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Introduction

1. This audit was carried out by the National Nursing Leadership Project in order to better understand the development of nursing leadership in the first and second wave Primary Care Trusts (PCTs). This involved a postal questionnaire and follow-up telephone interview with nurse board and executive members from PCTs, supplemented with clarification interviews with other PCT staff such as nurse managers and co-opted nurse advisors. This ensured that every PCT has been contacted in a number of ways to validate the information.

Key Findings

2. It is quite difficult to identify how PCTs are providing nurse leadership within their organisation. Because PCTs have been given free reign to develop their own approaches to nursing leadership and management, there are a number of different models that have emerged. At a simple level, there are two basic models:


· Type A PCTs – these are PCTs which have a full-time nurse director or manager who sits on the Board and Executive.

· Type B PCTs – these are PCTs which have a part-time clinician who sits on the Board and Executive.


3. There are also a few PCTs who are still in the process of creating their structures so their approach cannot yet be determined.

4. There is no “One Best Model” for providing nurse leadership within a PCT. A large number of PCTs are developing clinical-managerial working arrangements which seem to be working well, with either a clinician on the board and manager on the executive or vice versa. A number are also accessing nursing advice externally to the PCT, either linked to local community trusts or further afield. What is clear is that if the nurse leadership is provided by clinical nurses, then there is a need for strong managerial and administrative support to help them cope with the workload, and if the nurse leadership is provided by nurse managers then there is a need to establish strong links with the local clinical community to help empower clinical nurses.
5. Many Clinical Board and Executive nurses are experiencing time pressure to fulfil all the aspects of the post into a part-time role. The time commitment for part-time clinical Board Nurse varies considerably, and a number of nurses commented that they work more than they are “officially supposed to”, usually squeezed in around clinical commitments or at home in evenings and weekends. 

6. One area of concern is whether PCTs have access to advice and support from a senior experienced nurse. When examining acute trusts, it is easier to identify senior nurses through a combination of their job title, level of remuneration and whether they sit on the Trust Board or not. None of these indicators are consistent in PCTs, so for example a number of Directors within PCTs do not have a board position, and have levels of reimbursement comparable with middle or senior managers within acute trusts. The individual characteristics of board nurses and the level of reimbursement are poor indicators of the level of seniority, with full-time managers on the board paid anything from £25,000 to over £60,000 per year. Also, some of the part-time board members sit on Boards of nearby community trusts as either Directors of Nursing or as professional advisors.

7. Many Board and Executive nurses feel quite isolated, and there is a strong desire to share practice with colleagues from other PCTs and to develop networking and support mechanisms. Many nurses feel that are receiving good levels of support at a local level and can access courses, development opportunities and regional director networks, although a number feel that they are treated differently from acute trust nurse directors.
Nurses’ development to date varied considerably:


8. 64% of all respondents had a Personal Development Plan, and there were no significant differences between Executive nurses compared with Board nurses, or with clinicians compared with managers. Most of those that did not have a plan either identified it as something they needed to do or were in the process of developing one.


9. 79% of all respondents had been on development programmes or courses relating to their PCG or PCT roles, although 84% of Board nurses had been on these compared with 75% of Executive nurses. There was no significant difference between clinicians and managers. 


10. 31% of all respondents had a mentor, although these were much more common with Executive nurses (45%) than with Board nurses (16%). There was no significant difference between clinicians and managers.


11. 18% of all respondents were in a learning set, although managers were more likely to be in a set (29%) than clinicians (13%), and Board nurses were much more likely to be in a set (28%) than clinicians (10%).

12. 63% of all respondents identified specific skill training which they needed, with clinicians much more likely to want this (73%) than managers (43%). However, only 8% of respondents actually wanted an additional formal qualification. This suggests that it is the skills and knowledge themselves which are most important rather than particular courses or qualifications. Specific skills training required was as follows:


· Finance skills (identified by 18% of respondents)

· Presentation skills (13%)

· Assertiveness training (11%)

· Commissioning (8%)

· Performance management (8%)

· Political and policy environment (8%) 

13. 60% of respondents identified networking opportunities as important to their development, particularly Board Nurses (79%). Many of those who had been on development programmes already identified the networking and sharing of information and good practice as the highlight of the programme.

