UNIVERSITY OF LEEDS

This is a repository copy of Values Based Recruitment: What works, for whom, why, and in
what circumstances?.

White Rose Research Online URL for this paper:
https://eprints.whiterose.ac.uk/190125/

Version: Published Version

Monograph:

Spilsbury, K orcid.org/0000-0002-6908-0032, Thompson, C orcid.org/0000-0002-9369-
1204, Bloor, K orcid.org/0000-0003-4852-9854 et al. (6 more authors) (2022) Values
Based Recruitment: What works, for whom, why, and in what circumstances? Report.
University of Leeds

https://doi.org/10.48785/100/101

Reuse

This article is distributed under the terms of the Creative Commons Attribution (CC BY) licence. This licence
allows you to distribute, remix, tweak, and build upon the work, even commercially, as long as you credit the
authors for the original work. More information and the full terms of the licence here:
https://creativecommons.org/licenses/

Takedown
If you consider content in White Rose Research Online to be in breach of UK law, please notify us by
emailing eprints@whiterose.ac.uk including the URL of the record and the reason for the withdrawal request.

eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/




Values Based Recruitment:
What works, for whom, why, and in what

circumstances?

Karen Spilsbury,” Carl Thompson,' Karen Bloor,? Veronica Dale,?
Reena Devi,' Cath Jackson,® Dorothy McCaughan,? Angela Simpson,* &
Russell Mannion®

Final report of a study commissioned and funded by the
Policy Research Programme (PR-R10-0514-14002)

20 May 2022

'School of Healthcare, University of Leeds

2Department of Health Sciences, University of York

3Valid Research Ltd

“Health and Social Care, University of Chester

SHealth Services Management Centre, University of Birmingham

*Corresponding author. Email k.spilsbury@leeds.ac.uk; Telephone 0113 343 1329



mailto:k.spilsbury@leeds.ac.uk

FUNDING ACKNOWLEDGEMENT

This study was funded by the Department of Health and Social Care Policy
Research Programme (PR-R10-0514-14002) and sponsored by the University of
Leeds.

DISCLAIMER

The views expressed in this report are those of the authors and not necessarily
those of the NHS, the National Institute for Health Research or the Department of
Health and Social Care.

Draft final report submitted 5 May 2021

Reviewer feedback on draft final report received 9 February 2022
Revised final report submitted 28 April 2022

Final report published 20 May 2022



ACKNOWLEDGEMENTS

Many people have been involved or contributed to this study. Of particular note are
the study participants; we are very grateful for their time, willingness to take part and
honesty. We acknowledge the contributions of Kate Farley, Jane Maddison, Liz
Newbronner and Carole Wright to data collection activities, and Kal Samra and
Nicola Sherbourne-Wilson for administrative support. Thanks must go to our project
advisory group members for their support and advice throughout the study (listed in
Appendix 1). The National Institute for Health Research Central Commissioning
Facility and the Department of Health and Social Care were great support and their
advisory input into the research was invaluable. In particular, we acknowledge their
support and understanding of the delays in the research arising from the impact of
the COVID-19 pandemic on research team members during the past year (2020-
2021).



PLAIN ENGLISH SUMMARY

The National Health Service (NHS) employs over a million people, and the vast
majority of these staff provide front-line patient care. Failures in care, particularly in
Mid Staffordshire NHS Hospital Trust as detailed in the Francis Report in 2014,
raised concerns about the values underpinning working practices in the NHS. One
policy response to these concerns was to encourage recruitment of undergraduate
health professional students, trainees and employees whose personal values are
consistent with the overall values of the NHS Constitution: ‘values-based recruitment’
(VBR). This report presents findings from the evaluation of VBR commissioned by
the Policy Research Programme. This addressed the question: How have education
and service providers implemented VBR approaches and what are the impacts on

service delivery and care?

There were four stages to the evaluation (conducted between 2015 - 2020). In the
first stage, we analysed policy documents and published literature, and interviewed a
sample of individuals who were responsible for developing VBR. Following this
(Stage 2), we examined the implementation of VBR in four organisations: two
universities that educate student health care professionals, and two NHS
organisations, one acute hospital and one provider of mental health services. We
analysed documents and other organisational data, and interviewed people involved
in recruiting health care professionals and students, as the candidates for
professional roles or university courses. Using all this information we developed
theories of VBR in terms of what works, for whom, and in what circumstances (Stage
3). Finally, Stage 4 evaluated the longer-term impact of VBR in universities. We
conducted a national survey of universities, analysed national data on the
characteristics, profile and continuation of students recruited to healthcare
programmes, and undertook follow-up interviews with participants from the Stage 2
university case sites. We secured the necessary ethics approvals for the study. The
research team was guided by a project advisory group.

We learnt that since VBR was launched, there have been considerable efforts to
promote the recruitment of health care professionals and students based on their
values. We found wide variations in approaches and processes used when recruiting
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for values. However, the effect of VBR is not clear: on the basis of our study we
cannot support the assumption that VBR has led to improving the recruitment of
individuals whose values are better aligned with those of the NHS. Nor have we
established whether VBR enhances the quality of healthcare provision. Recruitment
was perceived as an initial, but not the only source of influence on the values of
individuals. NHS workplace practices and organisational cultures were seen as more
influential in shaping individual values. VBR did not, on its own, lead to changes in
the values of the NHS workforce.

Healthcare professionals are employed to meet the needs of patients (and the
public) for care and support. Therefore, recruiting healthcare professionals and
student healthcare professionals with the appropriate values is important. But we
heard from study participants that recruiting for values had been undertaken in some
form in universities and NHS organisations before introduction of the VBR policy.
Nonetheless, VBR was generally thought to have increased the focus on patient-
centred values and promoted greater structure and transparency to recruitment
processes. The methods used for assessing values may not be sufficiently sensitive:
almost all candidates were assessed as possessing the appropriate values.
Moreover, the longer-term benefits of embedding VBR in recruitment processes
were difficult to assess with any confidence.

In conclusion, VBR on its own will not change the values of the healthcare workforce
and ensure quality of care and service provision for the public. However, it may help
signify to new recruits the expected values of organisations and provide a means by
which those unwilling to subscribe to these values can opt out. VBR has an
important formative role but it needs to be embedded within cultures that are already
compassionate and caring if these values are to grow and be sustained in the wider

workforce.



EXECUTIVE SUMMARY

BACKGROUND AND AIMS

Independent and public inquiries of quality of care provided by the National Health
Service (NHS), including the investigation of Mid Staffordshire NHS Foundation Trust
(the Francis Inquiry), highlighted significant deficiencies in service delivery and
organisation, and the need for cultural changes to ensure staff promoted quality of
care and patient safety. The Francis Inquiry highlighted the key role that values play
in promoting and ensuring high quality, safe and compassionate care. In 2014, the
Government mandated Health Education England (HEE) to develop an agenda
focused on improving staff values in the NHS. Values-based recruitment (VBR) was
an important policy response to these concerns. The VBR framework was developed
to align the values and behaviours of staff with the expectations of the NHS and the
public. VBR is one element in a broader values-based employment model aimed at
combining recruitment strategies with systems and environments to ensure the

delivery of high-quality services and care.

VBR was mandated by HEE for Higher Education Institutions (HEIs) when recruiting
health care students to NHS funded training courses. It was not mandated for NHS
organisations: there was variable uptake of VBR for the recruitment of registered
health care professionals by NHS organisations. The contribution of VBR to
promoting, sustaining, and developing values and behaviours in NHS staff merited
investigation. This report presents findings from the evaluation of the implementation
of VBR commissioned by the Policy Research Programme. This addressed the
question: How have education and service providers implemented VBR approaches

and what are the impacts on service delivery and care?

To answer this question, the study addressed the following aims, to:

1. understand and conceptualise VBR in the context of healthcare education
and service delivery in order to unpack what works, for whom, why, and
under what conditions;

2. identify the ‘active’ components of models of VBR and create a typology of

VBR models according to their constituent parts;



3. understand the longitudinal impacts of VBR for HEIs recruited through the
first cycle’ of VBR; and

4. propose successful models of VBR to inform practice and policy.

RESEARCH APPROACH AND METHODS

Realist methods were used to understand the different ways in which VBR was
enacted by education and health service providers, and to generate explanatory
accounts of how and why it might work, for whom and in which circumstances?
Normalisation Process Theory (NPT) provided a middle -range theoretical lens for
our evaluation. Specifically, it helped to frame and make sense of how VBR was
routinely operationalised, embedded, and sustained as ‘normal’ recruitment practice
within the case studies. We used NPT as a ‘sensitising’ device to structure our
evaluation and to sharpen our analytical focus for testing and refining our

programme theories.

The evaluation comprised four separate but inter-linked stages (conducted during
2015 to 2020).

Stage 1 generated a ‘working’ theory of VBR by (i) involving analysis of policy
documents and a rapid review of the VBR literature; and (ii) interviews with policy
architects to explore the intended advantages and any disadvantages, contextual
influences, mechanisms/processes behind outcomes, and ways that VBR differs
from previous recruitment models. This stage culminated with the formulation of five
initial theories for VBR: generative explanations of the mechanisms and contexts

associated with outcomes.

In Stage 2 we tested these theories in four case studies: two HEls and two NHS
organisations (one acute and one mental health trust). Data comprised: (i) case site
documents; (ii) organisational measures of performance; (iii) explorations of the
potential costs and consequences of VBR; and (iv) interviews and focus groups with

stakeholders.



Cross-case analyses of case study findings in Stage 3 enabled refinement of

theories of VBR in terms of what works, for whom, and in what circumstances.

Finally, Stage 4 evaluated the longer-term impact of VBR in HEIls through a national
longitudinal survey of HEIls, analyses of secondary data of the characteristics, profile
and continuation of students recruited to healthcare programmes nationally and

follow-up interviews in the HEI case sites.

Ethics and governance approvals were secured for each stage.

The research team was guided by a project advisory group (including patient and

public involvement representatives).

FINDINGS
The summary of findings revisits the ambitions of the study.

Understanding and conceptualising VBR in the context of healthcare
education and service delivery

We addressed this aim to better understand and conceptualise VBR to help structure
our data collection and analysis. Stage 1 (presented in Chapter 3) informed the
development of initial theories of VBR which we tested in four case studies (Stage 2:
presented in Chapters 4 and 5), representing both education and health service
providers. Based on these findings we developed and refined our theories of VBR
(Stage 3: presented in Chapter 6).

Our study revealed the considerable investment made by education and service
providers in assessing patient-focused values of healthcare professionals and
students applying for a healthcare programme of study. Investment was not
dependent on a VBR mandate. Case studies demonstrated wide variations in
approaches and processes for assessing values. The personal investment of
operational staff was an important driver for shaping the development of locally
relevant VBR, implementing and embedding it in everyday recruitment. The VBR
policy promoted standardised (i.e. inclusion of patient-focused values) but



contextualised (i.e. tailored to the organisation) recruitment. Whilst our refined
programme theories explain circumstances under which VBR may work, for whom
and why, it should be borne in mind that VBR was an important initially necessary -
but not sufficient - process for embedding values in healthcare service delivery.

Identifying the ‘active’ components of models of VBR
In Stages 1 to 3 (presented in Chapters 3 to 6), we developed in-depth
understanding of how and why key resources for VBR - or the reasoning (cognitive
or emotional) of the people involved with VBR (mechanisms) — might trigger change
or effects (outcome), and those contexts necessary to sustain these. Active
components can be considered mechanisms and contexts that generate intended
and unintended consequences (outcomes) of VBR. Key mechanisms included:
e Operationalising standardised and transparent processes for the assessment
of a candidate’s values, tailored to the local context
e Resources (such as clear management commitment and support, and
appropriate infrastructure) supporting staff to implement VBR
e Engaging staff involved in local recruitment with the development and
implementation of VBR to enhance its meaning and relevance
¢ Recruitment processes that reduce interviewers’ unconscious bias and
subjectivity when assessing candidates
¢ Interviewers collaborating in new ways with confidence in each other’s
abilities and contribution to the recruitment processes
e Recruitment processes promoting two-way conversations between candidate

and interviewer and increasing candidate engagement

These mechanisms enhanced individual and collective engagement and
commitment to VBR. They promoted equity of opportunity for candidates to influence
individual and organisational outcomes. Determining the impact on individual (patient
or staff) and organisational outcomes was not feasible. This is because a variety of
workforce policies were implemented simultaneously in sites and the challenges of
isolating the impact of VBR, as well as a lack of available organisational outcomes
data, rendered causal inference invalid. The contextual conditions required for these
mechanisms to be triggered included factors such as: leaders who actively



embraced VBR; meaningful engagement of local opinion leaders and operational
staff; a rich mix of interviewers reflecting diverse backgrounds; recruitment training;
systematic evaluation of recruitment processes; and experience-based transparency
and honesty about the challenging nature of healthcare work built into recruitment
processes.

The extensive variation in processes and approaches that national VBR policy
prompted at local level meant it was not feasible (or relevant) to develop a typology
of VBR. The active components we have identified in our study will be useful for
informing education and health service providers implementing VBR. The lack of a

typology does not diminish the contribution of this work.

Understanding the longitudinal impacts of VBR for higher education
institutions

Stage 4 (presented in Chapter 7), illustrates the longitudinal impacts of VBR for
HEIs. This was addressed successfully through: (i) a national survey of HElIs; (ii)
analyses of national secondary data sets; and (iii) follow-up interviews with
participants from HEI case studies (Stage 2).

The national survey, building on Stage 2 findings, reinforced the varied approaches
and mix of interviewers used to assess values of candidates for healthcare
programmes of study. Respondents, on the whole, positively appraised the VBR
policy and its implementation in their organisation but were largely uncertain of the
optimal process to be aimed for and the impact of the new way of recruiting.

There were no significant changes in the characteristics, profile or continuation of
students recruited to healthcare programmes in England following the introduction of
VBR. Our descriptive analyses revealed the biggest changes in student
characteristics and profile followed the removal of NHS bursaries, and not the
introduction of VBR. Following the removal of NHS bursaries, the number of
applications to nursing courses decreased; the proportion of applications from 18/19-
year olds increased, with a corresponding decrease in applications from older
students.



