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Early Implementers: Feedback and Discussion
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PARTICIPANTS

Twenty three SLT Union Reps and Service Managers from sixteen Speech & Language Therapy Services: ten Reps, twelve managers or their deputies and one manager who is also a Rep (meeting organiser).  One SLT Manager who attended is also the RCSLT Councillor for Service Management.  Fifteen Trusts and PCTs and one SLT Service in the Voluntary Sector were represented.  (See Appendix 1, Attendance List, for details.)

EARLY IMPLEMENTERS FEEDBACK AND DISCUSSION:
CITY HOSPITALS SUNDERLAND (CHS)

Presentation by Anne Brewis, SLT Manager, CHS
prepared by Ruth Rayner, SLT Rep and CHS Staff Side ;LEAD ON JEr.
(See Appendix 2.)

The following points were raised during discussion:

· Job Analyst Training

· Nationally organised, courses last 4 days

· Very few courses planned across the country and at short notice

· DoH not recognising clinical commitments and family responsibilities

· Likely to be problems getting sufficient JAs trained


· Matching vs Job Evaluation

· Original estimate - 80% jobs would be matched using national profiles
· At CHS much less than 80% can be matched


· Locally agreed EI Job Profiles will be added to national JP set
· EIs can agree local profiles

· These have to be “ratified” nationally, but process not explained

· Unions and professional bodies will be involved nationally.  Any profile which is to become a nationally published profile needs to signed-off nationally by both staff and management sides.


· Job Evaluation Panels -Some Money for backfill.
· Concerns expressed by participants from non-IE Trusts that lack of backfill will mean rep’s and managers working huge amounts of unpaid over-time
· Knowledge & Skills Framework
· Kicks in after Job Evaluation

· Already collecting info on competencies & clinical skills


· Terms & Conditions
· National Draft document available

· EI sites to work out details and apply locally

· DoH will collect information on EI local agreements

· EIs will implement new national agreements, eg. retention premia


· Interim arrangements – Terms & Conditions
· Position not clear re “new starters” with EIs before AFC implementation date, ie. are they covered by old or new T&C?

· New graduates have some knowledge of AFC.  They know about the increase in hours for SLTs.

· Very important to communicate to staff re AFC in order to counter “myths”.  Aiming to keep people involved and informed about process through as many modes as possible.  

Examples of some of the issues that have been raised:

· Some staff are not aware that AFC is a national plan and believe CHS is imposing AFC as a local initiative
· Some staff do not understand that EI application was agreed with Staff Side and believe EI is being imposed by management
· Some staff  think that under AFC “everybody loses”
· Some staff think that with AFC “everybody wins”

· There has been discussion about updating job descriptions:  the JE handbook states that existing job descriptions must be used (p 38, paragraph 3.1)

· Staff awareness and involvement

· SLT Service ran an “away day” for managers and reps to start to plan for AFC

· Anne Brewis and Ruth Rayner have timetabled weekly slots when staff/reps can visit to discuss AFC

· Ongoing working groups that staff can join

· Issues for CHS Staff Side

· Not enough Reps across the trust - but amicus has recruited several new Reps.

· Arrangements put in place for trade union facilities time

· Amount of money for backfill

· AFC is a huge project requiring a LOT of time to implement

· Amicus: MSF & AEEU need to work more closely together
· Timetable for implementation

· Very challenging, some other duties compromised due to amount of work
· Other participants felt that their clinical services risked being unacceptably compromised by an unrealistic timetable
· Managers and staff reps both affected
· Concerns about stress, exhaustion, effects on personal and family life, physical & mental health. Recognised need to support each other.

· National Guidance

· Some discrepancies in written guidance issued, need to feed back to centre re anomalies 

· Next set of guidance may be too late for some EIs:- due July – Sept but EIs must be finished by December

· EIs are “pilots” but there is no “detailed map” – some of the essential guidance and structure are missing


· Purpose of Early Implementation
· Major concerns that the inflexible, rushed timetable for the first and second waves of EIs does not allow for lessons to be learnt and applied to EIs themselves

· Major concerns that the Government’s intention to give all Trusts Foundation status, dependent on implementation of AFC, will lead to further waves of EIs before lessons can be learnt and applied

· Job Descriptions
· Major concerns that the matching process will be invalid if out of date job descriptions are used, even if extra information is added by reps (JE handbook p 38, 3.1).  The experience of the last SLT regrading was that some local panels discounted supplementary evidence and gradings were inappropriately low when based solely on the content of JDs.

