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ABSTRACT

Many health and social care systems worldwide have been developing a variety of navigator
and signposting roles to help patients negotiate care through increasingly complex systems
and multiple provider agencies. This UK project aims to explore, through a combination of job
description review and workshops of stakeholders, the common competencies and features of non-
clinical roles. The information is collated to develop common job descriptions at four key levels.
These form the basis for a career pathway supported by portfolio-based educational programmes,
embracing Apprenticeship Training Programmes. The programmes have the potential to support
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recruitment and retention of an increasingly skilled workforce to move between traditional health
and social care provider boundaries. This offers the opportunity to release clinicians from significant
administrative workload and support patients in an integrated care system.

What is already known in this area

» New non-clinical roles are proving successful in signposting patients and facilitating complex care, particularly in commu-

nity settings.

- These roles result in significant reduction in unplanned hospital admission and support patients in signposting, health pro-

motion and care management.

- Non-clinical staff are trained for specific roles. A career pathway for non-clinical staff in the health, social, voluntary care and

allied sectors is lacking.

What this work adds

« Common competencies for non-clinical roles in the UK health and welfare systems, at four levels of increasing skill, respon-

sibility and autonomy.

- A proposal for joint training for core transferable competencies in the non-clinical workforce offering opportunities for more

collaborative working.

- Eight key themes for defining competencies for training were identified.
- A portfolio-based approach to training to enable non-clinicians to support patients and clinicians consistently and transfer

between different provider organisations.

Suggestions for future work or research

» Development of a portfolio to incorporate identified generic competencies at each level.
« Extension of collaboration between providers in health and social care to support integrated, person-centred care.

Introduction

The health and social care needs of ageing populations,
the consequences of unhealthy lifestyles [1,2] and the
global financial crisis have all compromised efforts to meet
current and anticipated population needs.[3] Worldwide
shortages of trained medical and nursing staff have led

many health and social care services to seek alterna-
tive ways of delivering coordinated, sustainable care by
involving health, social and voluntary sectors and pro-
moting self-care and support.[4-9] In the UK, many ser-
vice providers have developed non-clinical roles, such
as liaison officers; care navigators; care coordinators
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and health champions. Distinct differences between job
descriptions make it difficult to develop generic compe-
tencies for training and impede transfer between roles.
[10-14] Yet to address increasing demand and finan-
cial constraints,[15] there is increasing reliance on non-
professional groups to deliver or administrate care. Training
is often provided on the job (‘in-house’) with little thought
to continuous professional development or career pathways
to foster commitment, enthusiasm and retention of staff
within health and social care services. In contrast for pro-
fessionals (doctors; nurses; allied professionals), there are
agreed training programmes, led by universities and royal
colleges, which regulate roles, training and performance.

The longest established non-professional groups
include receptionists (medical; dental; pharmacist etc.)
and administrative staff (traditional back-room office
staff). They develop considerable knowledge about health
and social care services, local populations and providers,
and skills in communication and information technology
(IT). Training can be inconsistent, not only within their
provider network, but also between different provider
organisations. Many start work on a part-time basis, with
child-care or other caring commitments. They have little
opportunity to develop beyond their existing role and sus-
tain their needs in the longer term. Retention is difficult.
There is a significant loss of skill and wasted resource as
new staff are repeatedly trained for these roles. A simi-
lar picture exists in secondary care, where there is urgent
need to address inappropriate hospital admissions and
deliver smooth discharge of people with complex health
and social needs.[16]

Developing a career pathway and framework for pro-
gression requires identification of core roles and trans-
ferable competencies but also a change in the hearts and
minds of clinicians to enable them hand over administra-
tive tasks to non-clinicians. Anxiety has been fuelled by
concerns over capability and indemnity and the lack of a
career pathway with formalised and accredited training.
Developing formal training programmes would enable cli-
nicians to relinquish administrative roles, increase clinical
capacity and improve coordination and communication
between agencies. All health economies, whether in the
developed or developing world could benefit from this
approach.