14. 19% of respondents felt that they were vague or uncertain as to what their role involved. 16% of respondents felt feeling isolated in their role, and this was more pronounced with clinicians (25%) than with managers (7%). This also seemed linked to time pressure, particularly for clinicians.

15. The development of Clinical Strategists (clinical nurses operating at a strategic level) could have implications for future nursing career paths as well as the future of nursing management. If Clinical Strategists are judged as a success in Primary Care Trusts, then the model could easily be rolled out to all NHS Trusts and strategic bodies, bringing into question the role of nursing management. Potentially this could mean that senior nurses operating at board level will be clinically active in the same way that Medical Directors currently are.

Policy Background

16. PCTs are the next stage of evolution for Primary Care Groups (PCGs), with the first established in April 2000. They have four key areas of responsibility, namely:

· Improving the health of the population

· Developing primary and community health services

· Commissioning hospital and community services

· At level 4, providing community health services (HSC 1999 (167)).

17. PCTs have a unique structure within NHS organisations, as they have a Board and a Clinical Executive, as well as a management team. The structures of these were set out in HSC 1999 (246), and are as follows (see Figure 1):

18. PCT Board

· Lay Chair 

(appointed by the Secretary of State)

· 5 Lay members 
(appointed by the Secretary of State)

· Chief Executive

· Director of Finance

· 3 members of the Clinical Executive (inc. the Executive Chair, one of whom must be a nurse and one of whom must be a GP)

19. PCT Executive

· The Chief Executive
(also on PCT Board)

· Director of Finance
(also on PCT Board)

· 3 Professionals
(also on PCT Board)

· Plus up to 8 other clinical professionals drawn from the PCTs local professional community (e.g. GPs, nurses, Allied Health Professionals, public health specialists, pharmacists, dentists, etc).


Figure 1 – PCT Structure

20. The guidance emphasized the need to have practicing clinicians on the executive and board, as well as a lay majority on the board, although there is considerable flexibility in how this is achieved. In terms of nursing leadership, there are a number of possible places that the nurse leader” could sit within the PCT structure (see Figure 2).

Figure 2 – Nurse Leadership within the PCT Structure

· A – Nurse is a full-time director or manager who sits on the Board and Executive

· B – Nurse is a part-time clinician who sits on the Board and Executive

· C – Nurse is a full-time director or manager who sits on the Executive

· D – Nurse is a full-time director or manager who does not sit on the Board or Executive

· E – Nurse is a part of another organisation and is “bought in” to give professional advice

· F – Nurse is a part-time clinician who sits on the Executive

21. Therefore, if you are looking for the person or people who are providing strategic nursing leadership for the PCT, there are number of locations that need to be examined. It is not sufficient only to look at nurse managers or only at board-level appointments. It is not even enough to look for a single individual, as a number of PCTs appear to be providing nurse leadership through a combination of two or more nurses with complimentary skills (e.g. nurse managers and clinical staff).

22. This framework will be used later to describe the different approaches used by different PCTs, and the important thing to note is that the guidance did not give a strong steer on the approach to be used by either first or second wave PCTs.

23. It has proven quite difficult to identify how PCTs are providing nurse leadership within their organisation. We have also been auditing first and second wave PCT to find out how they are providing nursing leadership, and have found that this is a much harder question than it at first appears. 

24. Two examples may help to illustrate the problem:

· PCT A has a nurse on the Board who works 5 days a month for the PCT and has a similar clinical colleague who sits on the PCT Executive. They also employ an experienced Community Trust Director of Nursing to provide strategic nursing advice and leadership in an associate capacity to the PCT Board.

· PCT B has a nurse on the Board who is also the full-time Director of Nursing with overall operational management responsibility as well as providing strategic nursing advice and leadership.