· JE handbook position on JDs conflicts with advice from Best Practice Facilitators at NHS Confederation AFC road-shows, who stressed need to use AFC terminology in JDs.

· JDs for new posts will be written in “up to date” language reflecting AFC, so new posts are likely to score higher than similar posts that already exist

· Concern that the time taken by reps and staff to collect, collate and present “extra information” would be better spent bringing JDs up to date

· Concern that there is no “pro forma” for either JDs or “extra information”, potentially invalidating AFC as an “equality proofed” system for jobs that are matched rather than evaluated

· Job Evaluation and Analysis
· It is likely that the majority of NHS jobs (perhaps 80%) cannot be matched to national profiles and will need to be evaluated (JE Handbook p 41-42)

· The timetable for EIs, AFC roll-out and the drain on resources (management, reps and staff) has been based on an estimate that only 20% jobs would need to be evaluated

· Government needs to re-think the EI and AFC timetable and ensure extra finance to minimise impact on services
SLT JOB PROFILES WORKSHOP

The four proposed SLT profiles had been distributed by before the meeting.  Copies of the Job Evaluation and Knowledge & Skills Framework Handbooks were issued at the meeting.

Participants were asked to answer the following questions:

1. Is this profile recognisable as a match for any post in your service?

2. Have you got any comments about this specific profile?

3. Is this profile acceptable?

Participants were asked to focus on these issues and to refrain from consideration of the salary scales attached to the scores for these profiles.  Several general points were raised during the discussion of individual profiles and some points were repeated for different profiles.  These have been collated and are presented first.  The General Points and should be understood to apply to all the profiles.


General Points:

1. The titles of profiles are a problem, as they create expectations of a “match” with real posts that have the same job titles.  The same job titles are used to refer to very different posts in different SLT services.

2. For all profiles there was mismatch between overall competence and the level of some specific responsibilities mentioned.  Higher level responsibilities have been assigned to profiles that are otherwise recognisable as posts requiring a lower level of knowledge, skills and experience.

Use of these profiles will result not just in an inappropriate down-grading of posts but also a longer-term problem, that is, in the assignment of duties and responsibilities to post-holders who are not competent to undertake them.  Some of these higher-level duties involve responsibility for budgets and there is therefore a risk of financial mismanagement and inefficient service delivery.


3. SLT Profiles issued so far:

· RCSLT is not happy with them

· Kamini Gadhok, RCSLT CEO does not feel they reflect the outcome of the national workshop

· Sue Rothwell will be chairing the RCSLT Service Management Board meeting next Wednesday and offered to raise concerns expressed at the meeting today

4. The biggest problem for SLT is that “communication” is listed as a general factor and that one of the principles underlying JE s that you cannot score the “same thing” twice.  This means that the clinical skills of SLTs are not scored appropriately.  The profile for a Newly Qualified SLT should score at least 5 for “Clinical Communication” and more skilled SLTs should score higher.  The existing factor for “Communication” should be scored separately as a “General Communication” factor.

The JE factors do not recognise that a newly qualified SLT must, by nature of the job, have a higher level of knowledge about and skills in “communication” than any other heath service worker.  More experienced and competent SLTs will have higher level skills again.  

There is a difference between communication being important to successful intervention and communication being the means of intervention.  In this respect there are similarities with other professions who use communication as the means to bring about changes in understanding, attitudes and behaviour.  This task is most challenging when the patient has communication problems and the changes in understanding, attitudes and behaviour relate to communication itself.

Other professionals might need to demonstrate high level communication skills in gaining the trust, compliance and cooperation of patients.  However, there are several ways to demonstrate the difference between these interventions and those of SLTs.


· Level of understanding and consent to treatment.  
SLTs are called in to assist in obtaining informed consent and in evaluating whether informed consent has been given, in cases where it is impossible for others to do this because of severe communication impairment.

· Level of patient awareness for a treatment to be effective.  
Many treatments can be delivered effectively when patients are comatose or unconscious.  Communication with the patient is not therefore a necessary part of the treatment, but might be an adjunct to treatment.

· Level of patient compliance for a treatment to be effective.  
Many treatments can be delivered effectively if the patient agrees to be a passive recipient of intervention.  Communication is therefore a precursor to treatment, not a part of the treatment.