This project aims to collate information and clarify
competencies within existing non-clinical roles. Principles
of grounded theory [17] are used to identify core com-
mon functions and skills at different performance levels.
Existing job descriptions are analysed to identify compe-
tencies, test them in workshops and form an educational
programme for non-clinician health care workers for
transfer across different provider organisations. There is
little previous work in this field.
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Background

London, as for most of the UK, faces a recruitment and
retention crisis in its workforce in health and social care.
[18] It increasingly relies on voluntary sector input and
non-clinical staff who have little formal training and hold
titles carrying different responsibilities in different set-
tings. There is little opportunity for career progression or
transfer of skills across traditional provider boundaries.

Community Education Provider Networks (CEPNs)
have been developed to facilitate innovative develop-
ments and education within primary care.[19] CEPNs
bring together representatives from all provider groups,
(general practice; community; mental health; pharmacy;
voluntary groups; social care and secondary care). They
are tasked to work collaboratively as providers, taking into
account local workforce and population needs to develop
and ensure that appropriate training is available. Working
together promotes more efficient use of resources as well as
opportunities for joint working and learning to meet local
needs. South London has well developed CEPNs, with
Clinical Commissioning Groups (CCGs - responsible
for commissioning community and hospital services)
actively engaged. CEPNs have been introducing new
non-clinical roles, including health champions in phar-
macies, care navigators in practices and communities and
patient liaison officers in general practices.

The advent of the Apprenticeship Training Programme,
[20] provides opportunity to develop sustainable training,
and a career pathway to link emerging new non-clinical
roles with structured progression into management, or
linked to clinical routes, if desired.

Method
Review of existing roles

Requests were sent to CEPNs in South London for copies
of job descriptions of non-clinicians undertaking duties
with any patient/client contact, including care coordina-
tion, signposting and health promotion. They represented
both inner city and suburban populations. Role titles var-
ied, including receptionist; administrator; patient liaison
officer; care navigator and health champion. Entry level
competencies, as delivered by the Apprenticeship Training
Programme, or equivalent, for literacy and numeracy,
were assumed as acquired prior to application at any level.

Job descriptions were analysed using principles of
grounded theory.[17] They were scrutinised line by line
for all functions of a given role, creating open codes. This
was an iterative process, with repeated cross checking by
both authors and an independent reader. Open codes were
further developed through constant comparison looking
for similarities and differences between job descriptions



9% J. A. TAVABIE AND J. M. SIMMS

within the context of the specific work environment and
the language of the employing organisation. Similar func-
tions, identified twice or more, were further reviewed by
the authors for their transferability across different health
and social care organisations. The process was concluded
when no further new common roles were identified.
Resulting axial codes were grouped for similarities and
a tiered level of responsibility and competence difficulty
identified. Where requirements overlapped between dif-
ferent levels, they were added to both levels.

The selective coding level of responsibility and com-
petence analysis were used to reconstruct generic job
descriptions and person specifications. These identified
common transferrable themes and core competencies to
form the basis of a career progression framework. At each
level, job descriptions aimed to build on learning from the
level below and contribute to learning of the level above.
Once complete, the generic job descriptions were mapped
against an existing job evaluation system and salary band-
ing criteria, to ensure there was evidence for competency
progression and a framework for discussion on financial
implications for career development.

Multidisciplinary workshops

Job descriptions alone can bear little relation to work
actually done. To increase validity three workshops were
held across London with non-clinicians and employers,
recruited from contributing CEPNs. The objectives were to:

(1) Identify current non-clinical roles and compe-
tencies for supporting patient care.

(2) Inform training requirements for development
of these competencies.

(3) Identify potential requirements for the future
development of non-clinical staff.

Participants reviewed the generic job descriptions and
discussed their experience of training and gaining skills,
and their preferences for types of learning activities.

Table 1. Job descriptions reviewed; titles and employing agency.

Workshop with education providers

Education providers from universities, health service and
local colleges met to review the proposed career pathway
and competencies and suggest ways that would encom-
pass local requirements; address the need for consistent
competency standards and enable development of trans-
ferable skills.

