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[image: image1.emf]EXECUTIVE SUMMARY     SfH is the health Sector Skills Council (SSC). Its strategic intent is to help  develop a skilled, flexible and productive workforce for the whole health sector  in all UK nations to raise the quality of health and healthcare for the publi c,  patients and service users.    Over the past two years Skills for Health has been sponsored by the  Department of Health to develop a competence based career framework for  Allied Health Professionals. The framework has been designed to reflect all  function s at all levels and grades of staff across the A llied  H ealth  P rofession s.   Since 2001  the Clinical Therapy and Rehabilitation Directorate of  Calderdale   and Huddersfield NHS Foundation Trust have been working on The  Calderdale Framework   which  provides a   clea r and systematic method for  analysing & transforming services. This leads to skill mix review,  role redesign  and management of  delegation to support staff , all of which  ensure high  quality, productive services for patients.     For this project CHFT was an ea rly implementer site for the  Skills for Health  AHP career framework, to demonstrate its strategic application. S pecifically   the project aimed   to explore  skill mix,  the  role of level 4 worker and blurred  boundary working  (levels6/7)  in the MacMillan commun ity Rehabilitation Team  and the Rehabilitat ion at Home (Early Orthopaedic D ischarge Team).   The  7  stages of the  Calderdale Frame work were imp lemented  over 12months,  resulting in the identification of competencies  and NOS  for delegated (level 3),  allocated ( level4) and cross professional (levels 6/7) work.   Alongside this the  project aimed to identify the educational requirements to support these new  ways of working, with an emphasis on accrediting work based learning.   The  University of Bradford  used S kills fo r Health design principles to develop a  new course to support the level 4 worker. This is a ‘shell’ Certificate in Higher  Education award (120 credits),  with APEL of  the local work based learning to  a va lue of 50 credits. Post graduate study days to suppor t blurred boundary  working have been developed by  The University of Huddersfield.   An additional outcome has been the production of examples of Nationally  Transferable Roles for Skills for Health.        


National Context

The UK has a skills shortage and its demographics indicate that there are fewer people of working age; the reality of this is that by 2016 70% of the current NHS workforce will either have retired or need up skilling to meet demand. The NHS needs to invest in the skill base of staff to grow local workforces and thus to become the “employer of choice” . In order to improve employability and retain staff in the NHS as a whole, competence based transferable skills are required . The NHS of the future aims to deliver quality, person centered services delivered by multi-skilled staff .

The skills sector agreement for health  aims to raise the quality of health and healthcare by creating a skilled and flexible workforce through nationally recognised competences (National Occupational Standards). In view of the skills shortage, there is a need to realise the potential and increase the productivity of the NHS workforce. For new and extended roles the NHS needs a competence based workforce as opposed to one that relies on traditional roles. There is a national drive to encourage  professional staff to broaden or add to their scope of practice . In the future, jobs ‘will be defined by competences rather than separated by profession’ and there will be a flattening in the current demand for professionally qualified staff . Service managers should “design services to meet public and patient needs rather than start with the assumption that particular professions are required” because professional groups have areas of common and shared competencies . The NHS needs to extend multi-professional roles .

With the shift from hospital based care to care closer to home the DH  requires a more flexible workforce in the health and social care system that is responsive to changing demand. Staff need the skills and knowledge to deliver high quality, safe care in new clinical settings and closer to home .

New roles and skill mix will ensure concordance across professional groups when the same competence applies. The training and education of health staff needs to adapt to improve the quality of care for patients, support workers need to be “appropriately trained” . “A competence based approach to designing the workforce is required to ensure that the right skills are available at the right time and delivered in the right place” . New legislation on the regulation of the health and social care workforce requires evidence that staff are competent to carry out their duties . 

There is a need for a competence based career framework for Allied Health Professionals and support workers to enable teams to be built around patient needs, linked to national occupational standards to ensure clinical quality . National occupational standards provide the detailed framework necessary to measure support worker performance in order to create a competent, well qualified workforce able to meet the needs of the public. In addition to this, a skills escalation strategy for support staff will create opportunities for career development  .  A key new role is seen as that of Assistant Practitioner who ‘would be able to deliver elements of health & social care and undertake clinical work in domains that have previously only been in the remit of registered professionals. The Assistant Practitioner may transcend professional boundaries’. (Skills for Health 2009)

A Career Framework for AHP staff has been developed by Skills for Health (SfH) and the Chief Health Professions Officers for the 4 nations. The framework comprises of National Workforce Competences (National Occupational Standards, NOS). These NOS provide learners with transferable competences linked to the Knowledge and Skills Framework . This is a starting point for a more flexible workforce, and new roles.

ABOUT THIS PROJECT

Skills for Health (SfH) is the Sector Skills Council for health (SSC). Its strategic intent is to help develop a skilled, flexible and productive workforce for the whole health sector in all UK nations in order to raise the quality of health and healthcare for the public, patients and service users. Over the past two years Skills for Health has been sponsored by the Department of Health to develop a competence based career framework for Allied Health Professionals. The framework has been designed to reflect all functions at all levels and grades of staff across the AHPs.

Since 2001 the Clinical Therapy & Rehabilitation Directorate of Calderdale and Huddersfield NHS Foundation Trust have been working on a functional decision making model which provides a clear and systematic method for analysing services and managing delegation to support staff. Skill mix review is inherent in the process, leading to effective & efficient use of staff. Once implemented it leads to the identification & development of task related competencies which provide a comprehensive and robust training package for the support worker and ensure patients receive consistent, evidence based interventions. This model also helps derive appropriate tasks for skills sharing across professional boundaries (blurred boundary competencies). The Calderdale Framework has developed into a transformational tool to support new ways of working.

It was agreed that Calderdale & Huddersfield NHS Foundation Trust would become an early implementer for the Modernising AHP Career Framework. This would bring together the work previously done with the Calderdale Framework and the recommendations of the Darzi review to inform service development.

The project purpose was to meet Skills for Health’s strategic intent to:

· Support the development of innovative, patient and user focussed service redesign and new ways of working, including the use of existing, extended and new roles within modernised healthcare careers.

· Promote the use of competence based approaches to planning and development through the production of frameworks, products, tools and guides which have an excellent reputation for quality and ease of use. 

· Demonstrate the benefits to the public, patients, service users and employers of a competence based approach to developing a more skilled, flexible and productive workforce.

· Identify possible innovative education, training & development solutions to reduce skills gaps.

· Champion the development of innovative education, training and development solutions, including e-learning.

Funding was provided by Skills for Health to secure dedicated support of the developers of The Calderdale Framework as Project Leads (1.73 wte), and 0.2 wte of admin support. The project was managed using Prince 2 methodology, to ensure appropriate governance and progress. 