25. Whilst both of these PCTs are accessing strategic nursing advice and leadership from an experienced senior nurse, this may not be apparent, depending on the question that is asked. If the question is “Do you have a full-time nurse director on the board?” PCT A would answer no and PCT B yes. If the question is “Do you access strategic nursing advice?”, PCT A would answer yes, but PCT B may answer no, as they feel that they already have this “in-house” as part of their Board. There is a real danger that if the PCT structure is not fully understood then PCTs are unfairly branded as providing poor nursing leadership or conversely held up as examples inappropriately.

26. We have also found that different responses are given depending on who is spoken to in the organisation, and as a result we are communicating directly with the Board and Executive nurses themselves. This is identifying where the senior nurses are in the PCT (whether on the Board, Executive, part of the management team or being bought in), although it is already apparent that a number have no access to senior nurse advice at all and some have no nurses on their Board.

First and Second wave PCTs

27. There were 17 PCTs established in April 2000 and 23 PCTs established in October (see Table 1).

Region
1st wave  April
2nd wave October
Total

Eastern
6
2
8

London
2
1
3

North West
1
4
5

Northern
0
4
4

South East
2
2
4

South West
2
5
7

Trent
4
1
5

West Midlands
0
4
4

Total
17
23
40

Table 1 – Distribution of 1st and 2nd wave PCTs by Region
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Figure 3 – Number of nurses on the PCT Board
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Figure 4– Number of nurses on the PCT Executive

First and Second wave PCTs – approaches used for nurse leadership

28. Because PCTs have been given free reign to develop their own approaches to nursing leadership and management, there are a number of different models that have emerged. At a simple level, there are two basic models:


· Type A PCTs – these are PCTs which have a full-time nurse director or manager who sits on the Board and Executive.

· Type B PCTs – these are PCTs which have a part-time clinician who sits on the Board and Executive.
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Figure 5– Types of PCT Nurse Leadership
(NYA – Not Yet Appointed)

29. Some PCTs are still in the process of creating their structures (NYA – Not Yet Appointed), so their approach cannot yet be determined. 


30. What we found was there is no “One Best Model” for providing nurse leadership within a PCT. A large number of PCTs are developing clinical-managerial working arrangements which seem to be working well, with either a clinician on the board and manager on the executive or vice versa. A number are also accessing nursing advice externally to the PCT, either linked to local community trusts or further afield. What is clear is that if the nurse leadership is provided by clinical nurses, then there is a need for strong managerial and administrative support to help them cope with the workload, and if the nurse leadership is provided by nurse managers then there is a need to establish strong links with the local clinical community.

31. Although the Type A and Type B typology is useful, it is fairly crude and does not show the variations within each model. For example, Type B PCTs (with a clinical nurse board member) have a variety of approaches to supporting clinical nurses with nurse management support.

32. To illustrate this, there are three additional models:


· Type B - C PCTs – these are PCTs which have a part-time clinician on the Board, supported by a senior nurse manager on the Executive

· Type B - D PCTs – these are PCTs which have a part-time clinician on the Board, supported by a senior nurse manager who is not part of the Executive

· Type B - E PCTs – these are PCTs which have a part-time clinician on the Board, supported by a senior nurse manager from outside the PCT
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Figure 6– variations on the Type B model

33. Within the Type B model, are a number of variations, as shown in Figure 6, and it is clear that the B-C model (Clinical Board Nurse supported by Nurse Manager on the Executive) is the most popular, although this is less popular with the second wave PCTs. It is worth noting as well that a large number of PCTs are accessing senior professional support from outside the PCT, although this also includes senior nurses who are on the board of the PCT, but are employed by another organisation (e.g. local community trust). 