Results

A total of 32 job descriptions were analysed (Table 1).
There were many common roles and functions within
them. Saturation was reached after 25 had been
reviewed. From these common functions four levels
of increasing responsibility and autonomy amongst
non-clinical ‘navigators’ were developed and four
draft generic job descriptions created. These were in
standard format (incorporating all titles ascribed to
the roles), with person specifications, mapped against
payment scale banding criteria (Bands 2-5) to con-
firm appropriateness of responsibility at each level
(Supplementary Material).

Workshop attendees included clinical, managerial
and non-clinical representatives from general practice;
pharmacy; community providers and social care; volun-
tary agencies; Patient Advisory Groups (PAGs); London
Ambulance Service (LAS); community mental health
trusts and local secondary care trusts. Groups were
mixed, both in terms of roles and localities to enable
cross-fertilisation of ideas and local models. The four
draft generic job descriptions were shared and discussed
within groups. Plenary feedback together with table notes
and completed participant evaluation forms were used
to review and modify the draft generic job descriptions.
Discussions in workshops confirmed eight broad com-
petency areas, into which all identified generic functions
could be mapped (Table 2).

Workshop comments are shown in italics:

Employing Community Secondary care Ambulance
agency General practice Local authority Voluntary sector pharmacy trusts service
Titles of Community Connector ~ Senior support time and Safe and independent Health Champion Mental health prima- Emergency medical

roles recovery officer
Primary Care Navigator ~ Service Administrator

living care navigator x2
Locality navigator —

ry care navigator
Centre receptionist

dispatcher x3

integrated care

Medical Assistant
Care Navigator x2

Care Navigator x3

Health and social care
navigator x2

Health and social care
co-ordinator — integrated
care

Housing association Health
navigator

Receptionist

Patient Liaison Officer

Administrator
Total 8 9

Primary care navigator x2

Care navigator x2
Care co-navigator

Children’s complex
needs coordinator
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(1) Effective communication
An ability to communicate well and network between
different provider organisations, representing their own
organisation and service users.
We need more navigators — with excellent communica-
tion skills — our navigator is so helpful when I have limited
face to face time with patients

(2) Managing information
Effective record-keeping; information technology (IT)
skills; transfer of important information to the right agen-
cies; time and resource management; and ability to collect,
get access to services, take responsibility for databases and
follow-up care plans

(3) Protecting patients

Provision of personalised care; confidentiality and the
recognition of the impact of illness on individuals and carers
and the triggers for onward referral, particularly in safe-
guarding and mental health, were agreed. There was debate
about whether clinical knowledge was required, but recogni-
tion that this varied with level of autonomy. Level of super-
vision was an important determining factor (see Table 2).

(4) Organisation and networking skills

Competencies included use of specific protocols;
detailed knowledge of local resources (social care;
housing and benefits; mental health services and NHS
structure) and how to access them; understanding of multi-
professional working environments and networks within
and outside the employing organisation (including higher
levels of project management and strategic planning
for service development); and the need for clarity and
avoidance of professional ‘jargon’;

They should help people connect and link into what they
need

(5) Motivational and supporting skills, coordina-
tion and integrated care
These included motivational interviewing; health
coaching to promote behaviour change; empathy and
compassion; skills in conflict resolution; understanding
psychological and mental health issues in health and social
care; developing effective relationships with colleagues,
other organisations and patient/service users and facil-
itation of groups and meetings for both service users
and providers. At senior levels teaching, mentoring and
appraisal of junior non-clinical staff were included.
As long as they can help you with what you need to know -
who to contact - feels much safer

(6) Developing effective relationships;
Requirements included compassion, listening skills,
availability and continuity to facilitate and coordinate
care to support individuals, ensure supportive working

environments and collaborate to support vulnerable peo-
ple. At senior levels skills in supervision and managing
workforce capacity were required. Some competencies
were identified as person-specific characteristics which
might be sought at interview or reviewed at appraisal
when discussing career progression.

A go to’ person who glues it all together, makes things
happen

(7) Self-awareness professional
development
This theme embraced recognition of ‘self” in the process
of care; the need for reflective practice; self-confidence;
appropriate assertiveness; recognition of limitations and
resilience when facing challenging situations.
Reflective practice needs to be ongoing — they need to

meet regularly to discuss difficult cases

and personal

(8) Ethical practice and professionalism

Appreciation of ethical principles and human rights;
avoiding prejudice and discriminative practices and rec-
ognising needs of those with disabilities and specific lan-
guage and cultural needs were essential.