The main aims of the project were to use the Calderdale Framework to:

· Demonstrate the strategic application of the National Career Framework

· Review Skill Mix with a focus on modernised service models in 2 Teams: MacMillan Cancer rehabilitation Team and Early Orthopaedic Discharge team.

· Explore the development of a level 4 Rehabilitation Assistant Practitioner in the above teams.

· Explore the therapy roles at career frameworks levels 6 & 7 in terms of shared skills in the above teams.

Benefits Realisation

Benefits realisation not only identifies whether the objectives have been achieved but also identifies the benefit of achieving these objectives. This is the ‘so what’ factor as opposed to ticking the box as ‘achieved’. Undertaking a benefits realisation analysis clarified the purpose and intent of the project, to ensure it produced outcomes of value to the wider health & social care economy. This process was facilitated by experts from Skills for Health.

There were 4 objectives/products to be achieved:

1. to define the team competencies and profile based on patient needs for the 2 teams

2. To identify generic competencies to be used in an MDT (and identify competencies that remain within a specialised profession)

3. To develop a NOS cluster for new roles at Level 4

4. To identify the educational requirements needed to underpin these new ways of working.

Final outcomes and benefits were then identified for the above objectives. Table 1 shows these agreed benefits realisation for this project.

Table 1.  Skills for Health Early Implementer Project: Calderdale Framework Benefits Realisation
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THE CALDERDALE FRAMEWORK

The Calderdale Framework was developed in response to patient need and was originally based on the theories of Saunders (1996).

In 2001 the Calderdale & the Huddersfield Acute NHS Trusts merged. In 2005 the Clinical Therapy & Rehabilitation Directorate (CT & R) was formed hosting all the therapy and rehabilitation staff in the Trust.  As a means of ensuring all services were delivering agreed best practice the Clinical Director agreed to implement the Calderdale Framework (CF) which had been developed within the Calderdale Community Rehabilitation Teams, then referred to as the Functional Model of Delegation (NHS Modernisation Agency 2004, pages 27-28) across the whole of Clinical Therapies and Rehabilitation Directorate (Smith & Duffy in press).

The Calderdale Framework (Smith & Duffy 2008) comprises 7 stages, each of which empowers clinicians to take ownership of the process. (see fig 1) 
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Figure1. The Calderdale Framework

LOCAL CONTEXT

Following the formation of Calderdale & Huddersfield Foundation NHS Trust(CHFT), surgical services were reconfigured, so that services were delivered from one or other site (and not both).One of the major changes was to the Orthopaedic service namely that all elective surgery would be delivered from the Calderdale site and all the trauma services from the Huddersfield site. Within the CT&R Directorate one of the services most affected by this was the long established early orthopaedic discharge service known as ‘Rehabilitation at Home Team’. This team supported the early discharge of patients who had undergone elective orthopaedic surgery (mainly hip or knee replacement), by providing post operative rehabilitation in the patient’s home.

CHFT was successful in gaining funding from MacMillan in 2008 for a community based Cancer Rehabilitation Team. This team was commissioned in response to patient need as identified in the Cancer Reform Strategy (2007), in particular to ‘improve the experience of people living with and beyond cancer’ and ‘ensuring care is delivered in the most appropriate setting’. Patients with a diagnosis of cancer are living longer and more people are surviving cancer, leading to an increased need for rehabilitation in order to maximise their quality of life. The MacMillan Rehabilitation Team operates across the whole of CHFT catchment area, providing rehabilitation to patients in a variety of community settings. 

These two teams were selected for the project as each of them had scope to review their skill mix. The MacMillan team because it was new and had already identified the need for a higher level assistant worker, and the Rehabilitation at Home team because it faced changes due to restructuring and was effectively merging two teams into one.

1. MacMillan Team

At the start of the project in October 2008 this team comprised:

Team Leader                     AfC Band 7

Occupational Therapist     AfC Band 6

Physiotherapist                 AfC Band 6

Rehabilitation Assistant    AfC Band 3 (x 2)

It was recognised early in the project (following service analysis & task analysis) that the team needed an Assistant Practitioner. The issues to clarify were:

· What did this role involve

· What was their scope of practice

· What competences and local competencies did they need

· What underpinning knowledge did they need

· How was this going to be addressed

The team also recognised that in order to deliver effective, patient centred care there was a need to share skills across the professional boundaries of Occupational & Physiotherapy.

2. Rehabilitation at Home Team

At the start of the project in October 2008 this team comprised:

Team Leader                       AfC Band 7

Occpational Therapist         AfC Band 7

Physiotherapist                   AfC Band 7(x2)

Physiotherapist                   AfC Band 6

Nurse                                  AfC Band 6

Rehabilitation Assistants    AfC Band 3 (x8)

Elective orthopaedic throughput had increased with the 18 week initiative, increasing demand along with ‘choose and book’. This increase in workload provided the scope to explore the opportunity of an Assistant Practitioner role, in conjunction with reviewing skill mix and skill sets of all team members.

IMPLEMENTATION: THE SEVEN STAGES

1. Awareness Raising (focus on staff engagement) 

This stage is vital to ensure managers and clinical staff are fully informed and aware of the process and benefits of the Calderdale Framework.

This stage also included information sharing about the Early Implementer Project and Skills for Health, which was very positively received by the teams.

Awareness raising was carried out with the MacMillan Rehabilitation team first as they were  new and still developing, and the project had identified benefits of linking to another National Cancer Project (Cancer Pathways).

The Rehabilitation at Home team were already familiar with the Calderdale Framework and so the awareness raising with them was largely about the early Implementer Project & Skills for Health.

Awareness raising was carried out in November 2008 with each team over a working lunch, with time built in to allow individuals to ask questions and become involved. ‘Champions’ were identified at this stage,  who were keen to be involved and who took responsibility for keeping the process moving within their team. They were given additional training to enable them to do this.

The Rehabilitation at Home team had 2 Champions who had been involved with the Calderdale Framework previously.

The MacMillan team took the view that as they had such a small team they were all in effect Champions as all would become involved.

2. Service Analysis (Focus on potential to change) 

This is a crucial stage which requires front line staff to identify the purpose and all the functions of their service. They must also consider who currently undertakes these and question whether patient need is being met. Service functions are then broken down into tasks which are broken further into smaller & smaller subtasks, and importantly who does these currently is noted. At this point, potential service changes which would improve efficiency and patient experience can be suggested and explored. This process is facilitated and lasts for around ½ day, with as many staff from the team as possible being involved. Service Analysis provides clinical staff with ‘time out’ from the front line to reflect on whether their skills are being utilised to best effect and encourages a solution focussed dialogue.

Each team had a ½ day facilitated session which highlighted where there was duplication and specialisation of interventions. 