Characteristics of Board Nurses
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Figure 7– Date of appointment to the board
(NYA – not yet appointed)


34. There is a wide variation in the month appointed to the board, with some nurses being appointed several months after the PCT was established (see Figure 7). Managerial appointments (which also have a board role) in particular seemed to be appointed months after the PCT become operational, although this may be a natural consequence of the “appointment cascade” (e.g. Nurse Directors cannot be appointed until the Chief Executive is appointed, and they cannot be appointed before the Chair is announced). This does mean that a number of the October PCTs have not yet put their nursing structures in place, particularly those that have not yet held elections to their Clinical Executive.
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Figure 8– Board Nurse commitment – days per month

35. The time commitment for part-time Board Nurse varies considerably (see Figure 8), and a number of nurses commented that they work more than they are “officially supposed to”, usually squeezed in around clinical commitments or at home in evenings and weekends. A few part-time nurses also have additional roles (e.g. clinical governance lead, Caldicott guardian, etc) and these are sometimes funded additionally with extra protected time.

What is a senior experienced nurse?

36. One area of concern is whether PCTs have access to advice and support from a senior experienced nurse. This is a particularly difficult question to answer, as it is not clear whether a nurse is a senior experienced nurse or not. 

37. When examining acute trusts, it is easier to identify senior nurses through a combination of their job title, level of remuneration and whether they sit on the Trust Board or not. None of these indicators are consistent in PCTs, so for example a number of Directors within PCTs do not have a board position, and have levels of reimbursement comparable with middle or senior managers within acute trusts. The individual characteristics of board nurses do not really help identify senior experienced nurses either (see Figures 9 and 10).
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Figure 9– Age profile of Board Nurses
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Figure 10 - Experience of Board Nurses

38. The average age of a Board Nurse is 45 and they have been qualified for an average 23 years, which would identify them as senior and experience in years, although gives no real indication of how they have spent those 23 years and whether they are new to strategic or management roles or not.

[image: image12.emf]Reimbursement of Board Nurses

0

1

2

3

4

5

6

7

8

9

10

£5,000 -

£9,000

£10,000 -

£14,000

£15,000 -

£19,000

£25,000 -

£29,000

£30,000 -

£39,000

£40,000 -

£49,000

£50,000 -

£59,000

over

£60,000

Number of nurses

Full-time

Part-time


Figure 11 – Reimbursemenet of Board Nurses

39. The level of reimbursement is also a poor indicator of level of seniority, with full-time managers on the board paid anything from £25,000 to over £60,000 per year. Also, some of the part-time board members sit on Boards of nearby community trusts as either Directors of Nursing or as professional advisors.

PCT Nurse Development Audit 

40. Telephone interviews were also conducted with 40 PCT Nurses looking at their previous and current development needs. Of the 40 Nurses, 20 were members of the PCT Board, and all 40 were on the PCT Executive. Note that all nurses who are on the Board of a PCT are automatically on the PCT Executive, but not vice versa. This sample represents 56% of all 1st and 2nd wave PCT Board Nurses and 40% of all 1st and 2nd wave PCT Executive nurses. The interviews were structured and focussed on:


· Role within the PCT

· Their development so far within the PCG/PCT

· Their personal development needs

· What they wanted from the Leadership Centre

Sample used for telephone interviews



Board Nurses
Executive Nurses
Total

Clinical 
10
15
25

Managerial
10
5
15

Total
20
20
40

41. As can be seen, the majority of respondents were from a clinical background.
Throughout this analysis, “Clinician” refers to a nurse who is in clinical practice as well as on the board or executive and “Manager” refers to a nurse who has a full-time management role within the PCT. Typically Board Clinicians work 2 days a week on the board or executive and 3 days in clinical practice, although this can be as high as 15 days per month or as little as 2 days per month.

Their development so far within the PCG/PCT

42. 64% of all respondents had a Personal Development Plan, and there were no significant differences between Executive nurses compared with Board nurses, or with clinicians compared with managers. Most of those that did not have a plan either identified it as something they needed to do or were in the process of developing one.

43. 79% of all respondents had been on development programmes or courses relating to their PCG or PCT roles, although 84% of Board nurses had been on these compared with 75% of Executive nurses. There was no significant difference between clinicians and managers. 

“I would not have been much use to the PCT without this course” (Executive Clinician). “Away days were particularly useful and helped break down interpersonal barriers … (they) allowed thinking time which often gets eroded during the working week” (Board Manager).