Everyone is different - different needs. You have to
understand that and want to help them - whoever they are

An example of the coding process for ‘Protecting
Patients’ competency, with workshop comments is shown
in Table 3.

These areas represented core competencies that were
transferrable between organisations, enabling smooth
progression through a career pathway from administra-
tion, through care navigation to senior management. The
essential emerging role offered a seamless service between
providers, an improved patient journey and effective
administration to support the health services.

Workshop participants felt that centrally-based courses
or modules would meet lower level training requirements,
whilst locally based modular training were preferred for
higher level training. The diversity of backgrounds and
experience that non-clinical staff would bring to naviga-
tor roles would be suited to an adult learning style, using
learner-experience in developing skills. Supplementation
with supervisor led experiential learning; reflection on
practice, and peer support through local and regional
networks would be required. This should be appropriate
to the level of autonomy and complexity at each career
level. Appraisal systems would enable monitoring, and
help ongoing professional development.

It was acknowledged that each organisation would
have additional training needs, relevant to specific areas
of work. It was agreed that this pathway would focus on
non-clinical roles, Clinical knowledge in training for
non-clinical roles would be limited to mental health
awareness and recognition of potential acute illness.
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Table 3. Job description coding for the competency ‘Protecting Patients.

Open coding

Selective

Axial coding coding

Additional coding from work-
shops

Knowing health and safety policies at work

Fire training

Infection control

Assessing personal risk

Avoiding risk

Working in a team

Reporting risk and harm

Use of risk stratification tools

Seek out people who will benefit from care navigator input
Recognise early warning signs

Noticing suspicious behaviours

Reporting incidents

Escalating concerns

Accurate and timely record keeping

Staying calm in emergencies

Basic life support training

Identifying when there is a need for urgent action (chest
pain, breathing difficulties, collapse , accidents, suicide of
other threat, eviction, abuse)

Recognise risk in specific environments (care homes.
hospitals, living alone)

Dealing with distressed patients/carers

Recognising risks for specific groups (dementia mental
health, learning disabilities)

Reducing delays

Proper handover of care

Provide information to reduce hospital admissions
Communicate clearly

Access to professionals

Care planning

Clear documentation

Communication with patients/clients

Communication with colleagues/other professionals
Update records to reflect change

Regular debriefing

Data Protecting Act compliance

Convey complex information

Giving information to patients/clients

Giving information to professionals

Using discretion

Avoiding discrimination

Privacy

Consent

Recognising needs of people with dementia; learning
disability; mental health; patients at end of life; homeless;
long-term conditions; ethnic groups

Assessing needs

Managing care plans

Understand impact of long-term conditions on health and
wellbeing (isolation; disability; unemployment)
Supporting carers

Able to manage caseload of stable people with long-term
conditions

Provide signposting to services available

Enable access to services

Give information about health and social care services
Know eligibility criteria for services

Coordinate services for patient/clients

Dealing with complaints

Understanding complaints procedure

Investigating complaints

Resolving complaints

De-escalating conflict

« Learning from mistakes

Knowing current procedures
Staying within boundaries
Staying in contact with seniors

ty at work

Recognition of risks that impact on
health and welfare

Knowing why early intervention matters
Knowing or feeling a situation is putting Safeguarding
someone at risk of harm —adultand
Recognising risk in specific environ- children
ments

Recognising what risk is

Recognising who might be at risk
Taking appropriate action and respon-
sibility

ple at risk

Responding to
crisis

Getting a response from care providers  Timely access

to meet needs and commu-
Accessing resources to support pa- nication
tients/clients

Use of IT Recording
Clarity of meaning events

Confidentiality

Communication with those who need
to know

Using language people can understand

Sharing infor-
mation

Recognising needs of vulnerable groups Supporting

Recognising importance of care people with
planning complex
Able to network between different needs

agencies as patient/client advocate

Knowing what is possible

Knowing local and national health and
welfare aims

Anticipating and preventing problems
through timely intervention

Knowledge of
services and
eligibility

Dealing with negative emotions complaints

« Understanding complaints procedure

Health and safe- ‘make sure someone knows where

you are on lone visiting’
‘regular training is important — it
is easy to forget’