· Level of patient cooperation for a treatment to be effective.  
Not all treatments require the active cooperation of the patient.  However, all SLT intervention requires the active cooperation of patients who have communication problems.

· Level of patient participation and control for treatment to be effective.
Not all treatments require active patient participation and control, some are designed specifically for patients unable even to be aware of or cooperate with treatment.  However, where these are essential to effective treatment and the patient has severe communication problems, SLT skills are required to ensure this.

These issues are not reflected in the JE factors, which are separate from the “technical” aspects of SLT, such as knowledge of linguistics and anatomy, ability to administer and interpret standardised tests, etc.  We acknowledge that some other professions are also involved in treatments aiming to change behaviour through effective communication, including clinical psychology, psychotherapy, some aspects of mental health nursing and health visiting as well as the important roles of bi-lingual co-workers and communication facilitators for the deaf and deaf-blind.  

The whole AFC JE exercise (the JE Handbook, factors, scoring and profiles) is deficient in that it reflects a “medical model” of health care, in which health professionals deliver prescribed “treatments” (drugs, surgery, ultra-sound, etc.) which “act on” the mind and/or body of the patient.  To this extent it fails to understand, recognise and value the importance of:


· communication as a method of treatment

· communication impairment as a subject of treatment

· SLTs contribution to obtaining informed consent, compliance, cooperation, participation in and control of treatment


5. General dissatisfaction with the loss of the three-point scales.  
 “Broad bands” removed incentives and rewards and were a retrograde step.  Anticipated unfairness on assimilation to broad bands, with “seniority” being rewarded more highly than responsibility.  Expectations that this would repeat some of the injustices of the 1990 SLT regrading, which led to ill-feeling, reduced morale and some SLTs leaving the profession or seeking work elsewhere.

6. Freedom to Act:
Band definitions for “freedom to act” fail to take account of clinical autonomy so cannot score higher than 4 for clinical responsibilities.  The scoring system for this factor does not reflect differences in clinical responsibility between professions and therefore discriminates against SLT and other professions with clinical autonomy. 

Comments on individual proposed SLT Profiles

492/493: “SPECIALIST SLT TEAM LEADER”

Q.
Is this profile recognisable as a match for any post in your service?

· Some similarities with a “Clinical Coordinator” (Middlesbrough PCT)

· Some similarities with a “Specialist” (North Tees PCT)

· Not recognisable as a “Team Leader” (North Durham Adults)

Q.
Have you got any comments about this specific profile?

· Combines/confuses “leads” and “manages” – SLT “leads” do not usually “manage” services

· Title is misleading when you look at the content

· If used to “match” to an SLT service management post, would be a downgrading

· The responsibilities for financial, physical and human resources are too high when compared alongside the scores for clinical factors – suggests either a post that includes non-clinical responsibilities above the level of competence that can reasonably be expected or under-scoring of the clinical skills required for the job

· Problem for small services that need specialist, clinical leadership posts but where there are no teams to lead

Q.
Is this profile acceptable?
NO

488R
“SPEECH & LANGUAGE THERAPIST”

Q.
Is this profile recognisable as a match for any post in your service?

· Not recognisable for any one post in any service represented

· Partial similarities with individual posts in a wide range from newly qualified therapist to beyond two years post qualification

Q.
Have you got any comments about this specific profile?

· The responsibilities for financial and physical resources (“small equipment budget”) are too high for a profile that otherwise suggests a post that could be appropriate for an SLT one year post-qualification

· The range of scores for factors suggests that too many jobs at different levels of responsibility have been squeezed into one profile

· Factors have been scored lower than an “equivalent” Band 5 Physiotherapy post (JE handbook p 99)

· Factor scoring does not reflect cognitive demands

· Factor scoring does not reflect freedom to act (clinical autonomy) when compared with scoring for professions which do not have clinical autonomy

Q. Is this profile acceptable?
NO

L83 “SLT SECTION MANAGER”

Q.
Is this profile recognisable as a match for any post in your service?

· Similarities with “Head of Dept” posts (North Tees PCT)

· Similarities with posts that are titled head of a specific part of an SLT Service, eg. “Head of Paeds, Head of Adults” (Middlesbrough PCT, South Tyneside PCT, City Hospitals Sunderland, Gateshead PCT, Hartlepool PCT).