Follow-up interviews with Stage 2 participants from universities highlighted their
continued commitment to VBR — albeit often with adaptions to the original approach
and process. They described the impact of the bursary removal on the number and
age profile of applicants. They also described the broader healthcare contexts that
graduates may choose to work in and whether this should be considered in the
values that students were recruited for. Participants defended their adopted
approaches and highlighted the unintended and negative consequences (for those
involved in the recruitment process and candidates) of those they rejected.
Determining the longer-term impacts of VBR remains problematic given the poor

quality and relative paucity of data.

Proposing successful models of VBR to inform practice and policy

VBR was implemented in varied ways by education and service providers. The
active components (as described above) offer an indication of what needs to occur
for the successful implementation of VBR - regardless of the approach or processes
deployed - and the contextual factors that will support this. Judging ‘success’ in the
context of this national policy intervention is challenging. If success means staff
engagement and commitment to VBR, and the standardisation and transparency of
processes which promote equity of opportunity of candidates, then our evaluation
highlights those mechanisms and circumstances that will enhance the chances of
success along these lines. We are less confident of the impact of VBR on individual
and organisational outcomes. We were unable to gather evidence of the success of
VBR on these, as such evidence was lacking. Proposing successful models for VBR
shaping quality of care through the values of a more diverse biographical and
demographic mix of candidates is not appropriate or feasible based on our

evaluation.

REFINED PROGRAMME THEORIES
Considering these findings, we developed and refined the initial theories of VBR into

these four programme theories:



A strong policy argument and/ or mandate for VBR appreciated and embraced by
key leaders in an organisation, who can meaningfully engage colleagues and/ or
“opinion leaders” (context) to operationalise the assessment of patient-focused
values in everyday recruitment practices (mechanism — resource) in ways that
resonate and are considered to have relevance by education and service providers
(mechanism -reasoning), supported by adequate resources and clear management
commitment (mechanism - resource), will promote collective responsibility and
increased engagement and commitment to embed VBR by staff in the organisation
(outcome).

People with diverse backgrounds (which includes patients and public), who are
adequately trained in recruitment processes for assessing values and mutually
support each other in its operationalisation (context) will be open to working together
in new ways (mechanism — resource) and will have confidence in each other’s
abilities and unique contribution (mechanism - reasoning) to promote an approach
for recruitment that is transparent about the assessment of values by individuals
(regardless of background) and who are committed to continue to support VBR
(outcome).

Locally developed and well-led approaches for assessing values, that are designed
with operational level staff and systematically evaluated (context) will support
relevant, standardised and transparent recruitment approaches that are valued and
adopted by staff across the organisation (mechanism — resource) and that minimise
interviewer unconscious bias and subjectivity when assessing candidates
(mechanism — reasoning) to promote equity of opportunity for candidates so they can
demonstrate they possess the required values for a health care professional role or
programme of study (outcome).
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Attraction and selection stages of recruitment need opportunities for people with
experience to be transparent and honest about the challenging nature of healthcare
work and study (context) so that an individual candidate and staff at the recruiting
organisation can have a two-way conversation to assess values (mechanism —
resource) and increase candidate engagement with the role so that they can
consider their own suitability (mechanism — reasoning) and an informed choice is
made about the alignment of an individual’s values with the system in which they will
work or study and that may influence individual and organisational outcomes

(outcome).

DISCUSSION

To the best of our knowledge, this is the first theoretically informed, mixed methods,
evaluation of VBR. The architects of VBR made the assumption that recruiting
individuals for their values, and then maintaining and encouraging these values in
the workplace, would lead to the desired improvements in quality of healthcare
provision. Since the policy framework was launched, and mandated for HEls, there
have been considerable efforts by staff (with a remit for recruitment in HEls and NHS
organisations) to develop VBR. Based on our study findings, we cannot support the
assumption that VBR leads to the recruitment of individuals whose values are better
aligned with those of the NHS. Nor have we established whether VBR enhances the
quality of healthcare provision. Recruitment was perceived as an initial, but not only,
source of influence on the values of individuals. NHS workplace practices and
cultures were seen as more influential forces for socialising people into core NHS
values. Student healthcare professionals also identified workplace cultures (and
especially clinical placements) as important influences on the sustainability of
‘values’ of those working in the NHS. The Francis Inquiry highlighted the need for
cultural values in the NHS to change, and VBR was considered an important policy
for addressing this. However, our findings suggest that VBR alone has not changed
the values of the NHS workforce.

It is difficult, if not impossible, to argue against the importance of recruiting
healthcare professionals and student healthcare professionals for their values.
Healthcare professionals are employed to meet the needs of patients (and the
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public) for care and support. Addressing those needs and working in ways which
value them is both pertinent and desirable. VBR was perceived as increasing the
focus on patient-centred values and promoting structure and transparency to the
processes used to achieve this. We did not find evidence of the discriminatory power
of VBR for recruiting people with the right values or for rejecting those who did not
possess the required values. The extremely low rejection rate of applicants for
healthcare programmes of study revealed that almost everyone was assessed as
possessing these values. The longer-term benefits of embedding VBR in recruitment
processes were difficult to assess with any confidence.

The VBR policy was permissive. It promoted principles that organisations could
consider when developing approaches tailored to the local context. This created
wide variations in recruitment approaches and processes. In addition, VBR was often
introduced alongside a range of workforce initiatives. This adds complexity when

trying to disentangle impact and to isolate which intervention is having impact.

VBR needs to be understood within the broader context and influence of the cultures
in which individuals learn and work. As a single policy intervention VBR will not
change the values of the healthcare workforce and ensure quality of care and
service provision for the public. However, it can help signify to new recruits the
expected values of organisations and provide a means by which those unwilling to
subscribe to these can opt out. VBR has an important formative role but it needs to
be embedded within cultures that are already compassionate and caring if these
values are to be sustained by the workforce.

The strengths and limitations of this study are detailed in the full report.
IMPLICATIONS

Issues identified by our research that merit further consideration by policymakers,
providers, and researchers.
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Implications for policy

Securing bottom-up buy-in and the co-design of VBR with education and service
providers supports the principles for good policy making

Our study focused on education and service providers who had implemented
VBR and the varied ways in which the policy had been interpreted in the
recruitment approaches and processes. However, there are many NHS
organisations that have not implemented VBR. Understanding the
implementation of VBR across different contexts (acute, mental health and
community trusts) and considering the implications for patient care and
experience is an important area for future policy

The lack of evidence of impact of VBR on areas that we could analyse for
university healthcare programmes (such as student profiles and characteristics
pre- and post-VBR, or MMIs as a filter for university offers) suggests that further
investment in this area should be scrutinised

Understanding workplace practices and cultures and how these nurture and
support values is key for realising VBR in the broader context of values-based
learning and employment and future workforce policies and requires attention by
policy

Supporting organisations to establish systems for monitoring and evaluating
workforce policy initiatives is vital. This could usefully establish organisational
data sets for comparative evaluation purposes, as well as standardising audit and

monitoring by organisations

Implications for education and service provision

There is a need for education and service providers to reconsider the usefulness
of VBR for their local context (including its costs and benefits) and to consider
how, when combined with the organisational culture in which individuals work or
learn, values will be nurtured

Efforts to align individual values with those of an organisation require well
designed organisational policy and human resource management which supports
values-based employment or learning, including a commitment to address poor

workplace practices and cultures directly and justly when necessary
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Clear management engagement and commitment to recruit healthcare
professionals or students to programmes of study for their values is important
and will engender individual and collective responsibility of staff to embed VBR in
everyday practices. Health profession education programmes are delivered in
partnership with health (and social care) employers. A commitment to recruit
individuals for their values is therefore appropriate across the system and to bring
about mutual responsibility

Operationalising standardised and transparent VBR processes for the local
context is key for promoting meaning and relevance of values assessment in
recruitment processes for staff in the organisation

Ensuring adequate resources and systems are in place is a prerequisite for the
development and implementation of VBR and crucial for it becoming part of
everyday work

Systematising processes to evaluate and review VBR is important for staff to
appreciate VBR as a distinct approach for recruitment and to grasp the potential
value, benefits and importance of it for their own work and for the work of the
organisation of which they are part

Implications for research

Given the variation in approaches and processes for VBR there is scope to
undertake a longitudinal natural experiment to assess impact over time for
different approaches

Researchers should explore with education and service providers possibilities for
co-designing a core set of standardised process and outcome measures that
could be used for comparative workforce policy studies

Understanding how values are created, nurtured and sustained by the
organisations in which individuals work or study merits further investigation: VBR
needs to be understood within the broader context of values-based employment
or learning which should be included in any further research

Further research is needed in the following areas, to:

1.

Evaluate patient/ service user perspectives, as well as the views of a wider range

of interested stakeholders (such as Royal Colleges, or Unions)
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2. Explore a range of competing values and their respective impact on improving
care to determine: What are the most important values? Do some values, such
as effectiveness and efficiency, compromise other values, such as compassion?

3. Explore whether academic qualifications are more important in some areas than
values, and where/when does the ‘trade off occur?

4. Understand if different healthcare professions have different values and when
and how do these harmonise or clash in the organisation and delivery of patient
care. This could include exploration of the role of the professional bodies (for
example the Royal College of Nursing) in promoting the right values.

5. Evaluate whether poor patient care (when it occurs) is the result of poor individual
values (bad apples) or the culture of the organisation (bad barrels), the
profession (bad cellars) or the wider NHS (bad orchards)

CONCLUDING REMARKS

Current policy prescriptions that seek to nurture values-based cultures are in need of
a more secure evidential base. We have drawn on a mixed method study to sharpen
thinking about the implementation of VBR. There is still much to learn regarding the
implementation of this key policy and to this end we have highlighted a number of
important gaps in knowledge that are in need of sustained research-based

evolutionary development.
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CHAPTER 1: INTRODUCTION

The National Health Service (NHS) employs 1.3m staff (headcount), with almost one
million employed in direct patient care activities (602929 professionally qualified
clinical staff, supported by 345,248 support staff) (NHS Digital, 2020). It is staff that
overwhelmingly determine how patients experience healthcare. High profile reports
have highlighted deficiencies in healthcare services delivery and organisation
(Francis, 2013; Keogh, 2013) and the need for cultural change to ensure staff
promote quality of care and patient safety (Department of Health, 2012; Berwick,
2013; Cavendish, 2013).

The promotion and adoption of a values-based recruitment (VBR) approach to attract
and select health care students, trainees or employees ‘on the basis that their
individual values and behaviours align with the values of the NHS Constitution’
(Health Education England, 2013) was a high-profile policy response to these
concerns. VBR is one element in a broader values-based employment model (Health
Education England, 2013), which aims to combine recruitment strategies with
systems and environments for effective work by individuals and teams to ensure the

delivery of high quality services and care (Figure 1).

Figure 1: Health Education England’s values-based recruitment framework

I NHS EMPLOYMENT JOURNEY - A CONTINUUM OF VALUES BASED EMPLOYMENT ]

< RECRUITMENT > &L POST SELECTION >

VALUES BASED RECRUITMENT VALUES VALUES BASED

(VALUES TESTED AT MULYIPLE ASSESSMENT POINTS) BASED EMPLOYMENT
B s LA N e e Lt ENVIRONMENT SYSTEMS
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VBR was mandated by Health Education England (HEE) for Higher Education
Institutions (HEIs) when recruiting health care students for NHS funded training
courses'. NHS organisations vary in their implementation of VBR (Health Education
England, 2013). Despite nuanced differences, VBR’s core includes: explicitly
weighting values (such as compassion) over and above applicants’ training and
experience; a formal and structured approach to identifying and matching applicants’
values to those of the NHS Constitution (Department of Health, 2013); ‘stages’ in
managing values in recruitment through pre-application expectation management
(‘what sort of people do we want?’); explicitly referencing values at screening and
interview; and values-reinforcing activity once in employment and as part of

continuing professional development.

VBR assumes that recruiting for values and behaviours and then maintaining and
encouraging these, will improve healthcare quality. Whilst intuitively appealing, there
is only unsystematic and anecdotal evidence to support this assumption (Connolly,
2013; Strachan-Hall, 2013; Groothuizen et al., 2017). Evaluations of the impact of
VBR on aspects of care such as ‘compassion’ or variables such as staff retention
rates or indicators of organisational health (such as staff sickness and absence
rates) have not been undertaken. Moreover, the costs (from both the organisational
and the macro-NHS systemic perspectives) of implementing VBR are unknown.
Consequently, we have very little evidence to inform decisions about investing in
VBR. There is a need to broaden understanding of organisational processes and
cultures which sustain (or erode) health care professional values and behaviours
(Maben et al., 2007; Mannion, 2014).

This research project focuses on the components of VBR across education and
service providers. We sought to map the ‘active’ components of models of VBR, and
propose successful models of VBR for education, practice, and policy. The study
examines the values and behaviours expected of health care professionals
(including nurses and allied health professionals) from a range of perspectives,
including the public, NHS staff, student health care professionals, education and

1 During the evaluation period the NHS bursary for nursing, midwifery and allied health students was
withdrawn (https://www.gov.uk/government/publications/nhs-bursary-reform/nhs-bursary-reform). This
change in policy context, and as perceived by case study participants, is considered in Chapter 5.
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service providers, as well as education and service commissioners. We also explore
the potential benefits, costs and consequences of different models of VBR;
examining VBR within a broader context to explore what works, for whom, how, why

and in what circumstances.

The contribution of VBR to promoting, sustaining, and developing values and
behaviours in NHS staff merits investigation. Levels of employee engagement can
correlate with both performance (MaclLeod and Clarke, 2009) and improved patient
care and patient satisfaction (Glen et al., 2014; NHS Employers, 2014). However, we
do not know whether individuals recruited using VBR are better able to enact and
sustain their values when engaging in day-to-day health care work and when
engaging with health care teams. Our study explores and models the ‘ingredients’
required for interventions that will best support NHS organisations recruiting,
selecting, managing and supporting health care professionals and students to deliver
services and care in line with the aspirations of the NHS Constitution (Department of
Health, 2013) and the expectations of the public which the NHS serves. A better
understanding of the contexts within which different approaches are effective will
allow for more selective development of support systems and interventions (Davies
and Mannion, 2013; Mannion, 2014).