For the MacMillan team this session catalysed the notion that an Assistant Practitioner could improve their service. However for both teams it was apparent that although skill sharing took place and there was a willingness to develop this, training to support this was not robust. Clinicians expressed concern over their ability to demonstrate competence when undertaking tasks traditionally outside the scope of their practice.

Service Analysis took place between January & February 2009. 

Baseline data was gathered at this stage of the project.

3. Task Analysis (Focus on Risk Management) 

This stage involves front line clinical staff and clinical leads analysing the subtasks for suitability to delegate and /or skill share, based on whether and how the risks of doing so are manageable. A decision table consisting of ten questions is used to facilitate open & objective discussion regarding the potential risks of allowing that task to be done by another person. The clinical group come to a consensus as to whether these risks can be managed along with possible solutions for managing them. Part of this process also involves considering the cost vs. benefit of training another person to undertake a given task. Tasks requiring an in depth knowledge require a greater training input and can therefore be more costly. These are typically tasks involving clinical reasoning (such as assessment, diagnosis, treatment planning). However these tasks can be delegated or shared with the development of suitable protocols alongside some additional training. Where this is the case an Assistant Practitioner role is appropriate (for this role suitable tasks & cases are allocated rather than delegated). The frequency with which a given task is carried out is also an important consideration here, as ‘high volume’ tasks are more cost beneficial to delegate/allocate or share in terms of training and retention of competence. 

The RAH team already had a competence based training pack for delegation to Rehabilitation Assistants, derived from the original work in the Directorate. This negated the need to task analyse the whole cohort of tasks identified from service analysis. In conjunction with this earlier work we were able to produce a competency based training pack for delegation for the MacMillan Team Rehabilitation Assistants by a process of mapping from their service analysis to the existing competency directory.

For the MacMillan Rehabilitation Team task analysis took 2 days overall. This was due to: 

· the complexity of some of the tasks,

·  the specific caseload 

· the identification of tasks suitable for an Assistant Practitioner and skill sharing. 

For the RAH team this stage took 1 day focussing heavily on skill sharing around assessment and the potential for an Assistant Practitioner role.

      The result of this stage was the production of three cohorts of clinical    

      tasks, i.e. those suitable for:

· Skill sharing across qualified Practitioners

· Allocation to  an Assistant Practitioner

· Delegation to a Rehabilitation Assistant

4. Competency Generation/Mapping to NOS (Focus on Quality)

 Having agreed on the tasks to delegate, allocate and share the next stage was for clinicians to agree on how these should be performed. This involved them agreeing best practice, based on evidence, where available, or peer consensus. Tasks were then written into local competencies i.e. in a format which explicitly laid out how each task was to be performed (behavioural and functional elements). For the purpose of this project the definition of  competencies  is ‘the skills demonstrated to meet the requirements of a specific task’. In essence performance = competence in action. In this context the local competencies provide a detailed training document as well as a record of an individual’s ability to undertake the tasks. 

For this project these tasks also provided the focus for searching the Skills for Health National Occupational Standard (NOS) database. These NOS provided broad consensus of best practice across all the functions within a job description and not just the clinical elements. The local competencies derived from this process contextualised and evidenced the clinical NOS (see table 2 for example).

The NOS search was undertaken by the Project Leads following training from Skills for Health. This was done using job description statements as well as tasks from task analysis, and required a detailed clinical understanding of the services involved. These job descriptions were then submitted to Skills for Health for levelling of each role against the AHP career framework (see appendix). 

Job Description Statement
Skills for Health Competences (National Occupational Standards)
Local Competencies

‘Plans & implements individual assessments & treatments for patients’ 


CHS137: Implement mobility & movement programmes ….
Protocol based assessment for mobility & walking aid provision

Table 2 Example of Mapping Job description to NOS & Local Competency

5. Supporting Systems (Focus on Governance) 

 This step ensures that systems within the workplace are set up to enable the management of the risks associated with new ways of working. 

At an organisational level this means setting up clinical supervision & reflective practice for all staff. This ensures an explicit understanding of scope of practice for each role within the service, and provides quality assurance, risk management and on going staff development. 

At a team level it is vital to ensure communication networks are clear & robust. All staff need to know what they should feedback, when to feedback and in what way. Also they must know when to stop a given task. In the case of delegated work it is expected that any deviation from the plan is fed back to the qualified Practitioner. In the case of allocated work or skill sharing, staff should seek advice and support if the task is going beyond the protocol. An example of underpinning supporting systems is set out in table 3 below. As part of the project, both teams have implemented the systems as listed. 

Checklist
Tick and Date when completed 

Team Register
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Caseload allocation systems in place e.g. screening tool
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When to stop task:  local competency written
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All team members training to include above (qualified and non qualified)
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Frequency of routine feedback established
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Key issues to feedback established (outside of routine issues)
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Means of feedback established and all staff aware of these 
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Contingency plan established if a staff member is not available to receive feedback 
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Care plans are explicit about who does what
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System of clinical supervision established 
(for qualified and non qualified staff)
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System of reflective practice established

(for qualified and non qualified staff)
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Table 3 Supporting Systems Checklist

6. Training (Focus on Staff Development).

 This is facilitated by appropriate training of all staff.  Qualified staff are not taught about delegation as undergraduates and delegation skills are picked up once working which leads to the variation in practice observed. All qualified staff need training to ensure they understand how the competences have been derived and what the support staff are competent to do.

Support staff need to be trained so they are competent. This must be done     

     as per the competency by occupationally competent staff. All staff need   

     training to understand the communication systems regarding what,     

      when & how to feedback and when a task is to be halted. Work based  

      training for tasks appropriate for Assistant Practitioners and skill sharing     

     was identified (see appendix).

      Within this project a key outcome was to identify the educational needs for    

      the Assistant Practitioner role, and for skill sharing across qualified 

      Practitioners. The educational partners involved were University of     

      Bradford (Assistant Practitioner Role) and University of Huddersfield   

      (Interdisciplinary Roles).

      University of Bradford

Contact: Jane Priestley, 
Senior Lecturer/University Teaching Fellow

Division of Rehabilitation Studies

University of Bradford (01274) 236585

   Time Line

Noted below are the key events towards the development of the learning package for the new level 4 roles (Assistant Practitioner), the detail of which is shown in the Appendix. At the outset of the project the intention was the identification of educational needs for this role, whereas the outcome has surpassed this, with the development of the bespoke Certificate in Reablement.  During the meetings with the University it became apparent that a Certificate in Reablement would allow wider participation across Health and Social Care, thereby maximising flexibility of the workforce. The award recognises and accredits work based learning, and so tailors the content to the learner and service. This is an example of a ‘Shell Award’. 

· April 2011:  First cohort expected to complete Certificate.