44. 31% of all respondents had a mentor, although these were much more common with Executive nurses (45%) than with Board nurses (16%). There was no significant difference between clinicians and managers.

“We covered mentoring on my MSc as they asked you to find one, but I think this is really difficult as I live in the middle of nowhere … I would like someone to help me with the organisational stuff (and) at the same time I would really like some personal development to be able to manage myself better. I had some help in the past from a neurolinguistic programmer which was very helpful but she is an hour away and costs £40 an hour, but I am now almost desperate enough to do this” (Board Clinician). 

“I recently had a crisis of faith and could have desperately used someone to off load to. Maintaining a clinical caseload is a difficult position and I can't talk to colleagues without it looking & sounding that I am floundering!” (Board Clinician)

45. 18% of all respondents were in a learning set, although managers were more likely to be in a set (29%) than clinicians (13%), and Board nurses were much more likely to be in a set (28%) than clinicians (10%).

“Being in a learning set was very useful, particularly looking at the responsibilities of nurse executives and how to support each other” (Executive Clinician). 

Their future personal development needs

46. 63% of all respondents identified specific skill training which they needed, with clinicians much more likely to want this (73%) than managers (43%). Specific skills training required was as follows:

· Finance skills (identified by 18% of respondents)

· Presentation skills (13%)

· Assertiveness training (11%)

· Commissioning (8%)

· Performance management (8%)

· Political and policy environment (8%) 

47. The following were also mentioned by less than 5% of respondents: 


· Project management, 

· Change management,

· Team-building, 

· Career planning, 

· Public health,

· Information management & technology, 

· Controls assurance, 

· Media skills, 

· Negotiation skills, 

· Workforce planning,

· Board working and 

· General management skills.

48. However, only 8% of respondents actually wanted an additional formal qualification. This suggests that it is the skills and knowledge themselves which are most important rather than particular courses or qualifications.

49. 60% of respondents identified networking opportunities as important to their development, particularly Board Nurses (79%). Many of those who had been on development programmes already identified the networking and sharing of information and good practice as the highlight of the programme. 

“The best bits of the courses were networking with other nurses” (Board Clinician).
50. 32% of respondents felt that developing strategic leadership skills were important, with managers identifying this (50%) more than clinicians (25%), and Executive nurses identifying this (40%) more than Board nurses (28%). 

“I am unable to find time to reflect objectively on my practice as a nurse leaders, my joint management role with Social Services, my management style in general, my interaction with others or my strengths and weaknesses” (Board Manager).

51. 19% of respondents felt that they were vague or uncertain as to what their role involved. 

“I still have not received a job description and feel that all the information I have received so far is very vague … I am not sure if I am meeting what is expected” (Executive Clinician). “Looking at the guidance, I am not sure if I am doing it right” (Executive Clinician).

52. 16% of respondents felt feeling isolated in their role, and this was more pronounced with clinicians (25%) than with managers (7%). This also seemed linked to time pressure, particularly for clinicians. 

“The GP I work for will not release me adequately to the PCT work, I haven’t enough time to do my clinical job properly and feel unsafe and unable to update sufficiently … I know that I have potential but I am currently in danger of retiring happily back into clinical practice because I am overwhelmed” (Board Clinician). “It’s probably not good enough that we don’t formally support individuals taking on big new roles in new organisations” (Board Manager).

What they wanted from the Leadership Centre

53. We also asked the nurse what they would like provided from the Leadership Centre either at a local, regional or national level, and as has been identified before, the three key themes are a desire for:

· Skills training (63%)

· Networking opportunities (60%)

· Strategic leadership development (32%)

55. There were a number of comments about how the Centre should be a focus for organisational learning as well as leadership development. They also wanted the Centre to facilitate networking and sharing good practice, particularly across PCTs and across health economies.


56. “I’d like the Leadership Centre to promote and role-model leadership in everything it does. So I’d like to see programmes around multi-disciplinary experiential learning which could be used in developing new, continually changing organisations. I’d like to see the leadership Centre come up with ideas around and support for risk-taking behaviours in organisations … a place to deposit learning that comes from hindsight” (Board Manager).