Given the lack of evidence for implementing VBR across education and service
providers, we asked the question:
How have education and service providers implemented VBR approaches
and what are the impacts on service delivery and care?

To answer this question, the study addressed the following aims, to:

1. understand and conceptualise VBR in the context of healthcare education
and service delivery in order to unpack what works, for whom, why, and
under what conditions;

2. identify the ‘active’ components of models of VBR and create a typology of
VBR models according to their constituent parts;

3. understand the longitudinal impacts of VBR for HElIs recruited through the
first cycle’ of VBR; and

4. propose successful models of VBR to inform practice and policy.
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We used quantitative and qualitative methods and various data to address study
aims through four connected stages. In this report, we present the findings of each
stage of this study, detail our theoretical propositions of VBR (what works, for whom,
why and in what circumstances), identify key cross-cutting issues related to
implementation of VBR in different settings, and highlighting the implications and
areas for consideration by policymakers and individuals and teams involved in
recruitment processes in both HEIs and the NHS.

In Chapter 2, we explain our research design and methods. This includes the ethical
considerations for this study, alongside methodological and practical challenges of
conducting this research. Chapter 3 represents our findings from Stage one’s
formulation of initial theories of VBR (using policy analysis, a literature review and
interviews with policy ‘architects’). We test these theories in four case sites (Stage 2)
using a multiple case site embedded design (Yin, 2009) (Stage two), presented in
Chapters 4 and 5. First, we present findings from two HEls and their implementation
of VBR for healthcare students (including nursing and allied health care
professionals) to programmes of study (Chapter 4). We then present findings of
implementation of recruiting for values in two NHS organisations - one acute NHS
Trust using strengths-based recruitment (SBR) and one mental health NHS Trust
using VBR - particularly for newly registered health care professionals (Chapter 5).
Chapter 6 provides our subsequent cross-case analyses and refined theoretical
propositions for VBR (Stage three). Chapter 7 looks at the longitudinal impact of
VBR in HEIs (Stage four) using a national survey of HEls, analyses of secondary
data of the characteristics, profile and continuation of students recruited to
healthcare programmes nationally, and follow-up interviews with stakeholders in the
HEI case sites. The final chapter highlights key issues related to implementation of
VBR in different settings, and the implications and areas for consideration by
policymakers and individuals and teams involved in recruitment processes in both
HEIs and the NHS and consider our study’s strengths and limitations. To encourage
transparency, we have included a comprehensive set of appendices.
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CHAPTER 2: RESEARCH APPROACH AND METHODS

To explain why and how policy interventions (such as VBR) work, realist methods
identify the underlying mechanisms driving different outcomes and the ways context
influences these (Pawson and Tilley, 1997; Pawson et al., 2011; Greenhalgh and
Manzano, 2021). VBR is a complex [policy] intervention, involving multiple
stakeholders and contexts over a period of time. Making sense of VBR in this way
enables us to consider the different ways in which VBR is enacted, and to provide an

explanatory account of how a particular version may work, when, and for whom.

The active ingredients of VBR can be articulated as programme theories; outlining
how components (mechanisms) trigger changes and effects (outcome), and which
contextual conditions/resources (context) are needed to sustain these. We used
Dalkin et al.’s (2015) adapted version of Pawson and Tilley’s (1997) original C+M=0

formula:
M (resources) + C —> M (reasoning) = O

Further separating mechanisms into resources and reasoning helps understand VBR
in different contexts. Box 1 describes our working definitions of realism’s “building
blocks® (Pawson et al., 2005; Wong et al., 2012).

Box 1: Definition of context, mechanism, outcomes and programme theory

Context
Any condition that triggers and/or modifies the behaviour of a mechanism.

Mechanism

Our unit of analysis and the generative force that leads to outcomes. This can be separated
into resources that are made available within the context or the reasoning (cognitive or
emotional) of the various ‘actors’.

Outcome
Occur at organisational and/or individual levels and are intended or unintended
consequences of the intervention.

Programme theory
Specification of the mechanisms associated with which outcomes and what features of
context affect whether or not mechanisms operate.
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EVALUATION STAGES
Evaluation was a four-stage design.

Stage 1 generated a ‘working’ theory of VBR by (i) analysing policy documents and a
rapid review of VBR literature; and (ii) interviews with national stakeholders to
explore the intended advantages and disadvantages, contextual influences,
mechanisms/processes behind outcomes, and ways that VBR differs from previous
recruitment models. This stage culminated with the formulation of initial theories for
VBR: generative explanations of the mechanisms and contexts associated with
outcomes. In Stage 2 we tested these theories in four case studies: two HEls and
two NHS organisations (one acute and one mental health trust). Data comprised: (i)
case site documents; (ii) organisational measures of performance; (iii) explorations
of the potential costs and consequences of VBR; and (iv) interviews and focus
groups with stakeholders. Cross-case analyses of case study findings in Stage 3
enabled refinement of theories of VBR in terms of what works, for who, and in what
circumstances. Finally, Stage 4 evaluated the longer-term impact of VBR in HEIs
through a national longitudinal survey of HEIs, analyses of secondary data of the
characteristics, profile and continuation of students recruited to healthcare

programmes nationally and follow-up interviews in the HEI case sites.

Further details of each stage are provided below.

STAGE 1: FORMULATING INITIAL THEORIES FOR VBR

In this stage we focused on identifying those ideas and assumptions underpinning
and explaining how VBR is intended to work and in what circumstances. This
involved the development of initial programme theories (Pawson et al., 2005).
Programme theories articulate the ideas and thoughts of practitioners and policy
makers about how and why an intervention works. Articulating theory promotes
relevance and meaning for practitioners and policy makers — as well as intellectual

transparency.
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Effective theories in realist evaluations typically combine stakeholders’ theories —
often derived from their experiences - with substantive, formal, theories (Davidoff et
al., 2015).

Developing these initial programme theories involved:

a) a documentary analysis (Bowen, 2009) of VBR national policy (including
Health Education England and NHS Employers’ resources and tools) to
establish the ‘official’ theory of VBR;

b) a rapid review of literature (Khangura et al., 2014) to synthesise current
knowledge of the composition, assumptions and impacts associated with
VBR models; and

c) stakeholder (or policy ‘architect’) interviews to identify implicit and/or
explicit beliefs about VBR and the ‘active ingredients’ in the approach

according to education and service providers.

These initial programme theories were tested and further refined in subsequent
stages of the evaluation.

The project advisory group (see Appendix 1 for membership) helped identify key
policy documents and literature, introduced us to key informants for the stakeholder
interviews, and commented on the emergent programme theories (presented at the
end of Chapter 3).

Review of VBR policy and literature

To provide our preliminary understanding of the underlying assumptions and theories
of VBR we first analysed Health Education England’s VBR framework (2014) and
NHS Employers’ (2014) toolkit. An important analytic starting point was considering
the mechanisms by which VBR is supposed to work in particular contexts and
leading to outcomes, both intended and unintended (Pawson and Tilley, 1997). We
started by scoping the range of theories and conceptual frameworks underpinning
the various aspects of this document. Next, we examined a broader range of
literature to gain insight into implementation of VBR in practice, what is intended to
happen and what is reported to happen in specific contexts.
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Searching for documents and literature

Our search aimed to identify the range of documents and literature in which
stakeholders wrote about VBR. We included policy documents, editorials, comments,
letters, and news articles. As it was a “new” policy, we did not anticipate finding

research evaluations specific to VBR.

We searched a range of electronic databases (including CINAHL, MEDLINE,
Embase, Google Scholar, Business Source Premier, Health Management
Information Consortium, and Social Policy and Practice) using the search term and
truncation operator “values based recruit*” in the title or abstract to retrieve
‘recruitment’ and ‘recruiting’. A total of 21 references were identified through this
search following deduplication. The websites of relevant organisations (for example
Health Education England, NHS Employers, Council of Deans of Health, Skills for
Health, Skills for Care) were also searched. Reference lists of identified policy and

literature were examined to identify further relevant literature.

Selection and appraisal of documents and literature

The selection and appraisal of identified policy and literature were based on
relevance to the review question: reflecting established realist review methods for
theory elicitation (Pawson et al., 2005). All retrieved records were screened based
on title and abstract using the following criteria: (1) is this about VBR and (2) does it
potentially contain ideas about how VBR works, for whom and in what
circumstances? We did not exclude studies on the basis validity (for example, how
well they predicted or explained VBR outcomes) Full text copies of potentially
relevant documents and literature were retrieved and read. The relevance criteria is
detailed in Box 2. In summary, we sought to include policy and literature that offered
insights about how VBR is introduced in practice and how it affects recruitment
practices (the mechanisms), the contexts in which this happens and/ or the
consequences of this (the outcomes).
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Box 2: Determining the relevance of policy and literature for the review

Does the policy document or literature:

- contain ideas about how VBR is introduced in practice (education or service)?
- describe contexts in which VBR is introduced?

- explain consequences (or outcomes) associated with introduction of VBR (for

education or service or staff or patients)?

Having begun to understand the mechanisms underpinning VBR, the next stage of
our evaluation turned to focused on understanding and explaining which

mechanisms were influencing which outcomes in different contexts.

Stakeholder interviews

A stakeholder was defined as someone with the experience, knowledge and ability to
express the view of the group or organisation they represented (Brugha and
Varvasovszky, 2000). We identified, approached, and recruited eight stakeholders
working at a policy level for in depth qualitative interviewing. These stakeholders had
been involved with the development of the VBR policy and represented the
Department of Health and its arms-length bodies, higher education, and public and

patients.

Stage one’s interview plans were reviewed and supported by the University of Leeds
(School of Healthcare) Research Ethics Committee (reference number
SHREC/RP/526). Appendix 2 provides evidence of this approval. The ethical

considerations for all stages (1, 2 and 4) are considered below on pages 51-52.

Potential participants were initially emailed to introduce the study and the team
(Appendix 3). They were provided with a participant information sheet (Appendix 4)
and asked to reply to the research team within 3 days. Two further reminders were
sent on days 4 and 10 after the first email if needed. All potential participants
responded and accepted the invite or nominated a colleague. Once participation was
secured, a telephone interview was scheduled. Consent was obtained in writing prior
to the interview (Appendix 5) and verbal consent secured and recorded at the
beginning of the recorded interview.
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Participants were asked to use their experience and expertise at policy level (rather
than in an “individual” capacity) to guide their question responses. The interviews
explored contextual influences, mechanisms and processes by which VBR achieves
desired outcomes, intended and unintended advantages, disadvantages and
consequences of VBR, and how VBR differs from previous recruitment models. The
interview topic guide is detailed in Appendix 6. All interviews were recorded with

permission and transcribed word-for-word.

Interview data were thematically analysed (Braun and Clarke, 2006). First, data was
segmented into categories that were close to how participants described the issues.
We then compared within and between categories and identified emphases and
differences in participants, which were themed. These themes were then used in
conjunction with the policy and literature review to develop initial theories of how
VBR ‘should’ work and why.

Stage 1’s findings are presented in Chapter 3 alongside the initial programme
theories generated.

STAGES 2 AND 3: TESTING AND REFINING VBR THEORIES

Stage 2 of the evaluation focused on collecting and analysing data to test the initial
theories for VBR developed in Stage 1. Four case studies were conducted to
examine recruiting for values in higher education (n=2) and health service providers
(n=2).

Case studies are ideally suited to researching social action for detailed insights
(Ferlie, 2001; Yin, 2009). We examined the relationship between ‘planned’ formal
policy (espoused strategy) and ‘actual’ informal negotiation of the implementation of
VBR policy by staff in practice (emergent strategy) (Lipsky, 1980; Ferlie, 2001). This
stage involved developing understanding of a variety of important aspects of
implementing complex policy initiatives at organisational and individual levels:

e individual and professional ownership of VBR,

e system complexity and levels of change required for introduction of VBR,
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e the influence of external bodies on any internal reforms,

e leadership (transactional versus transformational),

e cultural diversity (domination or integration of sub-groups in the organisation),
constructive versus unintended or dysfunctional consequences of introducing
VBR.

Stage 2 of this evaluation was reviewed and supported by the NHS Health Research
Authority (reference number HREC15-041, Appendix 7), and approved by the
University of Leeds (Appendix 8). Both HEIs provided their approval for the study to
progress based on confirmation of governance approval by the University of Leeds:
South University on 23 March 2016 and North University on 13 May 2016.
Confirmation of capacity and capability was provided by the Acute NHS Hospital
Trust on 6 February 2017 and by the Mental Health NHS Trust on 1 May 2017.

Normalisation Process Theory in Realist Evaluation

Recruitment is not a new intervention; but VBR as a policy and mandating this for
higher education was. It represented a change in practice to be embedded within
everyday recruitment practices. Whilst not mandated in the NHS, our scoping review
in Stage 1 highlighted a potential shift in recruitment approaches to values-based (or
similar) approaches was happening in various NHS organisations.

Normalisation Process Theory (NPT) (May and Finch, 2009) provided a theoretical
lens for our evaluation. Specifically, it helps explain and make sense of how VBR as
a “technology” (in the broadest sense) was routinely operationalised, embedded, and
sustained as ‘normal’ recruitment practice within each case study. We used NPT as
a ‘sensitising’ device to structure the approach to our evaluation and to sharpen our

analytical focus for testing and refining our programme theories.

There are three formal propositions behind NPT (May and Finch, 2009, p.540):
1. Material practices become routinely embedded in social contexts as the result
of people working, individually and collectively, to implement them;
2. The work of implementation is operationalised through four generative
mechanisms or constructs — coherence (the ways that people make sense of
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the work entailed in implementing and integrating VBR), cognitive participation
(how they engage with this work), collective action (how they enact it), and
reflexive monitoring how they appraise its effects and modify it) (see Box 3 for
further detail of these constructs and their core components); and

. The production and reproduction of a material practice requires continuous
investment by agents in ensembles of action that carry forward in time and

space.
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Box 3: Core constructs of NPT and their components

1. COHERENCE: The sense-making work that people do together and individually to
operationalise a set of practices (intervention). It has four components:

(i) Differentiation: Understanding how a set of practices and their objects are
different from each other.