· April 2010 : Certificate in Reablement (120 credits) – first cohort

· February 2010: Final Approval Event

· November 2009 : Phase 1  Approval attained

· October/November 2009: APEL process initiated with external consultant in conjunction with CHFT training department.

· October 2009: Consultation event at University of Bradford with key stakeholders

· September 2009: Phase 1 Approval sought.

· August 2009: feasibility meeting with CHFT training department.

· June 2009: Phase 1 Approval tabled

· May 2009: scoping of proposal initiated.

· May 2009: Consultation event with Rehabilitation Assistants 

· March 2009: meeting with CT & R Clinical Director, SHA & University to establish the need for this development.

· March 2009: Jane Priestley joined the Project Steering group.

· February 2009: Project Leads introduced to WYLLN and ESCALATE

· January 2009: Project Leads initiate meeting with Jane Priestley

(Minutes are available for all of the above)

University of Huddersfield

Contact: Sara Eastburn, Head of Division of Rehabilitation

                                        School of Human & Health Science

                                        University of Huddersfield (01484) 472911

Time Line

Noted below are key events in the development of post graduate, interdisciplinary learning. At this stage formal accreditation has not been included, as the study days will provide a pilot on which to base further work. 

The study days have been based on consultation with qualified clinicians, the details of which can be found in the appendix.

· Jan/Feb 2010: Post Graduate study days in:

1. The basis of clinical exercise prescription

2. The issuing of basic equipment

3. Modules of Cancer Rehabilitation (Masters level)

· November 2009:agreed content & format of delivery 

· October 2009:feedback to University service constraints of proposal

· September 2009:University proposal circulated to clinicians

· April 2009: report submitted to CHFT

· March 2009: shadowing exercise undertaken by University 

· February 2009: staff consultation event between University and clinicians.

· January 2009: Project Leads attended meeting with Sara Eastburn

· December 2008: Project Leads linked to University of Huddersfield

(Minutes/notes are available for all the above)

Using the Calderdale Framework, employers and education institutions are able to truly work in partnership to develop education packages.This approach follows SfH learning design principles of facilitating employers to describe the education and training needs to deliver current and future services and of current and future employees.

7. Sustaining  (Focus on Embedding & Monitoring) 

The Calderdale Framework has become part of organisational and team induction to ensure that all staff (new starters and rotational staff) understand and are trained in their role. This is under pinned within the Trusts PDR system and links with KSF.

Within the Directorate there is a protocol for the development of new competencies, along with standards for delegation. 

An outcome of the project in terms of sustaining will be the exploration of competency based job descriptions (see appendix 2).

LEVELLING TO AHP CAREER FRAMEWORK

Skills for Health have developed a tool to allow jobs to be ascribed a level on the Career Framework. This involves the use of an algorithm that gives weighting to elements of a job. The Career Framework for Health provides guidance for NHS and partner organisations on the implementation of the flexible career and skills escalator concept, enabling an individual member of staff with transferable competency based skills to progress in a direction which meets workforce service and individual need

The main thrust of the Career Framework is that it identifies role responsibility rather than a particular pay band which gives a consistency of language across national arena but with flexibility for local health organisations.

At this stage this tool is not available to employers, so roles within this project were levelled by Skills for Health staff.

The levelling tool consists of eight descriptors which have been extensively tested, and are organised into eight domains. The domains have nine levels with a series of statements which define the level within that domain. The Career Framework tool aggregates these domain levels to provide a single level - this is the Career Framework level.

Job descriptions for roles already established in the two teams were used, and where new roles were identified new job descriptions were written to reflect the skills and responsibilities of those roles. 

It was evident that understanding the context of some of the roles was needed to accurately level them. This was an issue with the band 3 role, the team coordinator role and the clinical lead role. In part this was due to the wording of the job descriptions, in that they that did not always fully articulate the detail of the role in context, which impacted on the levelling process. The result was that initially the band 3 role came out as a level 4 role, although clinically this was a level 3 role. The clinical lead and team leader roles were initially levelled to Career Framework level 6.  This has lead to the directorate revisiting band 3 and band 4 job descriptions, and an opportunity to further explore skill mix.

Appendix 3 gives an illustration of the rational for the levelling of the MacMillan Assistant Practitioner role.

GOVERNANCE OF THE PROJECT

The project followed Prince 2 methodology and therefore had the following governance structure:

Project Board:

This met every 4 months see below for its membership:

NAME
ORGANISATION
POSITION

Alison Strode
Skills for Health
Divisional Manager

Joanna Birch
CHFT
Clinical Director

Monica Slocombe
CHFT
Therapy services Manager

Rachael Smith
CHFT
Project Lead

Jayne Duffy
CHFT
Project Lead

Project Steering Group

This met every 8 weeks, where the group was updated on progress and issues arising were tabled. See below for membership of this group

NAME
ORGANISATION
POSITION

Joanna Birch
CHFT
Clinical Director

Chris Lamb
Skills for Health
Project Manager

Gael Stephenson
Skills for Health
Project Support

Rachael Smith
CHFT
Project Lead

Jayne Duffy
CHFT
Project Lead

Monica Slocombe
CHFT
Therapy services Manager

Judy Lennon
CHFT
Paediatric Services Manager (Governance Rep)

Lorraine Kershaw
CHFT
Team Coordinator (Rehab Rep)

Allan Hough
CHFT
Rehabilitation Assistant

Jane Priestley
Bradford University
Senior Lecturer

Sara Eastburn
Huddersfield University
Head of Division (Rehab)



Project Reference Group

This met every 3 months and was a valuable source of moderation and constructive advice for the products of the project. It helped ensure that what came out of the project met stakeholder’s needs. The membership of this group is shown in the table below:

NAME
ORGANISATION
POSITION

Joanna Birch
CHFT
Clinical Director (Chair)

Jayne Duffy
CHFT
Project Lead

Rachael Smith
CHFT
Project Lead

Nicola Byrne
CHFT
MacMillan Rehab Team Leader

Joanne Vaughan
CHFT
RAH Team Leader

Elizabeth Foley
SHA
AHP Lead

Alison Ackew
SHA


Jackie Turnpenney
Cancer Action Team
NW Region  Lead

Lorraine MacDonald
MacMillan
MacMillan development Coordinator

Janet Cawtheray
Calderdale PCT
Cancer services Commissioner

Claire Wilson
CHFT
Assistant Director Personnel & Development

Pauline Pilcher
CHFT
Union Convenor

The milestones for the project were set out on a GANTT chart (see figure 1)
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Project Steering Group * *             *     *     *

HEI Link             *

Senior user Link *
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Project Closure including evaluation 
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Figure 1 Project Gantt chart

CONSULTATION EVENTS

Throughout the project various stakeholders have been consulted with, detail of each consultation can be found in Appendix 8.