Identifying peo- ‘not everyone wants to tell you

they are struggling - you have
to have time to talk to them’

‘you have to be able to get
through to the right people
quickly — that's the support you
need’

‘you can't panic - that only makes
things worse - you just have to
know what to do’

‘some things take ages to organise
- sick patients can't cope with
that’

‘It's important to record things as
soon as possible — it's easy to
forget when a lot is going on’

‘getting the message across
quickly and currently is vital in
an emergency’

‘you need back-up plans a s well
as plans’

‘services change all the time —
especially the forms — you have
to keep up to date’

Management of ‘people complain so much now

- sometimes it's directed at us
and it’s not our fault — it's the
system’

Non-clinical indemnity, regulation, safety if working inde-
pendently and the additional burden of supervision gave
some concern. This was largely addressed through devel-
opment of the fourth level, which included supervision of

junior levels. At all levels clear lines of accountability and
boundaries were recognised as important.

Many competencies could be mapped against existing
Apprenticeship Training modules. Areas not obviously
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covered by Apprenticeship training included supervi-
sion; mentoring; coaching; assessment and giving feed-
back, as well as ethics at senior levels. These areas need
development. Education providers were aware of sources
where this would be available. A portfolio-based (possibly
e-portfolio) approach to learning would enable core com-
petencies to be acquired through person-specific train-
ing, using a range of learning environments from on-line,
workplace-based, and local bespoke courses, through to
recognised national training.

Discussion

The strengths of this project include enthusiasm and
commitment to engage in dialogue by many providers of
health and social care, including the voluntary sector, pri-
mary and secondary care. Although not claiming to repre-
sent every agency, the diversity achieved generated broad
debate about emerging roles for non-clinical staff. There
was agreement that development of new roles, such as
care navigators, should be done collaboratively to achieve
consistent and transferrable core skills. Development of
a career pathway was seen as a logical progression. The
Apprenticeship Training Programme made this feasible
and sustainable, both educationally and financially. Initial
job description review, with additional input from work-
shops, enabled the development of generic job descriptions
for four career steps. These were agreed across provider
groups, which, in itself, was a remarkable achievement.
Agreed competencies could be mapped easily against
existing apprenticeship programmes which supported the
importance of making links to develop consistent path-
ways. Where gaps were identified portfolio-based learn-
ing, work-based assessment and appraisals offered local
solutions to deliver consistent competency standards.
Job descriptions enable organisations to develop staff in
standardised ways against which targets and performance
indicators can be measured.[21] Using these as prelimi-
nary sources of information was a time-efficient way of
gathering information and gave insight into the context
and culture of those organisations.[22] The language used,
could have different meaning across organisations, even
within role titles. This made the iterative process and
independent checking important to achieve reliability.
There were no guarantees that job descriptions were fully
comprehensive; they may not have recorded all activities -
selective deposit — and, in collating information, some
activities may have been lost - selective survival.[23]
The process of job role development may differ between
organisations. There may be variable bias towards func-
tions within different roles and different organisations.
Within these limitations, the analysis of job descrip-
tions has initiated a process not previously addressed.

Triangulation of data through input from workshop
participants (both employers and employees), gave direct
feedback on current non-clinical roles and added validity
to the information gathered, to agree generic, transferra-
ble competencies. Development of a common language
between provider groups has offered a step forward in the
evolution of the non-clinical career. Gaining agreement
from providers to share the experience of implementing
new roles demonstrated a willingness to work together to
tackle workforce and workload issues within our health
care system.

Defining generic transferable skills for non-clini-
cians offers the potential to support clinical colleagues,
reduce administrative workload, support patients/clients
to manage chronic disease and disability, and promote
healthy lifestyles and self-care.[24] This could positively
impact on current workforce and financial pressures
within health and social care. The number and variety of
new roles evolving to tackle escalating health care needs
provides evidence for their relevance,[25] at the same
time highlighting the need to support and ensure their
credibility. Exploring different tiers of competency and
the potential for supervision by more senior levels of jun-
ior staff helped dispel many initial concerns expressed
by clinicians.