(if) Communal specification: Building a shared understanding of expected benefits,
aims, objectives.

(iii) Individual specification: Understanding own responsibilities and specific tasks
around the set of practices.

(iv) Internalisation: Understanding benefits, value and importance of set of
practices.

2. COGNITIVE PARTICIPATION: Relational work done to build and sustain
community of practice around complex intervention. It has four components:

(i) Initiation: Understanding how key participants work to drive practices forward.
(if) Enrolment: Organising selves and colleagues to contribute to work involved in
new practices, and more complex rethinking of individual and group relationships
may be required.

(iii) Legitimation: Work that builds on ensuring other participants believe the
intervention is right for their involvement, and they can make a valid contribution.
(iv) Activation: Collectively defining procedures that help sustain the intervention
and maintain involvement.

3. COLLECTIVE ACTION: The operational work people do to enact the
intervention/set of practices. It has four components:

(i) Interactional Workability: Interactional work that people do with others,
artefacts, and other elements of a set of practices to put them to use in everyday
settings.

(ii) Relational Integration: Knowledge work people do to develop and build
accountability and maintain confidence in each other and the sets of practices as
they use them.

(iii) Skill set Workability: Who the work is allocated to, in terms of the division of
labour and skill sets built up around a set of practices.

(iv) Contextual Integration: Managing sets of practices by allocating different types
of resources, and executing protocols, policies and procedures.

4. REFLEXIVE MONITORING: Appraisal work, done to assess the new sets of
practices, and the affects they have on people and/or surroundings. It has three
components:

(i) Systematization: Involves the work of collecting information in different ways to
find out how effective and useful sets of practices are.

(if) Communal Appraisal: The work involved in evaluating the worth of a set of
practices, using systematised and experiential information.

(iii) Individual Appraisal: Individuals express their personal relationships to
complex interventions by appraising its effects on themselves, their other tasks, and
the contexts in which they are set.

http://www.normalizationprocess.org/what-is-npt/npt-core-constructs/
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Sampling case sites

To test our programme theories we purposively sampled and recruited four case
sites: two HEIs educating trainee health care professionals undertaking a 3-year
programme of study (focusing on nursing, midwifery and allied health professionals)
and two NHS organisations (one acute and one mental health NHS Trust). We
agreed our case site selection with the project advisory group. The co-operation and
support of local key stakeholders in each case site (higher education and NHS) was
secured and critical for undertaking the evaluation.

We consulted survey data collected by Health Education England in 2015 from
higher education institutions in England. These data provided insight into the breadth
of programmes delivered by each institution and the approaches adopted for
implementing VBR. Our two case sites were sampled based on the following criteria:

e geographical area: an institution was selected from the North and South of
England;

e health care programmes (of 3-year duration) offered in the institutions: for
comparative purposes we selected institutions offering similar programmes;
and

e interview methods to assess candidate values: to represent institutions where
(i) there was one approach across all programmes or (ii) there were variations

in approach across programmes within the institution.

Our intention was to recruit an NHS site partnered with each HEI. Our rationale
being that reciprocal arrangements are usually in place between partner
organisations for recruitment: staff from NHS sites often participate in recruitment
activities with their higher education partner. We successfully recruited an acute
NHS site partnered with the higher education case site in the South. However, we
were unable to replicate this in the North. The partner mental health NHS Trust for
the higher education site in the North declined to participate — citing Trust
“pressures”. Our project advisory group were keen for a mental health Trust to
participate and so two more Northern mental health Trusts were contacted; both
Trusts declined: one was not using VBR and the other (again) stated that due to
pressures within the Trust they did not have capacity to support the evaluation. After
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long negotiations, and following advice from our project advisory group, we secured
a mental health Trust in the South of England.

Some description of methods used for assessing candidate values are presented
within case study findings in Chapters 4 and 5.

Data collection methods and data analysis
Case study data collection used both quantitative and qualitative methods and
included: document analysis; routine organisational data; non-participant

observation, interviews and focus groups.

Organisational approach to VBR: Document analysis

In case studies, documents are used to corroborate and augment data from other
sources (Yin, 2009). Documents detailing the organisational approach to VBR were
collected; either by a key contact in each case study site or retrieved directly if
publicly available. Documents related to attraction, screening, and selection stages
of VBR were collected. No site offered documents associated with candidate

“preparation” for recruitment.

Documents analysed included: organisational web pages (NHS or University health
care programmes of study); job adverts and descriptions of role (NHS); electronic
and paper copies of promotional materials for programmes of study (University);
protocols for recruitment process, including shortlisting documents (NHS and
University), and documents used in the interview process (NHS and University) —
see Table 1. We designed a document analysis form to determine whether - and
how - ‘NHS Constitution values’ (or where these were mapped to organisational
values), ‘6 Cs’ (Department of Health, 2012) or ‘values-based recruitment’ were
explicitly stated within documents. We aimed to retrieve a range of documents
(described above and detailed in Table 1) to ensure comprehensiveness of the
documentary analysis.
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Table 1: Document analysis for University and NHS case sites

North South
University | University

South
Mental
Health Trust

Document type

Website

Programme guide

International/ EU prospectus

Interviewer training materials

Recruitment and retention
policy

Job advert

Job description/ person
specification
Candidate pack

Application screening
documents

Candidate self-assessment
questionnaire
Interview questions

Multiple Mini Interview
guidance notes/ station
information

Multiple Mini Interview
questions

Situational Judgement Test

Group activity question

Interview scoring sheets

Exploring routine sources of organisational data on outcomes and costs of
VBR

Organisational data were provided by the two HEIs for five years, for students
enrolling onto health care programmes in (i) 2012/13, (ii) 2013/14, (iii) 2014/15, (iv)
2015/16 and (v) 2016/17 entry. VBR was introduced for students enrolling in
2016/17. We used these five years of data for analysis to explore any effects of VBR
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on the characteristics of students recruited. Data were provided by Senior
Admissions Officers from each University and included, demographics (age, gender,
and ethnicity) and two deprivation measures, IMD decile? and POLAR 3 score®. The
University North case site provided applicants’ tariff points (unavailable from the
University South case site).

Just five time points precluded a formal time series analysis, so we used descriptive
statistics to examine data and look for potential changes. In addition, the removal of
bursaries and introduction of tuition fees and loans in 2017 is a severe confounder,
very likely to affect the characteristics of students who apply for nursing and other
programmes; in reality VBR was in place for only one application/entry year (2016)
before any effects would have likely been substantially affected by replacement of
bursaries with tuition fees. Data were summarised by applicants, those invited to
interview, those offered places and those who enrolled. For those invited to
interview, a comparison was made between those rejected and those offered places
to explore how VBR impacted on this part of the recruitment process. This was done
by course, by institution. Heterogeneity between the two institutions prevented a joint
analysis for the courses they had in common.

In HEIs, as well as looking at the organisational effects of the policy, we also aimed
to consider the opportunity costs and any potential cost savings over time. Data
limitations and lack of a single clear outcome measure preclude cost-utility or cost-
benefit analysis. Instead we proposed a cost consequence analysis (CCA)
(Kaufman, Watkins and Simms, 1997). CCA offers a ‘course grained estimate of
what one puts into a system and what one gets out of it’ and has the advantage of

providing a rapid picture, at a reasonable cost, of the important variables decision

2 The Index of Multiple Deprivation (IMD Decile) is a measure of relative deprivation for small
areas. Deciles are calculated by ranking the 32,844 small areas in England from most deprived to
least deprived and dividing them into 10 equal groups. These range from the most deprived 10 per
cent of small areas nationally to the least deprived 10 per cent of small areas nationally.

3 The POLAR classification looks at how likely young people are to participate in Higher Education
across the UK and shows how this varies by area. POLAR classifies local areas or ‘wards’ into five
groups, based on the proportion of 18 year olds who enter HE aged 18 or 19 years old. These groups
range from quintile 1 areas, with the lowest young participation (most disadvantaged), up to quintile 5
areas with the highest rates (most advantaged).
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makers require to decide whether the return on investment in VBR is worthwhile.
VBR could result in additional short-term recruitment costs, particularly in the time of
staff involved in shortlisting and interviewing using more detailed methods. Over a
longer time period, however, cost savings could accrue (e.g. via reducing student
attrition and staff turnover). We explored the potential costs and cost savings of VBR
to inform decision making in HEIs, while recognising the constraints (e.g. data
limitations) and confounders (e.g. removal of bursaries) that influenced the
measurement of both costs and outcomes over the time period of this study, and
precluded any real possibility of attributing any observed changes to VBR per se.

Unlike HEIs, NHS employers were encouraged rather than mandated to use VBR.
NHS Employers suggested that VBR be delivered in a number of ways: pre-
screening assessments, values based interviewing techniques (role play, written
responses to scenarios) and assessment centre approaches.* This is likely to vary
considerably across sites and between occupations, and even those organisations
who implemented it in full would only have a small proportion of their staff recruited
in this way. In combination with this being encouraged not mandated, routinely
available data on potential consequences — e.g. adverse events, serious untoward
incidents or patient complaints — could not be attributed to VBR. It was therefore not
possible to meaningfully analyse quantitative data, either from national sources or
from our NHS case sites, to evaluate the impact of VBR.

Understanding implementation and impact of VBR: interviews, focus groups
and non-participant observation

We used qualitative methods to understand how VBR was implemented and its
perceived impact. We sampled stakeholders, ensuring that a range of participants
with differing roles in VBR were represented.

Initial study contact (Appendix 9) and study information (Appendix 10) was shared by
email with staff members (and potential study participants) by our key contact in
each case study site: for NHS sites this was a member of the senior executive team

* https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/values-based-
recruitment
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and for the HElIs this was the Admissions Lead for each of the health care
programmes. Key contacts at our University sites ensured that study information was
shared with clinicians outside the University who helped with recruitment events
(Appendix 10) and patient and public representatives (Appendix 11). Students were
recruited by research team members via lectures or recruitment days - following an
invite from University staff. This enabled the research team to share study
information with students and candidates (Appendix 10). Students and candidates
either volunteered on the day that they met the researcher or later after follow up
contact from researchers. Our attempts to recruit via focus groups (see (Appendix 12
for Participant Information Sheet) with students and staff was variably effective in
both University and NHS contexts. It proved impossible to host focus group
discussions with staff (including clinicians) and patient and public representatives.
Written informed consent was obtained from every participant for either an interview
or focus group discussion (Appendices 13 to 16). Verbal consent was also secured
at the beginning of the recorded interview or focus group. All interviews were
recorded and fully transcribed.

A total of 102 participants were included in the qualitative interviews and focus
groups in Stage 2: 87 interview participants and 5 focus groups with 15 participants.
Table 2 provides a breakdown of participants and Table 3 details the stakeholders by
case site. Interviews were conducted either face-to-face or by telephone, according
to participant preferences. Focus groups were face-to-face. The interviews and focus
groups explored contextual influences, mechanisms, and processes by which VBR
achieves desired outcomes, intended and unintended advantages, disadvantages
and consequences of VBR, and how VBR differs from previous recruitment models.

We used the ‘teacher—learner cycle’ interviews (Manzano, 2016) in the interviews
with stakeholders with experience of VBR to refine and test Stage 1’s programme
theories. In teacher—learner cycle interviews, the researcher’s theory is the subject
matter: the researcher first teaches the interviewee about the theories they want to
explore within the interview; the researcher then invites the interviewee to use their
experience of the intervention to reflect on these theories, refining and adding to
them. Effectively, the interviewee is using their experience to teach the researcher.
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An example of a semi-structured topic guide to facilitate these teacher-learner
interviews is provided in Appendix 17.

Table 2: Interview and focus group participants by case site

Case site Number Number of focus Total participants
of groups
interviews (participants)

South University 33 1(3) 36

North University 18 4 (12) 30

South NHS Acute Trust 19 - 19

South NHS Mental Health 17 - 17

Trust

Totals 87 5 (15) 102

Table 3: Participants by stakeholder group by case site

Case site Staff External | Students | Patient Total
clinicians & public | participants

South University 17 7 9 3 36
North University 11 3 12 4 30
South NHS Acute Trust 19 - - - 19
South NHS Mental 17 - - - 17
Health Trust

Totals 64 10 21 7 102

We used non-participant observation methods to understand differences in
behaviours related to VBR in each site — an approach usefully employed by other
realist evaluation teams to test and refine theory (Greenhalgh et al., 2009; Rycroft-
Malone et al., 2010). Familiarisation with VBR operationalisation in each case site

enhanced understanding of participants’ interview and focus group descriptions.

Observations focused on recruitment training days (South Acute NHS Trust) and
methods used (both university case sites and South Acute NHS Trust). In line with
realist recommended practice, interviews took place in the early phases of the study
and were scheduled after observations. Interviews were thus, guided and informed
by incidents arising from the observations; contributing to further theory testing and
consolidation (Manzano, 2016). We were unable to undertake any observations in
the South Mental Health Trust because we were not given permission.

Interview, focus group and observation data were thematically analysed at case site
level. First, by segmenting data into categories representing how participants
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described issues and that enhanced understanding of underpinning contexts,
mechanisms, and outcomes. We then compared within and between categories and
identified preoccupations or differences by participants. These were themed in a
process similar to analysis of interviews in Stage 1.

We then undertook pattern matching and building for each of our initial programme
theories using the range of case site data (qualitative, documents and organisational
data) to consider what might work, for who and in what circumstances. This cross-
case analysis (Stage 3 of our study) is presented in Chapter 6.

STAGE 4: LONGITUDINAL IMPACT OF VBR IN HEIS

Stage 4 was added in response to policy customers’ wishes to see the longitudinal
impact of VBR in HEIls. We undertook a national survey of HEIs, analysed secondary
data about the characteristics, profile and continuation of students recruited to health
care programmes nationally, and conducted follow-up interviews with participants of
the Stage 2 HEI case sites (North University and South University).

We discussed with the project advisory group ways to determine impact arising from
the VBR policy mandate and subsequent changes in recruitment on characteristics
and profile of students recruited to health care programmes. We agreed with the
advisory group to use routinely collected data by the universities, to cover the period
pre- and post- introduction of VBR processes in the universities. These secondary
data sources included student demographics (age at entry, gender, student specified
ethnicity), and measures of deprivations (POLAR classification® and Index of Multiple
Deprivation (IMD)®). In addition, Tariff Points were analysed at North University.’