Key consultation events are listed below:

Time Line

· October 2009: University of Bradford hosted an event for NHS, Social Care, SHA, Skills for Health, Skills for Care, professional Bodies re proposed Certificate in Reablement.

· September/October 2009: 1to 1 interview with patient re impact of project.

· September 2009: CHFT Membership Council Board consulted re potential impact of project & new ways of working.

· May 2009: Support staff at CHFT & Calderdale PCT consulted re education needs.

· March 2009: University of Huddersfield shadowed & consulted with qualified staff re post grad education needs/opportunities.

· February 2009: Qualified staff consulted re post grad education needs.

These were undertaken to ensure the outputs of the project had value, not only to the patients and staff of CHFT but the local and extended health economy.

OUTCOMES

All outcomes as set out in the Benefits Realisation table have been met:

1. Competency based job descriptions levelled to the AHP Career Framework.

2. Two new level 4 posts being advertised in Rehabilitation at Home team.

3. Level 4 role to be operational in the MacMillan Rehabilitation Team from January 2010.

4. Competency training packs for level 3, level 4 and level 6/7 roles have been developed.

5. Linking with the National Cancer Network on implementation of cancer Pathways and the implications of competency based roles on indicative staffing.

6. Competence clusters developed for level 4 roles in both teams.

7. Certificate in Reablement phase 1 approval at University of Bradford (see appendix for course design).

8. Interdisciplinary training events planned at University of Huddersfield

The benefit evidence will be collected throughout 2010.

ADDED BENEFITS

The project has lead to several additional outputs which were not identified at the outset. These are listed below:

1. Nationally Transferable Role (NTR). 

 Skills for Health are in the process of developing a database of Nationally Transferable Roles, which identify NOS and indicative educational requirements for Assistant Practitioner and Advanced Practitioner as part of the 18 week pathway. The Assistant Practitioner role (level 4) within RAH has been accepted as an example of one of these NTR on the Orthopaedic 18 week pathway.

2. Links to West Yorkshire Lifelong Learning Network(WYLLN) & Escalate

 Escalate is part of the University of Bradford, and was specifically developed to address work based learning needs, in conjunction with recognising existing work based learning.  The project has enabled CHFT to become involved with the development of ‘Shell Awards’ at all levels.

3. Yorkshire & the Humber SHA

 As a result of the consultation events links have been made with our local SHA to explore the value of spreading this work across the region.

      RECOMMENDATIONS

As an early implementer of the AHP Career Framework we recommend   the use of The Calderdale Framework as a transformational tool to identify new ways of working, with the resulting clarification of roles, responsibilities and development needs which can then be levelled against the AHP Career Framework. The Calderdale Framework ensures that a process with objectivity and rigour is followed, thereby quality assuring the outcome for patients, staff and commissioners.

,

       In order to implement the AHP Career Framework we would recommend 

       a ‘train the trainer’ approach is taken. This would involve developing a     

       quality assured training programme which would allow consistent    

       application of The Calderdale Framework and Skills for Health tools. This   

       would not only facilitate new roles but also progression between them.

      The development of NTR’s which link to the AHP Career Framework  

      would greatly ease its implementation, given the time constraints and skill 

      required to search for appropriate NOS. As previously stated we 

      recommend the use of The Calderdale Framework to support the  

      identification and need for these new roles, otherwise uptake may be 

      limited.

      The process of levelling a role to The Career Framework is   

      based on the Job description. It is important therefore to ensure that the  

      current job description for a given role accurately reflects the skill set and   

      responsibility that the given role requires. 

      Future work needs to investigate the development of staff at levels 7 and 

      above, exploring opportunities to extend scope across disciplines,   

      interface with medical roles and the development of new 

      clinical/diagnostic roles, resulting in AHP led services. There needs to be 

      dialogue between professional and registering bodies in order to      

      accommodate these new workers. 

      Further work needs to be undertaken within service and HEI’s to maximise 

      the capability of the AHP workforce in a flexible & responsive manner.     

     This could also contribute to the debate over registration of support   

      workers and specifically the Assistant Practitioners.

The evaluation of identified benefits should continue for the next 12 – 18 months to measure the impact of the changes. This information will be shared with Skills for Health.
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APPENDIX 1 – PID

Skills for Health/Calderdale and Huddersfield NHS Foundation Trust.

Joint Project Outline Specification 

1.
Purpose of this document

The purpose of this document is to describe a proposed joint project between the Calderdale and Huddersfield NHS Foundation Trust and Skills for Health (SfH) in sufficient detail so that it can be signed off by the relevant sponsors and initiated. The Specification will cover the following:

· Background to the project

· Project purpose, main aims scope

· Sub projects and general timescales (each sub-project will have its own project plan)

· Project controls and management arrangements

· Initial project resources

· Quality Assurance arrangements

· Dependencies and linkages

· Initial Risk Log

2.
Background to the project

SfH is the health Sector Skills Council (SSC). Its strategic intent is to help develop a skilled, flexible and productive workforce for the whole health sector in all UK nations to raise the quality of health and healthcare for the public, patients and service users. 

· Engaging with health sector employers to ensure an authoritative sector voice on skills and workforce development

· Informing the development and application of whole sector workforce policies through research, evaluation and the provision of robust labour market intelligence

· Helping to develop and implement solutions which deliver a skilled, flexible and modernised workforce capable of improving productivity, performance and reducing health inequalities

· Championing and demonstrating the benefits of an approach to workforce planning and development that is based on the common currency of national workforce competences.

Over the past two years Skills for Health has been sponsored by the Department of Health to develop a competence based career framework for Allied Health Professionals. The framework has been designed to reflect all functions at all levels and grades of staff across the AHPs.

Since 2001 Calderdale and Huddersfield NHS Foundation Trust have been working on functional decision making model which provides a clear and systematic method for analysing & transforming services and managing delegation to support staff with skill mix review being inherent in the process. Once implemented it leads to the identification & development of task related competences which provide a comprehensive and robust training package for the support worker and ensure patients receive consistent, evidence based interventions. This model also helps derive appropriate tasks for skills sharing across professional (blurred boundary competences). 

On 1st May 2008 a meeting was held to discuss the prospect of being an early implementer for the Modernising AHP careers. This would bring together the work previously done at Calderdale and Huddersfield NHS Foundation trust and the recommendations of the Darzi review to inform service development.

3.
Project purpose, main aims

Project Proposal

· To move to the next stage of Modernising AHP careers to identify methods to: 

· Identify potential  workforce solutions for optimising quality and productivity

· Identify opportunities for Staff progression

· Make a contribution to the DARZI  National next stage  review

· Use findings to give advice and direction the AHP arena through impact analysis and case study.

