakeholders. Giving ongoing attention to nursing workforce supply will also be important, if this is not to obstruct the achievement of safe staffing policy goals. 
Conclusions 
After many decades in the health sector policy hinterland, safe nurse staffing was recognised as a policy problem for the NHS following the Mid Staffs scandal. The gradual coupling of the process streams that culminated in the opening of the safe staffing policy window since 2013 has resulted in progress, but this work is incomplete. Tensions remain between the desire to resolve safe staffing and the practical implications of doing so. Evidence gaps and failure to identify and secure a technical and economically justifiable solution, coupled with a context where demand for health services outstrips resource have had a major impact. The effect of policy at the service level, although the subject of evaluation (48), is as yet unclear. Time will tell whether momentum can be maintained long enough for sustainable policy solutions to be identified and implemented without requiring the tragic stimulus of a future health care scandal.  
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