5 The POLAR classification looks at how likely young people are to participate in HE across the UK and shows
how this varies by area. POLAR classifies local areas or ‘wards’ into five groups, based on the proportion of 18-
year olds who enter Higher Education aged 18 or 19 years old. These groups range from quintile 1 areas, with
the lowest young participation (most disadvantaged), up to quintile 5 areas with the highest rates (most
advantaged).

5 The Index of Multiple Deprivation (IMD) is a measure of relative deprivation for small areas.

7 University and Colleges Admissions Service (UCAS) Tariff points are allocated to qualifications generally
studied between the ages of 16 to 18. Universities use these Tariff Points to report to Government bodies but
may also use these in their entry requirements (https://www.ucas.com/ucas/tariff-calculator)
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Stage 4 of this evaluation was reviewed and supported by the University of Leeds
(School of Healthcare) Research Ethics Committee (reference number HREC 18-

027). Appendix 18 provides evidence of this approval.

National survey of HEls

To explore the national implementation of VBR in HEIs for the recruitment of
students to health care programmes (including nursing, midwifery and allied health
professionals), and staff perceptions of the impact of VBR, we conducted a cross

sectional survey (September to November 2019) using questionnaires.

Data collection and analysis

We designed a questionnaire (see Appendix 19) based on Stage 2 case study
findings for academic staff with a role in leading admissions in their universities for
these programmes. Section one captured participants’ employing university, the
undergraduate degree programme(s) worked on, the methods used to screen and
select students, whether (and how) values were promoted in marketing materials,
and the contribution of patients or public or clinicians to recruitment processes in
their organisation. Section two had 12 items, each using a 5-point Likert scale
(strongly agree, agree, neither agree or disagree, disagree, or strongly disagree) to
measure attitudes towards VBR (3 items), perception of impact of VBR (4 items),
perceptions of colleague attitudes towards VBR (2 items), and perceptions about
how well VBR was implemented within their organisation (3 items). All 12 statements
were phrased positively, a lower score (i.e. a score of 1) indicated a stronger level of
agreement, and a higher score (i.e. a score of 5) indicated a stronger level of
disagreement. The final section (three) was optional and comprised one open text
question to capture experiences of VBR and its impact on undergraduate health care
programme(s).

The questionnaire was distributed by email with a link to an online form to every
university in England providing nursing, midwifery, or allied health professional
health care programmes (n=62). We purposively sampled participants working in
admissions roles. Study invites were sent direct to these staff (if identified on
University web pages) or to the Head of Department who were asked to forward to
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academic staff with a lead role for admissions for health care programme(s)
(Appendix 20). Participant recruitment was carried out over a 3-month period, with
monthly email reminders sent to non-responders - 3 reminders in total.

Data were analysed using the Statistical Package for Social Sciences (IBM SPSS
Statistics 26.0). Categorical variables were reported as frequencies, and
percentages. The 12 items measured using a 5-point Likert scale generated ordinal
data which in line with recommended practice was treated as interval data (Sullivan
and Artino, 2013). The data generated from each of the 12 Likert scale items
generated non-normally distributed data, and for this reason the median (inter-
quartile range) values for each individual item were reported. Open text responses
were analysed thematically (Braun and Clarke, 2006) to understand closed-question
response findings. Open text data were treated both inductively and deductively, to
identify data providing detail on questionnaire topics and allowing new topics
emerge. Data were coded, codes merged into themes and sub-themes. See Chapter

7 for responses and results.

National secondary data analysis

We analysed national secondary data sets to examine the characteristics of students
recruited to health care programmes before and after VBR implementation and to
determine if their characteristics changed.

Characteristics examined included age, gender, ethnicity and qualifications across
seven health care programmes: midwifery, physiotherapy, radiography, occupational
therapy, mental health nursing, adult nursing and children’s nursing. Analyses
focused on first year undergraduate students beginning courses between 2012 and
2017. VBR was implemented for students commencing their programme of study in
2016/17. We examined drop-out rates during the first year of study.

Data collection and analysis

Student data was provided by Higher Education Statistics Agency (HESA) and
included demographic data and continuation data from 81 HEls. Demographic data
was provided for six years (2012-18) and continuation data for five years - 2017/18
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data was not released at the time of our analyses. In addition to HESA data we used
publicly available data and reports from UCAS (UCAS, 2019).

Descriptive statistics and regression models were used to summarise the data and
explore any apparent changes in trends over the time period 2012/13 to 2017/18.

HESA data from each HEIl was modelled. The dependent variable was the
characteristic of interest (e.g. average age, proportion of female students). We also
included variables that represented year: the time before and after the VBR
intervention and the intervention point. Analyses were adjusted for the number of

students enrolled on each course and each course analysed separately.

National-level UCAS data was unsuitable for formal ITS and so was limited to
descriptive statistics.

HEI case site follow-up interviews

Follow-up interviews with a sample of the Stage 2 HEI case study participants (in
2019) were conducted to promote (i) reflection on the ways in which VBR had been
operationalised and any adaptations to recruitment since their first interview
(conducted 2016-2017); (ii) re-appraisal of VBR and its purpose; as well as (iii)
consideration of potential impacts, including longer-term impacts.

Data collection and analysis

We approached individuals (staff and students) who participated in Stage 2 HEI case
studies and who provided consent for us to contact them again. This approach was
by email (Appendix 21) and included a participant information sheet (Appendix 22
and Appendix 23). We sent reminder emails at 1 and 2 weeks after the initial email
(2 reminders). We approached 38 individuals: 19 from North University and 19 from
South University. Seven had left their previous position at the university or NHS
organisation and so were not available for follow-up interview. Of the remaining 31
potential participants, we arranged telephone interviews with 13 people: South
University (n=7) and North University (n=6); academics (n=5), clinicians (n=2),
students (n=4) and service users (n=2) (Table 4).
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Table 4: Stage 4 participants by stakeholder group and university case site

Case site Staff External | Students Patient & Total
clinicians public participants
South University 3 1 2 1 7
North University 2 1 2 1 6
Totals 5 2 4 2 13

Interviews were conducted by telephone and lasted ~30-minutes. All participants
provided written consent (Appendix 24 and Appendix 25). Interviews explored:
developments and changes in VBR in their university; perceived advantages and/ or
disadvantages of VBR; contextual factors at individual and/ or organisational levels
that had influenced use of VBR; mechanisms and processes through which VBR
outcomes were achieved; potential costs and consequences of VBR; future
development of VBR and how this linked with other key policies and strategies.
Interviews allowed participants to raise experiences or perspectives they considered
important for the longitudinal study of VBR. The topic guide used for these interviews

is in Appendix 26. Interviews were recorded and transcribed.

These interview data were thematically analysed using the same processes
previously described. Interviews were compared to Stage 2’s analysis to evaluate

longitudinal impact.

ETHICAL CONSIDERATIONS

The ethics and governance approvals secured for each stage were described above
(Stage 1, page 35; Stage 2, page 37; and Stage 4, page 48). For all stages, six main
challenges were addressed:

1. Informed consent: potential participants were given information about the
research in a form that they could understand. Written material was
complemented by discussion and explanation - where requested. Participation
was voluntary.

2. Handling and storing personally identifiable data: Details of case sites and
participants were stored electronically on a password protected database,
only accessed by, and accessible to, the research team. Paper copies of
consent forms were stored in a locked filing cabinet in a secure locked office
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separate from study data. Case sites and participants were given a unique (to
them) study identification (ID) number.

3. Patient safety: We were mindful of and planned the possibility of a participant
disclosing information that could compromise patient safety. Participant
information sheets and consent forms explicitly stated that further action
would arise should the team have any concerns about patient safety.

4. Disclosing sensitive or upsetting information: A contact name of someone
participants could discuss any issue following the data collection was provided
to all participants.

5. Anonymity: Direct quotations have been anonymised to protect the identity of
participants. Audio recordings of interviews were uploaded on to password
protected University computers and immediately erased from local digital
devices. Transcribed data were anonymised and stored on password
protected university computers, available only to the study’s researchers.

6. Secondary data were anonymised and stored electronically on a password
protected database, accessibly only the study’s analysts.

SUMMARY

This study was a response to the Department of Health and Social Care Policy
Research Programme’s invitation to tender. Plans were peer reviewed and revised to
accommodate the comments of reviewers and the funding body. The evaluation
design and methods used have been detailed in this chapter. The chapters that
follow report our findings.
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CHAPTER 3: STAGE 1 - UNDERSTANDING VALUES-BASED
RECRUITMENT AND DEVELOPING THEORIES OF HOW IT MIGHT
WORK, FOR WHO AND IN WHAT CIRCUMSTANCES

“There was clear support for student recruitment processes that made values-
based assessments and explored academic achievement and ability,
experience in care settings, and the motivation for choosing nursing.
Recruitment should balance academic excellence and values.”

(Willis Commission, 2012, p. 25)

Quality in health care is influenced by more than what staff do - it's also about how
they do it (Bridges et al., 2013). The Francis Inquiry highlighted the key role values
play in ensuring safe, compassionate care. Post Francis, the VBR framework was
developed to align the values and behaviours of staff with the expectations of the
NHS and the public. VBR was an important policy response for assessing the
personal characteristics, values and beliefs of staff and students - the future health
care professional workforce. Against this policy background, the contribution of VBR
to promote, sustain and develop desired values and behaviours among NHS
employees in practice was not known. The starting point for this evaluation was
understanding how VBR might work, for who and in what circumstances.

VBR ACCORDING TO POLICY AND LITERATURE
To understand the “official” theory of VBR we examined national policy documents,

alongside HEE and NHS Employers’ resources and tools.

Our narrative synthesis of the findings of the documentary analysis and rapid
literature review undertaken was structured into three areas to develop our initial
theories of VBR and how it might work: (i) context; (ii) mechanisms; and (iii)

outcomes.
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Context

In 2014, the Government mandated HEE to develop an agenda focused on
improving staff values in the NHS (Department of Health, 2014). Based on the
assertion that there was no place for poor culture, poor behaviour, lack of care or
lack of compassion in the NHS (Colghon, 2014). Literature discussing the
development of VBR, highlighted high-profile reports outlining deficiencies in the
delivery and organisation of care: the Francis (QC) Inquiry into failings at Mid-
Staffordshire Hospitals NHS Trust (Francis, 2013), and the Keogh review (2013) into
the poor quality of care provided by hospital trusts in England with persistently high
mortality rates. Other reports informing the development of VBR talked of the need
for cultural change in the NHS, including a focus on: compassionate care
(Department of Health, 2012); quality and safety (Berwick, 2013); and the
unregistered health care workforce (Cavendish, 2013). VBR was one response by
the Government to address ‘caring behaviours’ in health care trainees, professionals
and staff (Carter, 2013). This backdrop was always likely to influence the adoption of
VBR in different settings.

The manifest failings and poor-quality care at Mid-Staffordshire Hospitals NHS Trust
revealed by Francis (2013) showed how employing staff without the right
qualifications and experience and that express values mis-aligned with the service
could be so detrimental. The NHS Constitution’s core values are (2013): working
together for patients; respect and dignity; commitment to quality of care;
compassion; improving lives; and everyone counts. These NHS-wide values are
intended to strengthen local values in individual organisations and guide the
behaviours of staff.

For undergraduate pre-registration health care students, the focus of VBR was on
the ‘practical’ aspects of caring and the candidate’s ability to demonstrate caring
behaviours in readiness for a future role in health care (Carter, 2013; Hunt, 2013;
Lyth, 2015; Sprinks and Duffin, 2015). VBR’s focus was extended to NHS health
care professionals and staff employed in direct patient care activities (Miller, 2015).
And whilst some NHS organisations recruited staff for values prior to the Francis
report, this form of recruitment intent was catalysed by the introduction of VBR policy
(Torjesen, 2014). VBR and associated approaches were seen as “superior” to

54



previous recruitment approaches (Miller and Bird, 2014) by supporting the
assessment of candidates’ values, drivers and motivators, not just experience and

qualifications as in “traditional” approaches.

Within nursing, polarised views on HEE’s VBR Framework (2014) and its intended
purpose emerged. For some, testing prospective nursing students for compassion at
recruitment was futile, as a lack of compassion was principally a defensive response
to working in difficult environments not part of an individual’s intrinsic values
(Osborne, 2015). Beagan and Ells (2009) revealed the values that mattered most to
a small sample of nurses (n=20): helping others; caring and compassion; making a
difference; patient-centredness; advocating for patients; personal and professional
integrity; holistic care; and sharing knowledge for patient empowerment. The
contexts these nurses worked in meant they often perceived an inability to enact
values and make a difference to patients. They cited barriers such as inter- and intra-
professional hierarchies, or poor workplace policies and resources. Others have
argued that a focus on contextual, rather than individual, factors excuses
dysfunctional behaviours. Mid-Staffordshire Trust nurses were considered to have
ignored patients in distress, rather than fail to notice their distress (Osborne, 2015).
Accordingly, tests to identify suitable candidates for the profession at the recruitment
stage were welcomed by only a proportion of the profession.

A statement by the Council of Deans reported that the majority of universities (96%)
already recruited potential health care students for their values and there was no
evidence that recent graduates were of concern in terms of their values (Dean,
2014). They emphasised that more important foci should be the health care
environment and organisational cultures in which students were learning in practice.
Delivering compassionate care is complex; it is likely influenced by both resources
available and the organisational environments in which nurses work, as well as the

individual and their values (Sawbridge and Needham, 2014).

A key acontextual aspect shaping the public’s perception of the nursing profession
and work in contemporary health care was the growing gap between how nursing
thinks about itself, how it describes its practice, and how nursing is perceived by the
public (Allen 2015). A gap appears between professional ideals and practice and has
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two important consequences: misplaced public expectations of nursing and
dissatisfaction with the nursing role and work — leading to burn out, diminished
commitment, or leaving the profession. The lack of published discussion and
evaluation of VBR for other health care professions suggests that critical focus is

concentrated heavily on nursing.