· Similarities with “Clinical Lead” posts (Northumbria Care Trust, North Tyneside PCT)

· However, crucial differences are that none of the above would hold a budget and all would be clinical specialists

Q.
Have you got any comments about this specific profile?

· Use of a title that does not already exist is helpful in avoiding inappropriate matching with real posts with similar titles

· Concern that the importance of clinical expertise in this role has been ignored

· The profile suggests a restructuring of services, with budgetary responsibilities being devolved to a level where it would be difficult to retain economies of scale, there would be duplication of effort, difficulty sharing scarce resources and post-holders time would be diverted to the development of financial management skills rather than clinical expertise and professional leadership

· The scoring for factors 2, 3, 4, 7, 9 and twelve is too low and does not reflect actual levels of responsibility.  Scoring for “real life” responsibilities results in the profile being banded at 8b

· Knowledge and Skills: refers to academic qualifications only.  Other pathways should be recognised and the fact that academic qualifications are not always available.  There is no acknowledgement that with new qualifications, post-holders might be running or making a significant contribution to new courses rather than attending them.

· Analytical and Judgmental Skills: The range quoted is too limited and there should be reference to service delivery for this type of profile, there is no recognition of strategic issues, only individual clinical issues.  A newly qualified therapist should score 3, more responsible posts should score 4 and this profile suggests a post that would score 5.
· HR Responsibilities: The level described should score 4.
Q.
Is this profile acceptable?
NO

L82
“HIGHLY SPECIALIST SLT”

Q.
Is this profile recognisable as a match for any post in your service?

· Some vague similarities with “Clinical Coordinator” posts (North Durham Adults) and “Clinical Leads” (Gateshead) although the latter would not meet all the criteria and are also more specialist than this profile suggests

Q.
Have you got any comments about this specific profile?

· Some similarities with the L83 “Section Manager” profile

· Very vague profile, difficult to relate to any real posts

· The “lead role” responsibilities are described and scored at a lower level than would be expected or required in real life

· Many real “specialist” posts would match the profile if R&D responsibilities were removed or described at a lower level

· If truly “highly specialist” then “Communication” should score 6 using the current system

· “Experienced to Masters equivalent” needs clarification

· No recognition of the expectation or requirement for specialist posts to have a role outside the employing Trust, let alone within the employing Trust

· Planning and Organisation: score is too low for this type of post.

Q.
Is this profile acceptable?
NO

AMICUS-MSF POLICY ON NHS

Decisions from the 2003 Policy Conference had been distributed before the meeting and were also read out to the meeting.  Participants were pleased with the union’s position: on the need for Agenda for Change to be adequately financed; for rep’s to be supported by back-fill and adequate facilities time; for the experiences of EIs to inform future work and decisions on AFC.  

SLT-RAMP CO-ORDINATING GROUP

Agreed: Amicus-MSF SLT ROAC and the NRGSLTM to identify members of a co-ordinating group for future activities.  Liz Panton happy to assist with communication and distribution of information by email and website.

Liz Panton

Amicus-MSF Rep/Head of Service, Communicate

SLT-RAMP email list organiser: http://groups.yahoo.com/group/SLT-RAMP/
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THOUGHTS FROM AN EARLY IMPLEMENTOR

City Hospitals Sunderland (CHS)

NATIONAL LEVEL

JE:

1. Await profiles

2. Await further guidance notes

3. Computer system nearly set up

4. Training for matchers and analyst/evaluators going ahead

Issues:

1. Hard to be clear about detail of process whilst awaiting guidance

2. Not sure re profiles who to contact, status of profiles, how to respond to them

3. Harder to implement JE if not sure if will be doing on paper/pc

4. Not enough people getting through training

KSF

1. KSF will really "happen" after JE

2. El's being trained in KSF (small group so far)

3. Starting to collect info re competencies, clinical skills etc

4. KSF road-shows this month

TERMS AND CONDITIONS

· National draft document available for T&C group in EI

· EI site to work out detail and apply locally

Issues

· Collecting evidence of local agreements

· Local vs new national agreements e.g. on call recruitment and retention premia

· Understanding detail of implementation

· New starters in interim

· Hours/Overtime/holidays in interim: mix of benefits and costs to all

CHS JOB EVALUATION AT LOCAL LEVEL

MATCHING

· 20 matchers trained: 10 x Staff Side & 10 X Management

· (but matchers/line managers and colleagues realising time implications....may lead to implementation problems)

· Some money for backfill but ?enough and backfill with who?