Conclusions

Organisations across all UK health care sectors recog-
nised and welcomed the potential for a career pathway
to recruit, develop and retain an increasingly important
non clinical workforce. The career framework devel-
oped from existing job descriptions and workshop dis-
cussions has created a four level model of increasing
competency. Most competencies are deliverable through
portfolio-based learning using existing Apprenticeship
Training programmes. Further work is now necessary
to test and formalise competencies in a portfolio-based
learning programme to offer a range of options through
which generic transferable competencies can be achieved
and recorded.

Ethical approval

Ethics committee approval was not sought as this was an
exploratory project for service redesign within the NHS
and social care sectors.

Acknowledgements

Our thanks go to the OHSEL team, in particular, Paul White
and Kate Pavlidou for their support and encouragement, and
also to all those who gave valuable comments and insight into
this important, and largely untapped, workforce resource.



Disclosure statement

No potential conflict of interest was reported by the authors.

Funding

This work was funded by a grant from Health Education South
East London (HESEL) through the Our Healthier South East
London (OHSEL) project team. There was no external funding.

References

(1]

(2]

(3]

(4]

(10]

(11]

(12]

Naughton C, Bennett K, Feely J. Prevalence of chronic
disease in the elderly based on a national pharmacy
claims database. Age Ageing. 2006;35:633-636.

World Health Organisation. Interventions diet and
physical activity. What works? Geneva: World Health
Organisation; 2008.

Karanikolos M, Mladovsky P, Cylus ], et al. Health
Europe 7. Financial crisis, austerity and health in Europe;
2013 [cited 2016 Apr 4]. Available from: http://dx.doi.
0rg/10.1016/50140-6736(13)60102-6

Naylor MD, Aiken LH, Kurtzman ET, et al. The
importance of transitional care in achieving health
reform. Health Aff. 2011;30:746-754.

Dodd J, Taylor C, Bunyan P. A service model for
delivering care closer to home. Prim Health Care Res
Dev. 2011;12:95-111.

Oliver D, Frost C, Humphries R. Making our health and
care services fit for an ageing population. London: The
King’s Fund; 2014.

Department of Health. Caring for our Future; reforming
care and support. London: HMSO; 2012.

NHS England. The NHS five year forward view. London:
HMSO; 2014.

Windle K. What role can local and national supportive
services play in supporting independent and healthy
living in individuals 65 and over? 2015 [cited 2016
May 2]. Available from: https://www.gov.uk/government/
uploads/system/uploads/attachment_data/file/460109/
gs-15-24-future-ageing-supportive-services-role-er14.pdf
Lee T, Ko I, Lee 1, et al. Effects of nurse navigators on
health outcomes of cancer patients. Cancer Nurs.
2011;34:376-384.

Pedersen A, Hack TE Pilots of oncology health care: a
concept analysis of the patient navigator role. Oncol Nurs
Forum. 2010;37:55-60.

Anderson JE, Larke SC. Navigating the mental health
and addictions maze: a community-based pilot project
of a new role in primary care mental health care. Mental
Health Fam Med. 2009;6:15-19.

(13]

(14]

(15]

(16]

(17]

(18]

(19]

(20]

(21]
(22]

(23]

(24]

(25]

EDUCATION FOR PRIMARY CARE (&) 101

Tavabie JA, Tavabie M. The Patient Liaison Officer;
a new role in UK general practice. Qual Prim Care.
2013;21:303-313.

Tavabie JA, Tavabie SA. The Patient Liaison Officer in
UK general practice: co-ordinating care for housebound
patients. Qual Prim Care. 2015;23:286-291.