Mechanisms

The literature described the ways in which HEIs and NHS organisations reflected
VBR policy in their recruitment strategies. This highlighted variability in the adoption
of VBR in the NHS. Heterogenous accounts of pre-screening assessments,
individual interviews, group interviews, situational judgement tests, role play and
written responses to scenarios were all evident. Most literature on VBR approaches
focused on recruitment of nurses and/ or midwives to undergraduate programmes,
their first position as a registered professional, or when changing jobs (Kendall-
Raynor, 2013; Miller, 2015).

Multiple mini interviews were advocated as a reliable alternative to individual
interviews to inform selection decisions in pre-registration student midwives
(Callwood et al., 2014). Ellis et al. (2015) described one university’s development
and testing of an instrument to measure professional identity and core values in
nurses. Taylor et al. (2014) reported on a study evaluating selection processes for
recruiting student nurses and midwives. They argued that: (i) there is a lack of
agreement on the requirements for entry to nursing courses, particularly in relation to
attributes and characteristics; (ii) psychological profiling may have a contribution to a
multifaceted approach to student selection, but should not be an exclusive approach
to decision-making; and (iii) selection processes should address expectations to
reduce the mismatch between these and the reality of programmes of study.

Assessing values and behavioural competence of applicants for NHS jobs was seen
as important as assessment of technical or work-based competence (Colghon,
2014). Personal statements in applications for health-related positions were criticised
as lacking validity for assessing values and that in-person selection processes were
key (Torjesen, 2014). It was suggested that, as a minimum, VBR should involve at
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least a face-to-face interview with an applicant (Latham, 2014). The use of
assessment centres was advocated; as was involving service users (Colghon, 2014;
Duffin, 2014; Torjesen, 2014; Miller and Bird, 2014). Situational judgement tests
were highlighted as useful for assessing candidates and informing effective selection
decision making (Kendall-Raynor, 2013). This was despite the lack of evidence to

support these claims.

VBR approaches focused on the applicant’s attitudes and behaviours and whether
they were a good it’ for the organisation (Trueland, 2014): getting the ‘right’ person
into post (based on alignment of the personal values with those of the employing
organisation) was considered most important because once in post the individual
could develop their clinical competence through training. Conversely, influencing and
changing personal values was considered difficult. Trueland (2014) described the
VBR approach at the Birmingham Women’s NHS Foundation Trust. Applicants for
nursing and midwifery posts at this organisation were informed they would be
assessed on their values and that the assessment process could take up to three
days. The first stage involved screening for values via a questionnaire. Successful
candidates were then asked to spend some time in the trust, perhaps chairing a
meeting, going on a ward round, or delivering a teaching session. Only then were
they invited for interview. At interview, they were asked to demonstrate how they put
their values into practice. No data was available on how many candidates were
rejected for not having the right values.

Beyond nursing and midwifery, Colghon (2014) reported that some universities and
NHS organisations were recruiting pharmacists for values, with limited detail on how
this was being enacted. Within mental health services, there were examples of NHS
organisations who had commissioned the National Society for the Prevention of
Cruelty to Children (NSPCC) to 'overhaul' recruitment methods and to place greater
emphasis on a candidate's values (Duffin, 2014). Again, detailed examples of
mechanisms used were not provided. The most detailed report at this time described
three different types of NHS organisations’ approaches to VBR: ambulance service,
a health care trust and blood and transplant services (Anon. 2014). Each described
the core values of the organisation as forming the basis for recruitment and
assessment of values. Thus, variability in the degree to which NHS core values were
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represented in recruitment were, in effect, hard-wired into local recruitment. Figure 2

summarises the VBR approaches used. This revealed that an emergency call

handler was subjected to a series of assessments. Once passed, they were then

invited to a one-day assessment. The other organisations referred to an “interview”,

with little detail about the assessment of values.

Figure 2: Values based recruitment in three NHS organisations (Torjesen,

2014a)
Organisation | Core values Behaviours Recruitment approach
Ambulance | Committed, Empathy; ability to For emergency call
professional and question handlers:
accountable; working | appropriately; to (i) Remote situational
together; delivering control the call; to judgement test (SJT);
consistently; shaping | listen and interpret (ii) If pass SJT, online
the future; and responses correctly; | assessment of skills; (iii)
showing we care to work quickly and personality assessment
accurately to meet and response to
response times computer generated call;
(iv) one-day assessment
including interview and
behavioural role play
Healthcare Patients first; safe Assessment of All staff types and levels
Trust and high-quality care; | behavioural interviewed to assess
responsibility and competencies that values and technical
accountability; make up each value | ability — ‘give an example
everybody’s of when you have shown
contribution counts; compassion or sensitivity
and respect. towards another person.’
Behaviours to score the
response provided for the
interviewer include: listen,
act, comfort, patient
consent.
Blood and Not stated Not stated On application form,
transplant values and behaviours
assessed — ‘please give
example of when you
have provided good
customer care skills.’
At interview, values-
based questions asked

Our rapid review illustrates the varied landscape of VBR implementation. But also

the absence of deep understanding of the recruitment approaches used, how they

enabled assessment of candidates’ values, or whether an approach worked better in
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some settings (NHS or HEI) or for particular groups (students, newly registered

professionals, experienced professionals, or different professions).

Outcomes

At the time of our review, there was no research evidence linking VBR to outcomes.
Despite this, wide ranging and bold claims were espoused in policy documents and
literature on the positive difference that VBR would make to patients’ experiences of
care and the health care workforce’s experiences at work. VBR was to ensure the
principles and values of the NHS, [breathing] ... new life into the NHS Constitution’
(Latham, 2014). Policy documents and literature directly linked alignment of
individual and organisational values in health care (through VBR) to positive impacts

and outcomes.

Staff employed using VBR approaches would be happier, more engaged, and more
productive (Torjesen, 2014). A claim made on the basis of on an NHS Employers’
report stating organisations were reporting ‘a significant reduction in staff turnover’
as well as ‘reduced sickness absence levels’ and ‘increased job satisfaction’
following introduction of VBR. No data were provided to substantiate these claims. In
a report detailing recruitment of health care assistants for their values (rather than
qualifications) by one NHS Trust (Anon, 2013), turnover fell from 17% in 2010 to
9.9% in 2013, and sickness absence among assistants by 20% in 3 years. Given the
plethora of human resource strategies and policies introduced during the same time
period, it was simply not possible (or sensible) to attribute these outcomes solely to
VBR.

In higher education, recruitment to a programme of study using VBR was intended to
create a ‘shift in the focus’ of undergraduate pre-registration nursing students when
on clinical practice placements (Miller and Bird, 2014). The nature of this shift in
focus by students was not articulated, beyond a list of desirable behaviours: work
efficiently in teams to achieve shared goals; enhance patient experience and care;
experience greater job satisfaction. This same article (Miller and Bird, 2014) reported
several organisations’ claims of less requirement of agency staff; less staff turnover;
higher staff morale; more positive work environments; staff reporting feeling more
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valued; lower sickness and absence rates; staff reporting greater job satisfaction;
better care as reported by patients — all seemingly attributable to VBR but not based
on empirical evidence. As well as benefits, Miller and Bird (2014) noted some
unintended and dysfunctional consequences of using VBR. Including, failure to
recruit individuals unable to communicate values effectively at interview
(underperform) or, conversely, over-recruiting students who rehearse the main
[expression of] values required at interview. The sensitivity and specificity of VBR as
a test of values was unquestioned. Colghon (2014) cautioned VBR would not
necessarily produce ‘good’ professionals at the end of their programme of study; it
would only be ‘effective’ in picking out oddities or characteristics undocumented in a
candidate's personal statement. How well it did this, was not known. The Council of
Deans recognised that VBR alone would not create cultures to prevent another
failing in health care delivery akin to Mid-Staffordshire (Dean, 2014).

SUMMARY

Limited published evidence related to VBR existed to develop a uniform approach to
VBR on. Our analysis included policy documents and resources, small-scale
evaluations or research and opinion articles. Each provided useful context and
discourse that shaped the development of VBR in HEIs and the NHS. The main
headlines:

e Recruiting organisations (HEls and NHS) varied enormously in the clarity of
articulated values and embedding these across recruitment and selection
procedures.

e There is wide variation in VBR approaches adopted by the NHS and HElIs to
assess an individual’s values. Approaches advocated included situational
judgement tests (SJTs), structured interviews and MMIs. Approaches
considered inappropriate included personal statements, references and
unstructured interviews.

e Assessing an individual’s values for “suitability” for health care was seen as
intrinsically complex — for unclear reasons.

e Understanding candidates’ expectations of professions was considered an
important aspect of recruitment by HEIs to minimise the mismatch between
these and the reality of programmes of study.
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e A sole focus on recruitment for character and values at inception ignores the
ongoing support needed for sustaining values throughout the programme of
study and beyond, when employed.

e There was no evidence to support claims that VBR leads to improved care for
patients, or improved outcomes for staff or organisations.

e VBR'’s costs were not addressed.

Our analysis of policy and literature lacked the depth to generate theories about
VBR: in particular, what might work for who, why and in what circumstances.
Interviews with VBR policy ‘architects’ in 2016 explored intended advantages and
disadvantages, contextual influences, mechanisms, and processes by which
outcomes were expected to be achieved, and how VBR differed from previous
approaches to recruitment — providing some of the requisite depth for theory

generation.

VBR AS ESPOUSED BY ‘ARCHITECTS’

The implementation of a national policy, such as VBR, is complex, fraught with
challenges and shaped by local contexts: what works well in one setting may work
differently, or less well, in another setting. VBR was mandatory for HEIs but only
recommended for the NHS.

“One size doesn’t fit all”: Developing VBR

Participants described the context within which VBR was developed. HEE, as an
arms-length body (ALB), were mandated by Government to deliver VBR for HEIs.
This involved broad “engagement” with other ALBs, such as NHS England, the Care
Quality Commission, the Council of Deans and Healthwatch, to promote a “whole
system” (sic.) approach and “partnership” (sic.) working:

“We wanted to ensure that we engaged across the system, because however
complicated our NHS had been made from moving it from one organisation to
| suppose seven key arms-length organisations, seven bodies, we wanted to
ensure that we were doing this across the system, because we knew that we
couldn’t do it on our own.” (Stage 1: Policy architect: 2)
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NHS Employers were commissioned to work with NHS organisations to implement
VBR. The work was wide in scope, aiming to understand how values were
introduced into the everyday business of the organisation — policies, procedures and
ways of working — and then how they were being implemented in recruitment

processes:

“We knew from work that had been done on values before — particularly work
on staff engagement - that if we didn’t have a whole-systems approach to
looking at how the organisation worked with its values and the staff worked
with its values then the recruitment piece on its own would fail... So, we've
just tried to bust some myths around it doesn'’t really matter where you start
with this, you just need to find a way in and then expand beyond there.”

(Stage 1: Policy architect: 4)

Participants described their involvement with the development of VBR. In some
situations, there was reluctant engagement but recognition that, politically or publicly,
it would not be appropriate for an organisation to (actively) oppose recruiting for

values:

“I think in our policy domain, politicians — and to a greater or lesser extent,
sometimes officials from Health Education England — create problems that
they want to solve. So, they had decided... that there was a problem in getting
the right people onto courses. And | just fundamentally disagree with that. |
don’t think there’s any evidence that the problems in care are linked to who
we recruit, and | don’t think there’s any evidence that the people we recruit

are the wrong people, in broad terms.” (Stage 1: Policy architect: 3)

The development of VBR involved a shift from the original Government focus on an
automated tool for VBR, to the development of a looser framework with six core

requirements, providing some flexibility for HEIs:

“A conceptual framework and giving some flexibility and variability to each HEI

instead of saying ‘right, you must do this’ and it feeling a very top-down piece
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of work. It was ensuring that they had their own flexibility about how they did
that. Because most HEIs were doing something in this field anyway, so we
just needed to make sure that we tried to sort of pipe all of that together.”

(Stage 1: Policy architect: 2)

The framework was to offer “standardisation” and promote “transparency” of the
NHS Constitution values in recruitment. It also necessitated face-to-face structured
interviews with formal assessment of values. A key requirement of the framework
was involvement of patients and the public in different stages of the recruitment
process. Architects saw this as well-received across the system and as politically

important post-Francis:

“And the way in which you use patients on the educational journey is totally
undervalued by most organisations. And that’s from when you recruit, so
using scenarios with real patients, creating scenarios based on patient
Journeys and patient stories.” (Stage 1: Policy architect: 6)

Through the eyes of policy architects, implementation of the framework was to
support HEIs in reviewing their recruitment processes; including reconsidering the
methods and resources required — including cost saving opportunities. For those
working closely with universities there was a perception that students had always
been recruited (at least in part) based on values expressed. But the inevitable
variability in achievement was also recognised. Participants cautioned that previous
approaches to recruitment had relied too much on “instincts” or “gut reactions” to
candidates. The question of proportionality in response to this variability was raised

by some:

“And | think one of the interesting policy discussions that we have a lot is the
kind of ‘are you using a hammer to crack a nut?’ type of thing. So, if you've
got a couple, or a handful, of Universities who are clearly not doing this and
you’ve got evidence of serious concerns. Why are you trying to impose a
national framework on everybody, rather than just looking for the exceptions?
And if you can show evidence that they’re not doing it, you’re the

commissioner, so stop commissioning!” (Stage 1: Policy architect: 3)
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Participants also commented that despite wide-ranging challenges (dispersed
physical locations, geographically spread out services, VBR to be implemented
within existing resources) there was some perceived utility in VBR as a framework
for NHS recruitment. This seemed to be borne of a semi-forced reconsideration of

how they assessed for values:

“I think once people got into actually doing it, it provided a framework which
some people said where there had been things they’d found it really difficult to
put a measure next to before, now they were more easily able to do that. So,
when people say how can you assess whether someone is caring or
somebody is honest, it’s not just having the values but they’re then going to

have some measures underneath it.” (Stage 1: Policy architect: 4)

The organisational context in which VBR was being implemented was important. In
universities, the health care programme size and scope, internal systems of support
for recruitment, existing relationships with NHS partners and the university’s financial
health were all cited as mitigating factors on implementation. Both university and

NHS staff raised ‘buy-in’ among staff as also influencing implementation:

“Some people are signed up to that and some people don’t think it’s possible.
And if you don’t think it’s possible then it’s really hard to kind of persuade
yourself that these hoops are worth jumping through.” (Stage 1: Policy

architect: 3)

VBR’s mandate in HEIs but not NHS trusts was considered a missed opportunity to

promote values beyond recruitment and into employment:

“We were really committed in the framework to ensure that it was a Values
Based Recruitment journey and you didn’t see it in isolation from recruitment
to when they go through to working in the Trusts. So, for me | think that is a
disadvantage, we don’t have that lever over the Trusts to say, like we have

with the Universities, ‘we need you to do this.” We can’t do that with Trusts,
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and | think that’s quite difficult when we want to look at the continuum of

values-based employment.” (Stage 1: Policy architect: 2)

“No, there isn’t a statutory requirement, but | suppose you could argue — and
the ones who have done this say - that they see the value of having values
run through their business... We know that the whole values piece from
leadership through to all aspects of employment practice makes a difference
to the staff who are working in those organisations.” (Stage 1: Policy architect:
4)

Participants also indicated that the VBR framework should be reviewed and able to

evolve based on reflection and feedback by those using it.