· 502 job titles

· approx 300 different roles (4500 staff)

· Possibly approx 140/170 profiles could be used

· Probably approx still 160 jobs to analyse/evaluate

Time:

· At most conservative, estimate 10 panels per week for 10 ‑ 12 weeks 

· Matchers spending 2 days per week for 10 ‑12 weeks

Scheduling:

· How to plan exercise?

· Grouped jobs into families

· Aim to try and match families

· But, Immediate family or extended family?

e.g.

· All Specialist SLTs or Adult, Paeds and Special Needs SLTs or

· All D grade nurses or by directorate or by ward

· Family groups are likely to get smaller (therefore more matching panels ... )

JOB ANALYSIS/EVALUATION

· Probably high proportion of CHS jobs to be evaluated

· Varies from trust to trust ++, many similar to CHS

· So far 6 analyst/evaluators trained

· Some matchers also been trained in JA/JE 

· Ideally need 50 JA/JE (25 x Staff Side & 25 x Management) 

· If cannot get more training, process will be held up

· Matchers cannot do all matching and big chunk of JA/JE 

· (time/sanity!)

THE PROCESS

Time scales:

· Finished by Dec 03

· Estimate 6 weeks from start to finish to evaluate one job

· Timescales are very challenging

For matching and job analysis/evaluation have:

1. Project plan

2. Terms of reference

3. Codes of conduct for panels

4. Flow chart detailing processes

5. JE newsletter

6. JE road-shows

7. E‑mail address/site for staff to contact CHS JEWP directly

8. Initial guidance to business managers re job families

9. Matchers doing practice‑matching sessions

NB: National guidance provides framework only

· All detail of process to be arranged locally

· (apparently good for developing one's moral fibre!)

· No proformas for job descriptions etc 

· Have been able to use DOH AFC training material in CHS road-shows
ISSUES FOR‑ STAFF SIDE

Need enough reps in all areas (but issue for line managers/depts re time off etc)

CHS, has amicus members in:

· SLT

· Path labs: haematology, biochemistry, histopathology, microbiology

· School nursing

· Sexual health

· Chaplaincy

· Dental lab

· Audiology

· Phlebotomy

· Optometry

· Pharmacy

· Estates

· Electronics

1. Pharmacy and Path labs are big groups

2. Amicus‑MSF and amicus‑AEEU, currently still working separately, but in effect one organisation, but different FTOs etc

3. Staff need to get organised, communicating with all these groups requires IT support/access

4. Info sharing is a major task'

5. For staff involved in working parties impact on ordinary job is massive

6. Staff side and Management side keen to work in partnership so far in CHS

7. Will be challenges

8. Recognise need in CHS for Staff Side and management in JE to support each other

ISSUES FOR SALT
· Status of profiles

· How to consult

· How to feed back

· Thorny issue: 

· Does profile reflect SLT jobs ... but salary is unacceptable? 

· Or.. does profile not reflect SLT job, in which case, it does not match.

· An even thornier issue: Need to separate out JE system from pay

· Staff report concerns (see Gill George) re:

· <pay,

· >hours,

· In truth we cannot say any jobs will/will not match a profile until they have been through the process but...need to ensure that job packs are comprehensive and reflect what we do. Need to provide evidence.

· Need to coordinate/communicate regionally


· Balance this with '''freedom to act" within. EI s


· Need to link with other EI sites... but DOH to have hands off approach re detail of implementation...looking at "trends" in process

Communication Wheel

Main issue

Although the aim is partnership, everyone has their own level of knowledge, interest and agenda.  These may not always match!  The aim of AFC is to achieve equality in the NHS but for individuals who feel they may lose out, this is a bitter pill to swallow.
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WHAT NEXT:
1. Plan the timetable

2. Aim to start matching w/b 21/7/03

3. Aim for right people in right place - with right documentation and a working pc!

4. Need to work several weeks in advance to enable staff to get JD/job info up to date

5. Investigate possibility of local training in JA/JE (with NEAS)

6. Identify JA/JE trainers for trust. 
(Ruth and HR Manager identified. Have committed themselves to running course for CHS analyst/evaluators if get DOH support.)

7. Likely to start with groups that have profiles out and in 
areas can group jobs together more easily

8. Will do jobs where profiles may be coming out in future late in process

Ruth Rayner, July 2003