57. “A directory of inspirational leaders and speakers on various topics would be helpful, and a directory of potential and willing mentors & coaches” (Board Manager).

Clinical Strategists – a Discussion

58. Another interesting aspect of the early development of nurse leadership within PCTs is the creation of clinically active nurses operating at a strategic level as part of a NHS Trust. These “Clinical Strategists” (e.g. clinically active nurses acting in a strategic capacity) have never been a feature of NHS Trust Boards before. Nurse Directors have tended to be senior nurse managers, usually on salaries of £50k or more, who have been out of full- or part-time clinical practice for a number of years.

55. Although the Clinical Strategist role is new for nurses at board level, this has tended to be the standard approach used to engage doctors at Board level. There are a number of possible reasons for this:


· There has never emerged a tradition of doctor managers in the same way that nurses developed nurse managers. All doctors at strategic level (at Trust, HA, Regional or governmental) continue to maintain an active clinical caseload, that rarely drops below a couple of days per week. This may be due to the traditional skepticism that doctors have about management in general, or possibly their unwillingness to abandon their clinical expertise for an uncertain management role.


· Senior doctors (particularly consultants) often command larger salaries than Trust or HA directors, and so there is little or no financial incentive to follow this as a career path, and even GPs typically earn more than PCT Directors. However in nursing, management has historically always paid better than clinical practice and so ambitious or financially motivated nurses will often leave clinical practice for full-time nurse management, of which the post of Director of Nursing is the professional summit.


· Professional medical bodies have never supported attempts to develop doctor managers and have developed the part-time medical director as the only way in which Trusts and Health Authorities can bring a medical perspective onto their Board.

56. There are lessons from the development of medical directors within Trusts that may be applicable in looking at how to develop Clinical Strategists:


· They need plenty of support in the role. Effective medical directors have managerial and administrative support to enable them to take forward work and effectively contribute at an operational and strategic level. Often functions like clinical governance, clinical audit, medical workforce planning will fall under the remit of the medical director. Without sufficient support they would be unable to take on these responsibilities, which would damage the clinical credibility of the board as a whole.


· They need sufficient time to perform the role. There is a substantial difference in what a Director can achieve if they are working 10 or 15 days a month, compared to one working 2 or 3 days a month. As well as board meetings themselves, there is subcommittees, working groups, away days and meetings, there is preparation time as well as time spent with managerial and administrative support staff.


· There needs to be clarification of the role and responsibilities of medical directors, particularly in relation to clinical colleagues. For both consultants and GPs, the medical director is a peer as well as a member of a board, and without clear expectations of the role, there can be a conflict between the needs and priorities of the board and the needs and desires of the clinical community. This has traditionally not been an issue for Nurse Directors as they are senior to clinical staff, and often have direct or indirect line management responsibility.

57. It should not be thought that the medical model is somehow ideal, and that this is the model that nurses should emulate in the development of the Clinical Strategists work. This role has evolved for doctors as much from constraints as design, particularly the absence of a tradition of doctor managers. Although there are some weaknesses in the development of nurse managers who are no longer clinically active, they are also great strengths. One of the uncertainties in the development of Clinical Strategists is where do nurse managers fit in, and are they simply squeezed between clinical superiors and clinical subordinates. Nurse managers often have substantial experience, and have often been qualified for longer than clinical colleagues. They may have experience of strategic working, and will certainly have experience of the operational implementation of these strategies.

58. The development of Clinical Strategistrs could develop an entirely new career structure for nurses. The typical career path for nurses has traditionally involved the following:

· Post-registration clinical practice (typically D & E grades)

· Senior Clinical Practice (typically F, G or H grades)

· Either Nurse management or Nurse educationalist (typically H or I grades)

· Senior managers or Educationalists

· Nurse Director

59. There is often a point where nurses have to choose between remaining in clinical practice or greater financial rewards, influence and status. The career path is also inevitably one-way, in that it is extremely difficult for senior nurse managers or educationalists (let alone Directors) to return to full-time or part-time clinical practice. Even accepting the inevitable reduction in pay, there is also the UKCC’s fitness for practice requirements (PREP), which would involve a “Return to Nursing” course.