Reality check: Being open and honest about the rewards, challenges and
pressured nature of health care roles and work

Participants were keen to highlight that individuals embarking on a programme of
study as a health care professional needed to understand the challenging and

pressured nature of health care work

“Because it is a challenging job and its hard graft isn’t it? And | do think
people need to understand what they’re getting into before they actually get

too deep into the programme, if you like.” (Stage 1: Policy architect: 1)

Concerns were expressed about the portrayal of health care work in the media and
in particular on programmes such as Casualty or Holby City that glamourised health
care work and the professionals delivering it. Participants acknowledged positive
aspects, such as a sense of doing “rewarding” work, but also the physically and
emotionally tiring work of health care professionals. For some, this needed to be an
important part of the messaging for attraction and recruitment; something best done
by ensuring existing health care professionals and students were involved in
recruitment activities and openly discussed the realities of roles and work.
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Working in a pressured environment was linked to the importance of personal
values. It was suggested suitable individuals would find ways to cope with work
pressures and challenges and work in ways that maintained their values.
Alternatively, they might employ “workarounds” or work in ways where personal
values were compromised. Individuals’ confidence in their personal values and
consistent behaviours as the vehicle for upholding these values were important for
work as a health care professional and using that work to promote quality of care —
all the while:

‘Just assuming that an individual is going to be able to care day in, day out
because they are a caring person, without any understanding of what it takes
to do that and what you need to do to support them to do that is missing the
point. | don’t think it'll work.” (Stage 1: Policy architect: 7)

The need for a whole system approach was also emphasised. Tensions in the
system were identified with NHS employers reporting that students were not
prepared adequately during their programme of study for a role as a health care
professional. Working together to resolve this was considered to be an important

aspect of promoting VBR and values-based practice:

“When [employers] say ‘the students, that [universities] tip up, I've got to
spend bloody months and weeks bloody getting them up to the standards that
I need, the Universities are not getting me the right people.” To which | say
‘well, you know, | thought your people were involved in the recruitment?”

(Stage 1: Policy architect: 1)

Recruiting for values and promoting values-based practice

An important element of VBR was the need to align the values of the individual with
those of the team and the employing organisation. This was articulated as a two-way
process and informal social contract with two key elements. First, assessing the
individual’s values and whether they will ‘buy-in’ to programme/team/university/NHS
organisation values. Second, what the programme/team/university/NHS organisation
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will provide for that person to enable them to enact their values and flourish in their

educational preparation for a role in health care:

“l see it as sort of opening the front door to people and actually giving them a
full view, flavour, to allow them to make an informed decision. But also, as
well, us being a bit more ruthless, us being a bit more clear-cut in the type of

people we want to bring in.” (Stage 1: Policy architect: 1)

This was not a one-hit, one-off, chance to consider values. Rather, it was an ongoing
process throughout education, appointment to first professional role and each
change in role or promotion through a career. There was a call for university and
NHS staff involved with recruitment and career progression to review values at each

stage:

“What we are rubbish at, when they get to, say, year three, is saying ‘your
interpersonal skills with patients is such that you’re not cut out to be a [health
care professional], have you thought of a job in research?’ In the labs, is what
| mean by that. We’re never, ever prepared to second-guess our judgement
later down the line. And that’s where | think that values-based recruitment is
different because it’s not just about one point at the beginning, it’s through the

whole of the process.” (Stage 1: Policy architect: 1)

Such a process requires investment in people once recruited and ensuring they
worked in supportive cultures where they were able to behave in ways that
represented their values. Work to understand VBR in NHS organisations had taken
this broader approach to considering values enactment in everyday business and
then considering how recruitment could further support the organisation’s values
ambition. The success of VBR was closely linked to values enactment as “everyday

business” in organisations:

“It’s no good doing all of this if someone then comes into the environment
which doesn’t demonstrate any of those values in practice. Because you
either end up with people leaving very quickly so your turnover rates are
higher than they were before, or the toxic environment wears people down so
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then they just get to the point of thinking, well, I'll just stick it and I'll just
cocoon myself. And that then starts to drive a different culture and unhealthy

behaviours.” (Stage 1: Policy architect: 4)

“And that is what’s happening with students, they get recruited, they then go
on a placement and the values of that particular placement are totally different
to what their University is, or what they’ve been led to believe. And suddenly

we have a real crisis.” (Stage 1: Policy architect: 6)

“It just becomes a bit of hypocrisy to train nurses in this way, expect those
values, for them then to go into organisations that don’t respect the values at

all.” (Stage 1: Policy architect: 6)

An overwhelming objection to VBR by some participants focused on the underlying
assumption of “static values”. The educational process was considered to have an
important role in shaping values and attitudes: education is transformative, and

values evolve. This also linked with the environment:

“But the idea that this is the individual without their external environment and
that the environment doesn’t change the way that people’s values and their
behaviours and all of that interact, is just not right. It’s just not true, is it?”

(Stage 1: Policy architect: 3)

The sole focus on the values of an individual was perceived to distract from the
organisational context in which individuals’ practice. This was considered
problematic and perpetuating unhelpful assumptions and discourse that poor care
was because the wrong people were being accepted to study as health care
professionals and that if the right people were recruited then poor care would not
happen.

Participants also suggested that recruitment processes should be frequently

reviewed so that the processes or approaches used to assess values could be
developed and enhanced.
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Privileging values rather than background or qualifications

Participants discussed the importance of VBR for promoting equality of opportunity
for applicants to a university health care programme of study or an NHS job.
Recruitment processes needed to be about more than qualifications, opportunities to
engage with volunteering roles, ability to access coaching for applications and

interviews:

“So, if you don’t get [recruitment] right you’ll just continually get this cadre of
people coming through, maybe some of the pushy white middle classes.”

(Stage 1: Policy architect: 1)

Participants highlighted the challenges of equity in opportunity for applicants to
health care programmes when being assessed for values. Younger applicants were
highlighted as often unable to articulate their values. More mature applicants, or
those with previous health or care experience, may be better able to articulate their
values — in context - at interview. Using experience or the sense made of previous
employment, obviously does not de facto translate into how a student will learn or
their intellectual openness/criticality or potential for personal growth during their

studies:

“I think that some of them would have really struggled to pass this kind of test.
Partly because they’re just young and, you know, they can’t necessarily
articulate all of those things. | think the other interesting thing is, and | don’t
have evidence for this, but what | hear from members is that the real struggle
around values that they often face is with students who’ve worked in the
Health Service, or in care homes. And, actually, kind of changing and rooting
out those attitudes, trying to change and transform them into thinking
differently in their education is a real job of work for those people who've
experienced burn-out or negative behaviours, particularly as care assistants.”

(Stage 1: Policy architect: 3)

Privileging “values” was viewed negatively by some participants. Values needed to

be considered alongside the individual’s ability to work with others and their

69



resilience to cope with the demands of their professional role and pressurised work

environments:

“How an individual operates as a registrant in that complex environment. And
are there elements of that that you can look for as people come onto

programmes?” (Stage 1: Policy architect: 3)

“It doesn’t matter if you’re compassionate if you can’t handle the environment

that you are in.” (Stage 1: Policy architect: 3)

What difference will VBR make?

Overwhelmingly, and despite general enthusiasm for VBR, questions were raised by
participants about the benefits of the approach and, simply, whether VBR, “would
make any difference?” Mandatory HEl VBR was considered meaningless by some if
there was no evidence of its impact or the difference it made. The areas raised
included whether NHS employers and staff noticed any difference in the students or
newly registered professionals recruited for their values when compared to previous

cohorts:

“Are they any different to what you had previously? Are they more robust? Are
they stronger? Are they more resilient? Are they showing the right belief

systems?” (Stage 1: Policy architect: 1)

Participants made connections between VBR and the following outcomes: improved
patient care, experience and outcomes, decreased attrition of students, increased
retention of staff and decreased fitness to practice cases (staff and students). Other
general outcomes were voiced, such as recruiting the ‘right’ people with the ‘right’

type of values and skills:

“So, we have to find ways of getting the right people and people who will stay
in that post. Now if we make sure that we’re recruiting the right people, the
turnover is likely to be lower. And | think it’s certainly not going to be the sole

answer to this problem but it’s one of the pieces of the jigsaw that will help to
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solve the problem. | think it’s vitally important, actually.” (Stage 1: Policy

architect: 5)

The most important test for VBR was considered to be whether patients noticed any
difference and had confidence in the health care professionals providing care and
services to meet their needs. Many participants were advocates for VBR and

highlighted how this would translate into improved patient care and outcomes:

“They are more motivated at work and are more likely to advocate in their own
place of work that the impact that they have on delivering patient care is
improved and we see really clear results then between staff experience and

patient experience and patient outcome.” (Stage 1: Policy architect: 4)

VBR was considered by some participants as a mechanism for minimising attrition

from programmes of study and linked to reducing financial waste:

“It would save them money in the long term to not waste their money on
training people who aren’t going to last the course out because they find that

actually they’re not suited for this role.” (Stage 1: Policy architect: 5)

“When it costs us £78,000 to train a nurse and a lot of them are leaving before
they’ve been fully trained - we should be asking just purely as a treasury

question ‘why is that happening?’” (Stage 1: Policy architect: 6)

A view not universally shared:

“Are you spending a disproportionate amount of resource on this bit of the
picture and then it’s not going to have the impact because there’s all this other
stuff to do that | would argue is more important.” (Stage 1: Policy architect: 7)

Participants made sense of the limited evidence base underpinning VBR. For those
who supported the introduction of VBR, growing an evidence base at the same time
as implementing it was pragmatic and would support the rationale behind the policy’s

introduction and its continued use. However, a few participants were sceptical and
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reported that it was the lack of an evidence-base that was key to their reservations
about VBR and its widespread implementation:

“And I'm just very sceptical at this end ... because | think it's barking up the
wrong tree. But even if it was barking up the right tree, there needs to be
some evidence.” (Stage 1: Policy architect: 7)

VBR’s implementation costs were highlighted by participants. For the unconvinced,
recruiting for values could be resource-intensive and expensive, and this would
impact differently according to the size of the organisation or the programme of
study. For some NHS organisations, this was a barrier - the lack of mandate meant
some organisations would not prioritise VBR.

Wider HEI funding context was raised by some patrticipants. Interviews were
conducted at a time when consideration was being given to changing the
commissioning of health care programmes by HEE as part of the 2017 Spending
Review. Some participants suggested values would continue to be part of the
recruitment process, regardless of the outcome of the Spending Review. However, if
the contract between HEE and universities disappeared then HEE’s ability to “police”
VBR implementation by universities would no longer exist. This issue was explored

further in the next stage of the study and when this outcome was known.

SUMMARY
Interviews with the architects of VBR included:
e The need for a strong policy argument/leadership/mandate to underpin VBR.
e Partnership working - including patients and the public - is key for
implementation of VBR.
e A framework for standardising and promoting transparency of values
assessment in the recruitment process is most useful for HEls and the NHS.
e Promoting flexibility for assessing values in recruitment is preferable to a
structured tool.

e Recruiting for values should promote equality of opportunity for all applicants.
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e There should be ongoing evaluation and development of approaches used by
organisations when recruiting for values.

¢ Individual expectations of a health care programme or role need to align with
the organisational ‘offer’.

e Applicants need to understand the realities of health care work, its rewards,
challenges, and pressures.

e Values need to be embedded in the everyday business of organisations.

e If successfully implemented, then VBR will positively influence a range of
outcomes for patients, health care staff and students.

e Costs of implementing VBR will be outweighed by the benefits.

INITIAL THEORIES OF VBR

What was generated from this phase of the evaluation were five initial theories of
VBR. These were underlying assumptions about how the intervention (VBR) is
meant to work and the impact that it is meant to have (Figure 3). These theories

considered context, mechanisms, and outcomess.

The next stage was to test these initial theories through empirical study of VBR in
different settings: case studies of HEIs and the NHS.

8Context refers to the conditions of the setting for the intervention (VBR) and context influences the
way resources are perceived to generate outcomes. Mechanism refers to the resource the
intervention (VBR) provides and the impact it has on the reasoning of staff. Outcome refers to
expected or unexpected results of the intervention (VBR).
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Figure 3: Initial theories of VBR
CONTEXT

MECHANISM

OUTCOME

If a strong policy argument and/ or
mandate is made for values based
recruitment. ..

...then this will resonate and be considered
to have relevance by education and service
providers...

...and there will be increased
engagement and commitment to embed
a values based recruitment approach in
the organisation

If the optimal mix of people (including

patients and public) are engaged in values

based recruitment. ..

...this prompts partnership working and a
collective view about values and methods for
how these should be assessed...

...and leads to an approach that is
transparent and meaningful and ensures
recruitment of individuals with these
values

If there is a planned approach in design,
implementation and evaluation of values
based recruitment...

...this prompts a more systematic,
standardised and transparent approach...

...and leads to greater objectivity,
sensitivity and specificity when
assessing values of candidates

If values based recruitment is developed
to recognise the challenging nature of
healthcare work...