· Identify training needs

· Develop links with the Cancer Action Team

Skills for Health’s Strategic Intent will be achieved in a number of ways including working with partners to:

· Support the development of innovative, patient and user focussed service redesign and new ways of working, including the use of existing, extended and new roles within modernised healthcare careers

· Promote the use of competence based approaches to planning and development through the production of frameworks, products, tools and guides which have an excellent reputation for quality and ease of use. 

· Demonstrate the benefits to the public, patients, service users and employers of a competence based approach to developing a more skilled, flexible and productive workforce.

· Identify possible innovative education, training & development solutions to reduce skills gaps.

· Champion the development of innovative education, training and development solutions, including e-learning.

Main Project Aims

· Demonstrate the strategic application of the national career framework. 

Early implementation of the Modernising AHP careers using the tools launched as part of the AHP project to identify and test the following:

· ‘Skill mix in MacMillan Cancer Rehabilitation and one other service. Apply the Calderdale Framework to the entire service with a focus on skill mix review and modernised service models’.

Apply the Calderdale Framework to an entire service based in Cancer services with a focus on modernised service models.

· Level 4- new role

Explore the development of a level 4 rehabilitation assistant practitioner in the Cancer rehab team and 1 other depending on local need.

Explore cancer and rehab therapist roles at career framework levels 5-7

4.
Scope of the project and key assumptions

The following table shows the initial assessment of the scope and deliverables from each project area

Priority / Scope
Timescale / Deliverables / Outcomes
SHA/AHP lead / Actions

1. Skill mix

Scope: The AHP’s required within the services 


Timescale – 12months

Deliverables : TBA

· Service Needs Analysis

· Functions/Competences identified

· Fitness for purpose – qualified & non qualified roles 

· Productivity improvement identified

· New ways of working identified 

· Workforce action plan

· Specify Learning programmes/qualifications

· Develop brief for use for commissioners

· Quality Assurance
TBA

2.New level 4 role

Scope: The AHP’s required within the services


Timescales 12 months

Deliverables: TBA

· Service Needs Analysis

· Determine service inputs

· Functions/Competences identified

· New ways of working identified

· Fitness for purpose – qualified & non qualified roles

· Productivity improvement identified

· Workforce action plan

· Specify Learning programmes/qualifications

· Develop brief for use for commissioners


TBA

5.
Project controls / management arrangements – including: 

This project will be managed using a modified Prince 2 methodology. Skills for Health has standard programme and project management guidelines. These will be discussed with SHA/AHP sponsors and project controls agreed that are fit for purpose for this project. As a starting point the following functions will be put in place:

· A Strategy/Steering Group 

· Project Board

· Quality Assurance process / reference groups (to be specified in relation to deliverables and projects

Appendix 3 comprises notes on the management controls that are used to establish SfH projects. The application of these for the joint project will need to be discussed and agreed.

An important aspect of the management controls will be to ensure that there are rules for making changes or escalation of issues

6.
Resources

£50,000 over period of 12 months

7.
Risks

The planning stage of this project will need to identify risks

8. Benefits realisation/impact assessment/equality impact assessment

These will be built into the project 

9. Evaluation

This will be built into the project.

PROJECT OUTLINE 

PROJECT
Summary of work
Milestones
Timeframe

1.Awareness raising  


engage management, staff, commissioner, service  user 
December 08 
November 08- December 08 



2.Service analysis


Identify functions and tasks to deliver service. Map to service user needs.  Potential for new ways of working identified. Metrics  identified
February 09
January 09-February 09



3.Task analysis 


use decision table to identify tasks suitable for delegation –  level 3 and level 4, and tasks suitable for sharing cross 

profession.
February 09
January 09-February 09



4.Competency Identification 


Map to SfH, local, identify protocols needed. 

                                                 
April 09
March 09 – June 09

4b. Competency generation 


Rule & skill – NVQ3

Knowledge based - HEI 

                                           Identify new ways of working.

                                           Map to AHP career framework
June 09
March 09 – June 09



5. Supporting Systems 


Local/regional : Local governance (Supervision/cpd)    

                                                                                                                                                                       KSF/Job descriptions/ Unions

                                          National:            HPC/CSP/COT/ McMillan


May 09
January 09 – May 09



6.Training 


competences (levels 3 and 4) Qualified staff (new ways of working)

Validation via NVQ & HEI      
July 09
March 09 – July 09



7. Sustaining 


Induction/PDR/KSF/standards.

Write jobs as competency. based job descriptions/person spec with KSF levels/CPD to reflect above. 

Link with cancer action team.

Evaluation.
Sept 09             
July – Sept 09             



Project Closure



October 09 


October 09 



 

Skills for Health

Notes on Project Control Structures

Project Strategy Group - or alternative arrangements for ensuring that:

· The requirements of commissioners / sponsors are clear and are summarised in writing as a project mandate and / or specification

· Relevant specific policy considerations that are relevant to the project are taken into account

· The project is consistent with sponsor  and Skills for Health’s overall strategy and business plan

The Strategy Group should be advised if in the view of the project manager or project board, the project exceeds its mandate for any reason.

The project strategy group is the place where, for example:

· Home countries’ / local policy variations that affect the project are considered

· Differences in view about underlying models and principles between different strategic stakeholders

· Project boundaries and expectations are set

The broad aim of the Strategy Group is to ensure that the Project Board and Project Manager have a clear mandate and the project itself can accomplish its task without becoming embroiled in unnecessary supra-project issues and debate. The Strategy Group should address these outside of the project management arena.

Performance Management

The Skills for Health Programme Delivery Committee undertakes an overarching strategic role across the SfH work programme, reviewing mandates, receiving reports, signing off products and maintaining a strategic view across all aspects of Skill’s for Health’s work on behalf of the Main Board. Sponsors may wish to include other performance management mechanisms within the scope of the management controls

Project Board

The project executive group. A small group working with the project manager to ensure that any risks are identified and assessed and the project is delivered to time and within the financial target set. The project manager is accountable to the chair of the project board for successful delivery of the project. The core membership of the board will normally include:

· Chair or nominee of the Strategy Board

· Chair or nominee(s) of the Quality Assurance Group

· Project Manager

· Executive member as chair

The first task of the project board is to approve the project specification and plan. In many instances the specification and plan may be compiled before the project board meets. In any event, the board must satisfy itself about the achievability and robustness of the specification and plan and any work carried out up until the date of its first meeting as the basis for further work. If it is not satisfied that the plan can be delivered within the agreed resources and assumptions the project board must advise the Strategy Group.

Quality Assurance Group
 / Network

A group / network of direct and indirect product / service users, the main role of which is to ensure:

· That the content of the product is right

· That the product has good face validity amongst relevant stakeholder constituencies

· Fitness for purpose of the product.