McLellan A. Its time to celebrate and study the NHS’s
non-clinical workforce. Health Serv J. 2016 [cited 2016
May 5]. Available from: http://www/hsj.co.uk/hsj-
nowledge/commissions-and-inquiries/non-clinical-
workforce/it-time-to-celebrate-and-study-the-nhss-non-
clinical-workforce/7002690.fullarticle

McCarthy D, Cohen A, Bihrle Johsen M. Gaining Ground:
care management programs to reduce hospital admissions
and readmissions among chronically ill and vulnerable
patients. New York (NY): The Commonwealth Fund; 2013.
Bryman A. Social research methods. 2nd ed. Oxford.
Oxford University Press; 2004. p. 401-404.

The Smith Institute research report. From pay squeeze
to a staffing crisis — a study of recruitment and retention
in the NHS and local government. London: The Smith
Institute; 2015.

Ahluwalia S, Tavabie A, Spicer J, et al. Community-based
education providers network: an opportunity to unleash
the potential for innovation in primary care education.
Education in Primary Care. 2013;24:394-397.

Delebarre J. Apprenticeship Policy, England. Briefing
Paper No. 03052 8th March 2016. London: House of
Commons Library; 2015.

Silverman D. Qualitative research. Theory, method and
practice. 2nd ed. London: Sage; 2004. p. 61.

Green ], Thorogood N. Qualitative methods for health
research. London: Sage; 2004. p. 156-169.

Webb EJ, Campbell DT, Schwarz RD, et al. The use of
archival sources in social research. In: Bulmer M, editor.
Sociological research methods: an introduction. London:
Macmillan; 1977 p. 113-130.

Clay H, Stern R. Making time in general practice.
Primary Care Foundation; 2015 [cited 2016 May 2].
Available from: http://www.nhsalliance.org/wp-content/
uploads/2015/10/Making-Time-in-General-Practice-
FULL-REPORT-01-10-15.pdf

Addicott R, Maguire D, Honeyman M, et al. Workforce
planning in the NHS. The Kings Fund; 2015 [cited 2016
May 5]. Available from: http://www.kingsfund.org.uk/
sites/files/kf/field/field_publication_file/Workforce-
planning-NHS-Kings-Fund-Apr-15.pdf


http://www/hsj.co.uk/hsj-nowledge/commissions-and-inquiries/non-clinical-workforce/it-time-to-celebrate-and-study-the-nhss-non-clinical-workforce/7002690.fullarticle
http://www/hsj.co.uk/hsj-nowledge/commissions-and-inquiries/non-clinical-workforce/it-time-to-celebrate-and-study-the-nhss-non-clinical-workforce/7002690.fullarticle
http://www/hsj.co.uk/hsj-nowledge/commissions-and-inquiries/non-clinical-workforce/it-time-to-celebrate-and-study-the-nhss-non-clinical-workforce/7002690.fullarticle
http://www/hsj.co.uk/hsj-nowledge/commissions-and-inquiries/non-clinical-workforce/it-time-to-celebrate-and-study-the-nhss-non-clinical-workforce/7002690.fullarticle
http://www.nhsalliance.org/wp-content/uploads/2015/10/Making-Time-in-General-Practice-FULL-REPORT-01-10-15.pdf
http://www.nhsalliance.org/wp-content/uploads/2015/10/Making-Time-in-General-Practice-FULL-REPORT-01-10-15.pdf
http://www.nhsalliance.org/wp-content/uploads/2015/10/Making-Time-in-General-Practice-FULL-REPORT-01-10-15.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/Workforce-planning-NHS-Kings-Fund-Apr-15.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/Workforce-planning-NHS-Kings-Fund-Apr-15.pdf
http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/Workforce-planning-NHS-Kings-Fund-Apr-15.pdf
http://dx.doi.org/10.1016/S0140-6736(13)60102-6
http://dx.doi.org/10.1016/S0140-6736(13)60102-6
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/460109/gs-15-24-future-ageing-supportive-services-role-er14.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/460109/gs-15-24-future-ageing-supportive-services-role-er14.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/460109/gs-15-24-future-ageing-supportive-services-role-er14.pdf

	Abstract
	Introduction
	Background
	Method
	Review of existing roles
	Multidisciplinary workshops
	Workshop with education providers

	Results
	Discussion
	Conclusions
	Ethical approval
	Acknowledgements
	Disclosure statement
	Funding
	References