60. There is potential new career path evolving which could look as follows:

· Post-registration clinical practice

· Senior Clinical Practice

· Nurse Consultant

· Clinical Strategists

61. Note that all of these roles involve full-time or part-time clinical practice and particular in the case of the Clinical Strategist, the ability to move into this role for a period and then return to an another level (e.g. consultant or senior clinical practice).

62. Comparing Nurse Directors & Clinical Strategists shows that they are different roles, and that one is neither superior nor inferior to the other (see table). Whichever approach is used by a PCT, consideration needs to be given to the weaknesses of the role and how these can be overcome.

Nurse Director
Clinical Strategists

Full-time
Part-time

Not clinically practicing
Clinically practicing

Seen as senior within hierarchy
Seen as a peer within hierarchy

Top of career path
Part of career path

Perceived as traditional board post
Perceived as different and perhaps inferior board post

Seen as separate from the clinical community
Seen as part of the clinical community

Automatic credibility
Needs to earn credibility

63. Another aspect to the Primary Care context is that whilst District Nurses, School Nurses, Midwives and Health Visitors have typically been seen as part of a NHS hierarchy (either as part of a community or combined trust), practice nurses have often been overlooked. As they are employed by GPs, they are often forgotten about in terms of the NHS hierarchy for information, communication, pay bargaining, etc. There has never evolved a “Practice Nurse” managers as they are employed by individual or group GP practices, therefore the Clinical Strategist model is inclusive towards Practice Nurses in the same way that traditional Nurse Director roles are exclusive.

64. It may be that the trend within some PCTs to appoint Nurse Directors who are full-time senior nurse managers can be seen as a way of providing what people believe should be on a board, based on previous experience. As these Clinical Strategists are new creatures, the onus appears to be on them to demonstrate that they are as effective as traditional Nurse Directors, rather than as something different, or even better.

65. In many ways, the approach that is evolving in PCTs may be seen as the precursor to using this approach in Hospital and Mental Health Trusts, as well as other strategic boards. If Clinical Strategists are judged to be a success in Primary Care, and bring a stronger clinical dimension to strategic work, then why not pilot the approach in other settings? There is a precedent as after all, this is how the medical perspective is currently provided. 

Conclusions and Way Forward

66. What this audit has demonstrated is that identifying the approach to nursing leadership wthin PCTs is a difficult process, and simple questions looking at job titles, reimbursement, time commitment, etc can miss  important aspects of the organisation. A lot of the nurses feel quite isolated, and there is a strong desire to share practice with colleagues from other PCTs and to develop networking and support mechanisms. Many nurses feel that they are receiving good levels of support at a local level and can access courses, development opportunities and regional director networks, although a number feel that they are treated differently from acute trust nurse directors.

54. A large number of PCTs are developing clinical-managerial working arrangements which seem to be working well, with either a clinician on the board and manager on the executive or vice versa, although it may be too early to evaluate how these pairings are providing nurse leadership for the organisation. A number are also accessing nursing advice externally to the PCT, either linked to local community trusts or further afield.

55. The priorities in terms of supporting Board and Executive nurses seem to be:
· Developing or commissioning specific skills training, (particularly in strategic leadership, finance, presentation skills, assertiveness training, commissioning, performance management and working in a political and policy environment), &

·  Facilitating networking and sharing of good practice
56. The implicatons for the future of nursing leadership could be considerable, in terms of the future role of nurse managers and the development of strategic clinicians. If nurses in clinical practice can also operate succesfully at a strategic board level, this could open up new types of career paths in primary care and challenge many existing assumptions about nursing management. However these clinicians appear to need good support to be able to operate effectively at this level, and we are starting to identify what these needs are.
David Dawes

Karen Dobson

National Nursing Leadership Project

April 2001
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