· Implementability of the product

This group must be independent of the Project Board. Throughout their work members of QA groups and networks must ensure that they:

· Respect and protect the values, beliefs, security, privacy, confidentiality, and codes of practice of all stakeholders

· Declare any conflicts of interest arising from their work for the Skills for Health

· Do not actively market other services and / or products  

The Quality Assurance Group will agree quality criteria for the products and determine how and when each product will be tested.  Where professionally recognised quality assurance frameworks are relevant to an area of work, these must be used. 

APPENDIX2 –EXAMPLE COMPETENCY BASED JOB DESCRIPTION

Calderdale & Huddersfield NHS Foundation Trust 

Clinical Therapy & Rehabilitation Directorate 

JOB DESCRIPTION 

Post:

Assistant Practitioner (MacMillan Rehabilitation Team)

Grade:

AfC Band 4

Location:

Based at Calderdale Royal Hospital but working in the community across Calderdale & Huddersfield

Responsible to:

MacMillan Cancer Rehabilitation Team Leader

Job Purpose/Summary:

The post holder will be working with people who have been diagnosed with Cancer resulting in a temporary or permanent disability. Work includes treatment and care of patients and also their carer/relatives where relevant. The post holder will undertake highly skilled support work as part of the Macmillan Rehabilitation team, working under indirect supervision of the qualified Occupational Therapist and Physiotherapist. Work will be carried out in the users own home, residential care or other community venues. This will involve taking responsibility for an identified and delegated caseload following assessment by a therapist and will involve some independent decision-making. Intervention will include implementing treatment pathways, monitoring of patient progression and making significant alterations to patient treatment programmes as required. It may include leading and assisting with group exercise and advice sessions, supervising individual treatment programmes, assisting therapists with complex treatment, and carrying out particular treatment approaches, assessing ordering and issuing basic equipment. The post holder will be required to undertake lone working. Administrative duties and general patient care across departments are required. 

Healthcare Associated Infection: Healthcare workers have an overriding duty of care to patients and are expected to comply fully with best practice standards. You have a responsibility to comply with Trust policies for personal and patient safety and for prevention of healthcare-associated infection (HCAI); this includes a requirement for rigorous and consistent compliance with Trust policies for hand hygiene, use of personal protective equipment and safe disposal of sharps. Knowledge, skills and behavior in the workplace should reflect this; at annual appraisal you will be asked about application of practice measures known to be effective in reducing HCAI. 

Main Duties and Responsibilities:

Clinical

· Supports qualified staff in initial assessments. 

· Plans & implements individual assessments & treatment pathways for patients requiring symptom management & exercise regimes, based on protocols.

· Organises, devises and amends/progresses treatment regimes. 

· Manage a small non complex caseload, using reflection & analysis.

· Undertakes functional treatment programmes to progress the patients abilities in ADL.

· Able to assess, prescribe & fit equipment for patients with non complex functional problems.

· Observes patients response to treatment including any new problems & takes immediate action & seeks advice from qualified staff as appropriate.

· Educates carers and patients.

· Assists qualified staff in delivery of therapy programmes. 

· Communicates effectively with colleagues, patients and carers, ensuring sensitivity is shown. 

· Demonstrates listening skills

·  Assist in toileting /personal care needs as required

· Maintain safe infection control by adhering to the Trust Infection Control Policy. 

Educational 

· Contribute to raising awareness of health & wellbeing with patients/carers.

· Seek & use appropriate support systems

· Contribute to own personal development 

· Provide information & teaching 

· Develop a good knowledge of the various cancer diagnoses & their treatments

· Participate in supervision 

Organisational

· Able to take responsibility for the days work in the absence of qualified staff, seeking managerial & clinical advice & support appropriately. 

· Assist in keeping departmental areas clean & tidy.

· Assist in maintaining a safe working environment for self, colleagues & patients.

· Organise & plan own workload, and assist in overall management of team workload. 

· Contribute to audit. 

· Participate in timely & accurate activity data & manage team data collection

· Responsible for specific administrative tasks 

· Contribute to raising the profile of the service. 

· Assist with orientation of new staff & students 

National Workforce Competences required

Common to LEVEL 4 Roles:

GEN22: Communicate effectively with individuals

CfA106: Use IT to exchange information

HSC21: Communicate and complete records for individuals

HSC234: Ensure your own actions, support the equality, diversity, rights and responsibilities of individuals

HSC22: Support the health and safety of yourself and individuals

IPC2: Perform hand hygiene to prevent the spread of infection

HCS_D5: Comply with legal requirements for patient/client confidentiality

ENTO WRV1: Make sure your actions contribute to a positive and safe working culture 

CHS118: Form a professional judgement of an individuals health condition 

CHS 36: Provide basic life support

GEN4: Prepare individuals for healthcare activities 

GEN6: Prepare the environment and resources for use during clinical/therapeutic activities

GEN7: Monitor and manage the environment and resources during and after clinical/therapeutic activities.

GEN8: Assist the practitioner to implement clinical/therapeutic activities.

GEN5: Support individuals undergoing healthcare activities 

HSC241: Contribute to the effectiveness of teams

GEN23: Monitor your own work practices 

CfA 105: Store and retrieve information

HSC23: Develop your knowledge and practice

GEN13: Synthesis new knowledge into the development of your own practice.

M&L D7: Provide learning opportunities for colleagues.

GEN36: Make use of supervision

AG2: Contribute to care planning and review

Specific to Rehabilitation Level 4 Role

GEN63: Act within the limits of your competence and authority

HSC24: Ensure your own actions, support the care, protection and well-being of individuals

HSC240: Contribute to the identification of the risk of danger to individuals and others

CHS168: Obtain a patient/client history 

PSL5: Undertake an assessment or re-assessment of a patient

GEN75: Collaborate in the assessment of the need for, and the provision of, environmental and social support in the community

CHS142: Test individual’s abilities before planning exercise and physical activities.

CHS41: Determine a treatment plan for an individual.

CHS44: Plan activities, interventions and treatments to achieve specified health goals. 

CHS135: Implement programmes and treatment for individuals who have restricted movement/mobility

CHS137: Implement mobility and movement programmes for individuals to restore optimum movement

CHS138: Assist in the implementation of mobility and movement programmes for individuals to restore optimum movement and function.

CHS 136: Assist in the implementation of programmes for individuals who have severely restricted movement/mobility

HSC223: Contribute to moving and handling individuals

GEN17: Contribute to the discharge of an individual into the care of another service

CHS11: Undertake personal hygiene for individuals unable to care for themselves

hfm_B3.1.7: Agree changes to interventions and treatments

GEN43: Monitor and review the rehabilitation process with the individual, their family, carers and other professionals

CHS55: Facilitate the individuals management of their condition and treatment plan 

GEN 36: Make use of supervision 

GEN12: Reflect on and evaluate your own values, priorities, interests and effectiveness

GEN14: Provide advice & information to individuals on how to manage their own condition

LLUK L11: Enable learning through demonstrations and instruction 

HSC329: Contribute to planning, monitoring and reviewing the delivery of service for individuals CHS138: Assist in the implementation of mobility and movement programmes for individuals to restore optimum movement and functional independence

HSC3100: Participate in inter-disciplinary team working to support individuals

HSC352: Support individuals to continue therapies

GEN8: Assist the practitioner to implement healthcare activities 

HSC226: Support individuals who are distressed

HSC350: Recognise, respect and support the spiritual wellbeing of individuals

APPENDIX 3: EXAMPLE OF LEVELLING TO AHP CAREER FRAMEWORK
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MacMillan Worker Band 4 - 16/12/2009

CF Scores


Descriptor scores
D Level

1. Knowledge, Skills, Training & Experience
4

2. Supervision
4

3. Professional and vocational competence
3

4. Analytical / Clinical Skills and Patient Care 
4

5. Organisational Skills and Autonomy/Freedom to Act
4

6. Planning, Policy and Service Development
4

7. Financial, Administration, Physical and Human Resources
4

8. Research and Development
2

Overall
4

Expected CF level (where an opinion made)
 

S1
JobID



MacMillan Worker Band 4
Job Title



Rehab
Key Function



Cancer
Health Area(s)



Rehab team
Staff Grouping



Calderdale & Huddersfield
Trust



16/12/2009
Date



 
 








1. Knowledge, Skills, Training & Experience
Level
 
 

Recalls basic general knowledge and uses language, literacy, numeracy and information technology to carry out straight forward tasks. AND Shows understanding of a small number of routine work procedures gained through short induction or on the job training.
1
 
Devises and amends progresses treatment regimes using own imitative and established knowledge and skills. Instruct patients and carers assess and prescribe equipment for non complex problems, demonstrate listening skills, provides information and teaching Develops thro formal and informal knowledge and training knowledge of cancer, manage data collection system Able to take responsibility for the days work in the absence of qualified staff seeking managerial advice and support appropriately

 Uses skills and key competences to carry out tasks where action is governed by rules defining routines and processes and recalls and comprehends basic knowledge of a work area. -  The range of knowledge involved is limited to facts and main ideas 
   OR
 Selects and applies basic methods, tools and strategies. And Recalls and comprehends basic knowledge of a work area. -  The range of knowledge involved is limited to facts and main ideas
2
 


Applies knowledge to a work area that includes processes, techniques, materials, instruments, equipment, terminology and some theoretical ideas AND evaluates different approaches to tasks 
   OR 
Uses a range of work area-specific skills to carry out tasks and show personal interpretation through selection and adjustment of methods, tools and materials AND evaluates different approaches to tasks.
3
 


Uses a wide range of work area-specific practical and theoretical knowledge. AND Evaluates outcomes in terms of planned approach used.    OR Develops planned approaches to tasks that arise in work or study by applying specialist knowledge and using expert sources of information AND evaluates outcomes in terms of planned approach used.
4
x


Uses broad theoretical and practical knowledge that is often specialised within a field and shows awareness of limits to knowledge base AND demonstrates ability to transfer theoretical and practical knowledge in creating solutions to problems 
   OR 
Uses broad theoretical and practical knowledge that is often specialised within a field and shows awareness of limits to knowledge base. Develops planned and creative responses in researching solutions to well defined concrete and abstract problems.
5
 


Uses detailed theoretical and practical knowledge of a work area AND utilises some knowledge that is at the forefront of the work area and will involve a critical understanding of theories and principles AND Devises and sustains arguments to solve problems 
   OR 
Uses detailed theoretical and practical knowledge of a work area AND demonstrates mastery of methods and tools in a complex and specialised work area and demonstrate innovation in terms of methods used AND devises and sustains arguments to solve problems.
6
 


Utilises highly developed specialised knowledge covering a range of procedures and underpinned by relevant broad based knowledge, experience and competence AND develops new skills in response to emerging knowledge and techniques 
   OR 
Uses highly specialised theoretical and practical knowledge some of which is at the forefront of knowledge in the work area. This knowledge forms the basis for originality in developing and/or applying ideas AND develops new skills in response to emerging knowledge and techniques 
   OR 
Demonstrates critical awareness of knowledge issues in the work area and at the interface between different or new work areas, creating a research based diagnosis to problems by integrating knowledge. AND Making judgements with incomplete or limited information developing new skills in response to emerging knowledge and techniques.
7
 


Uses highly developed specialised knowledge to critically analyse, evaluate and synthesise new and complex ideas that are at the most advanced frontier of a work area  AND extends or redefines existing knowledge and/or professional practice within a work area or at the interface between work areas 
   OR 
uses highly developed specialist/specialised knowledge to critically analyse, evaluate and synthesise new and complex ideas that are at the most advanced frontier of a work area AND researches, conceives, designs, implements and adapts projects that lead to new knowledge and new procedural solutions
     PLUS 
Applies advanced specialist knowledge across a work area or over more than one work areas acquired over a long period 
   OR  
in-depth & advanced specialist knowledge, experience and competence 
8
 


Applies advanced and highly developed theoretical and practical knowledge over a wide range of clinical, scientific, technical and/or management functions 
   OR 
Is accountable for ensuring all staff within area of responsibility have required skills and knowledge to deliver products of the highest standard and facilitate effective knowledge management to ensure evidence based practice and quality assurance.
9
 







2. Supervision
Level
 
 

Works under direct supervision and demonstrates personal effectiveness in straight forward and stable contexts.
1
 
Able to take responsibility for the days work in the absence, seeks advice and support appropriately

Works under close but not continuous supervision AND takes limited responsibility for improvements in performance in work contexts and within familiar, homogeneous groups.
2
 


Takes responsibility for completion of tasks and demonstrates some independence in work where contexts are generally stable but where some factors change. - which could include limited supervisory responsibilities.
3
 


Manages role under guidance in work contexts that are usually predictable and where there are many factors involved that cause change and where some factors are interrelated AND makes suggestions for improvement to outcomes.  
   OR 
Ongoing supervision of routine work of others AND makes suggestions for improvement to outcomes.  
4
x


Manages work independently that require problem solving where there are many factors some of which interact and lead to unpredictable change.    OR  Shows creativity in developing work, work is managed rather than supervised;    OR  appraise performance of others
5
 


Manages team and resources in environments that are unpredictable and require that complex problems are solved where there are many interacting factors 
   OR 
Demonstrates leadership for a work area.
   OR 
Shows creativity in developing projects and shows initiative in management processes that includes the development of others to develop team performance.
6
 


Demonstrates leadership and innovation in work contexts that are unfamiliar, complex and unpredictable and that require solving problems involving many