...this prompts alignment between the values
of the individual being recruited and the
system in which they will work...

...and leads to increased awareness of
the role and improved satisfaction in the
role by the individual, improved
standards of care for patients, and
reduced turnover of staff for the
organisation

If values based recruitment pays attention
to an individual’'s personal and role
expectations...

...this prompts increased engagement of the
individual with the recruitment process, which
leads to...

... personal/ individual benefits (e.g.
perceived self-efficacy) and potentially
organisational impacts (e.g. commitment
to role)
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CHAPTER 4: STAGE 2 - UNIVERSITY CASE STUDIES

This chapter presents findings from two university case sites: South University and
North University. In conducting this research, it is important to highlight the
distinction in language used by study participants: ‘selecting for values’ related
specifically to the VBR policy and its intended purpose, whilst the ‘VBR process’
was concerned with the methods and approaches used for recruiting students.

In this chapter we first provide some contextual detail to orientate the reader to each
university’s implementation of VBR. Then we present these findings from both case
sites in a combined narrative, presenting analytic conversion and diversion across

the sites.

DESCRIPTION OF VALUES-BASED RECRUITMENT AT THE UNIVERSITY CASE
SITES

South University

South University is a large university with nine academic faculties. There are over
26,500 students at this university, coming from more than 150 countries. It has an
international reputation for its research and teaching, including health care
education. It delivers the following pre-registration health care programmes:
Physiotherapy (BSc and MSc), Dietetics and Nutrition (BSc and MSc), Nursing (BSc
and MSc) in field of Adult, Children or Mental Health, and Midwifery (BSc). The
university mandated that all health care programmes (at undergraduate and
postgraduate level) used MMIs as the method for assessing candidate values. The
recruitment process is shown schematically in Figure 4. All programmes at this
university used multiple-mini interviews (MMIs) for student selection. The MMI
consists of a series of short, structured interview stations used to assess a
candidate. The candidate rotates (with other candidates) through this series of
interview stations where they will have a short exchange on a focused question with
the interviewer. A MMI circuit varies in terms of the number of stations used and the
time spent at each station. The VBR approach (i.e. MMI stations) used for each
health care programme is summarised in Box 4 and further information provided

below.
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Figure 4: Overview of recruitment process at South University (all health-

related programmes)

Range of recruitment events (pre-application)

Application submitted by candidate
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|
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further scrutiny required
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INVITE INVITE

|
Multiple mini interview (+/- other events on the day)

Scores tallied by admission’s team

Marginal scores and offers reviewed by admission’s tutor

Admission’s tutor confirms with admission’s team who coordinate

VAN

OFFERS TO CANDIDATES REJECTION OF CANDIDATE

S

Not converted ACCEPT Reject offer
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Box 4: Assessment of values used for each health care programme at South

University

Physiotherapy
MMI: six stations (with four explicitly about NHS values)

Dietetics and Nutrition
MMI: five stations (with one explicitly about NHS values)

Nursing (all programmes)
MMI: six stations (with all six explicitly about NHS values)

Midwifery
MMI: six stations (with all six explicitly about NHS values)

Whilst some variation existed across MMI processes for different health care
programmes (see Box 4), the structure and format of the MMI followed a similar
pattern. Candidates (up to 15) gathered in a pre-interview room where they were
given a briefing and shown a video clip (twice). This would form the basis for one of
the questions in the interview. No further instruction was given on this clip, but
candidates were informed they could take notes which they may find to be helpful.
Candidates were then escorted to the interview room which was partitioned into
separate cubicles. An interviewer was seated in each cubicle and candidates were
instructed to take a seat outside of a cubicle. Clear instructions followed and, upon
the bell, candidates entered the cubicle for 5 minutes, answered the question posed
by the interviewer and, upon the bell, were instructed to move to the next cubicle. A
90 second interval punctuated each station. Candidates did not interact with each
other, only the interviewers at each station. Following the MMI, candidates were
escorted to a debriefing room and had the opportunity to comment on the experience
and ask any questions: they were informed they were no longer being assessed. The
formality/informality of this debriefing varied across the programmes (discussed

further below).

MMIs were not used with candidates that were resident abroad. These were
interviewed by videocall by two academic staff members using similar questions
used in the MMls.
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Candidates for the Nursing and Midwifery programmes were also required to take a
numeracy and literacy test: this was not required on the other programmes of study.
These tests occurred on the same or an alternate day to the MMI depending on the
distance travelled by a candidate, i.e. local candidates were invited on a different
day, while candidates from further afield were able to take the tests on the same day

of the interview to minimise demands on their time and travel.

North University

North University is a public research university, which has four academic faculties.
There are about 9,500 students at this university, coming from over 110 different
countries. It has a strong reputation for research and knowledge transfer. Health
Studies became part of the University in the mid-1990s. It delivers the following
undergraduate pre-registration health care programmes: Physiotherapy (BSc),
Occupational Therapy (BSc), Nursing (BSc) in field of Adult, Children or Mental
Health, Midwifery (BSc), and Diagnostic Radiography (BSc). No postgraduate
programmes were offered for these programmes. There was no universal approach
mandated by this university for the assessment of candidate’ values. Academic staff
led the processes for VBR and emphasised a concern to establish this for the
recruitment of future health care professionals and for patient care. Physiotherapy,
Occupational Therapy and Diagnostic Radiography programmes had adopted MMIs:
indeed, Radiography had introduced MMIs prior to the national VBR policy and
mandate. The Midwifery recruitment process involved multi-stage assessment of
candidates, with a group activity and situational judgement tests. The Nursing
programmes used group discussions about a video clip, followed by an individual
panel interview. The recruitment process is represented in Figure 5. The VBR
approach used for each health care programme is summarised in Box 5.
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Figure 5: Overview of recruitment process (all health-related programmes at North University)

Range of recruitment events (pre-application)

Application submitted for undergraduate programme
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Box 5: Assessment of values for each health care programme at North
University

Nursing (all programmes)

Group activity: a 3-minute DVD which the group are asked to discuss. Candidates scored
based on contribution to group discussion and interpersonal skills rather than content

+

Individual panel interview: 3 questions all NHS values focused

Midwifery

Written assessment: candidate asked to write on a values-based topic

+

Maths test

+

Situational judgement group exercise: group of candidates presented with a situation to
discuss and offer individual perspective in the context of the discussion

Occupational therapy

Situational judgement written assessment: presents a situation and then asks candidate to
address a series of questions

+

Group problem solving: a task that requires the group to work together and demonstrate
problem solving skills

+

MMI: six stations (with four explicitly about NHS values)

Physiotherapy

Situational judgement written assessment: presents a situation and then asks candidate to
address a series of questions

+

Group problem solving: a task that requires the group to work together and demonstrate
problem solving skills

+

MMI: six stations (with three explicitly about NHS values)

Diagnostic radiography

Maths test

+

Literacy test

+

Group problem solving: a task that requires the group to work together and demonstrate
problem solving skills

MMI: seven stations (with five explicitly about NHS values)
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FINDINGS

Recruiting for values not novel

VBR was acknowledged by academic staff across health-related programmes at
both universities (north and south) as a national initiative from HEE. Many
participants recognised the influence of national inquiries into poor care -
Winterbourne View (Bubb, 2014) and mid-Staffordshire NHS Foundation Trust
Francis, 2013) on the introduction of VBR:

‘I think it's as a consequence of the fallout from Mid-Staffs and the Francis
[Report] and the recommendation that we need to be somehow screening or
recruiting people for compassion and their qualities in that way. And that
values-based recruitment is a step towards that.” (Stage 2: South University:
Academic Adult Nursing 14)

However, the strong policy argument and rationale for the mandate by HEE were not
apparent in many academic staff accounts and not discussed at all by participants
such as NHS staff, students or service users. Academics did not consider the
mandate a proportionate response or that the focus on recruitment was the best way
of addressing ‘the problem’ of poor care in services. Indeed, they were concerned
the VBR mandate was introducing an unnecessary ‘measure’ for processes already
part of recruitment procedures for programmes of study for health care

professionals:

‘Well, oh dear, we have always done VBR, and so that’s a really difficult
question for me, because the fact that we were mandated to start doing this,
with all due respect, was irrelevant to me because we here, think that our
graduates should have the right values to be a health professional, and
nothing that HEE have ever said, has ever made me think that even more.’

(Stage 2: South University: Academic Dietetics 22)
‘I think as professionals, and the other health care professions are probably
the same, | think we would probably argue that those values are what we’ve

always been looking for because as the nature of the profession they’re what
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you want to see in people.’ (Stage 2: North University: Academic Midwifery
10)

Regardless of the policy mandate VBR not seen as novel amongst academics. At
the North University, academic staff described their commitment to supporting their
NHS partners and promoting consistency of values when recruiting to programmes
of study to reflect the NHS values. Senior clinicians helping with recruitment in the
NHS and universities described the challenges of recruiting and retaining health
hcare professionals and the need for a different approach that promotes the
alignment of values from health care student to health care professional:

“There’s so many challenges around nurse recruitment and retention that we
do have to do something differently and we do need some evidence to
support the different methodologies really. | think it’s really important that we
understand better the longer-term impact of values-based or strength-based
recruitment. Well | think it’s totally crucial because, you know, | think for
anybody in nursing at the moment, recruitment and retention is probably the
biggest challenge, but not just in terms of numbers, in terms of the quality of

our candidates.” (Stage 2: South University: Clinician 27)

Academic staff felt that assessing candidates for values had always been part of the
recruitment for health care programmes, and that the mandate simply encouraged
that this be more demonstrable and transparent. This task was considered
straightforward and largely positively by academic staff (and the wider participants)
responsible for recruitment of students to programmes of study. The unintended
consequence of the mandating of VBR by HEE, often unacknowledged by academic
staff, was that the policy had encouraged staff to think more deeply about values and

how to ensure these were incorporated into recruitment.

While the policy mandate for VBR did not resonate with academic staff, the
organisational mandate of a change in recruitment processes to MMIs for all health-
related programmes at South University had more relevance. Mainly because it
came with more resources for recruitment processes. The North University’s mix of
approaches to VBR across the health care programmes (as described above) meant
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no universally shared experience of mandated organisational change at this site.
However, academic staff at North University acknowledged the commitment
(described as ‘buy-in’) of the Dean of the Health Faculty to VBR and their
commitment to work with the Dean to ensure VBR was embedded in all health care

programmes of study.

Individual motivations for academics to engage with the change in approach to
recruitment at South University, particularly for postgraduate programmes, was the
additional support offered by the central admissions team with the process.
Centralisation of recruitment was also a feature of North University. However, there
were unintended consequences associated with the wider range of individuals
involved in the recruitment process as a whole: there was variability in terms of
whether and how these teams were collaborating and shared responsibilities across
different departments related to different aspects of the recruitment process created
tensions for some academic members of staff. The risk being misalignment of values
across the different departments involved in recruitment. Whilst recognising the
substantial task of screening applications and personal statements, academic staff
indicated that ‘non-professionals’ (i.e. the Admissions Team administrative staff) may
not appreciate fully the values they should be assessing and that they may miss

important information or criteria:

“We’re losing our dedicated recruitment people in this building, and they’re all
going to one big central team. And, there’s a lot of hoops that needed to be
jumped through with health admissions, with regards, like DBS [Disclosure
and Barring Service], and second reference, and interviews. It’s not the same
as a history course, where you apply, you put in your personal statement, they
read it and make you an offer or not. We’ve got to see ID, we’ve got to see
qualifications, so | do have some worries that things are going to be missed.”
(Stage 2: North University: Academic Mental Health Nursing 10)

The quest for intelligent, competent and able individuals with values
Both case sites emphasised the need for VBR to encompass those ‘values’ most

important for caring for patients. HEE refers to the NHS Constitution (Department of
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Health, 2013) values as most relevant for this purpose and many programmes
considered the ways in which these NHS Constitution values, and the 6Cs outlined
by the Chief Nurse for England (Department of Health, 2012), could be ‘mapped’
onto recruitment processes and interview questions. VBR varied across the two
universities: South University implemented an organisation-wide approach: MMls.
Northern University used a mix of MMIs, group interviews, situational judgement
tests (SJTs) and individual interviews or a combination of these for different
programmes. Despite the differences, programmes across the universities could

demonstrate how values were incorporated into recruitment.

There was agreement on a ‘core’ set of patient focused values considered important
by participants for recruitment. Academic staff and clinicians (particularly on the
more competitive (oversubscribed) programmes at the South University) also
highlighted the importance of professional attributes and academic abilities, and the

importance of assessing these in candidates:

‘I think what’s difficult about it is that while you’re assessing for values you’re
also assessing for a lot of other things and that’s something that we’ve always
discussed is that in the quest for assessing values we mustn’t lose sight of the
fact that we need people who are academically very able, we need people
who communicate very well. We need a bit of passion and enthusiasm and
we mustn’t kind of lose sight of the whole picture.” (Stage 2: South University:

Academic Dietetics 23)

“I think it’s quite important that we’re not just looking for values in the
recruitment process. | know they’re telling us that we have to look for values
but there’s still other things.” (Stage 2: North University: Academic Midwifery
10)

‘And someone who is intellectual, like knows their science, but also relatable.
That it’s one thing knowing the facts but being able to put that across and for
the other person to understand it is useful.’ (Stage 2: South University:
Clinician 59)
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At the North University, the tension between VBR and the institution’s ambition to
recruit the most able academic students was evidenced in the higher grades of those

accepted to study at the University:

“One of the university's key strategies is to increase [the UCAS] tariff. So, |
know that from speaking to colleagues in the [health faculty] they feel a bit
under pressure to continually increase tariff, but actually the tariff score isn't
the full picture here. However, there is a balance between pushing up the tariff
too high and actually still getting people who show the correct values.” (Stage

2: North University: Central Administrator 20)

“So, we could have a really good applicant, who really impresses everybody
at interview, but if they narrowly miss out on their grade, if they ended up with,
let’s say, 2As and a B, they wouldn’t be accepted; the last couple of years,
they would not be accepted.” (Stage 2: North University: Academic
Radiography 4)

Recruitment then was a balance between values, competencies for the profession,
motivation, academic ability and communication skills. This was experienced by
candidates who identified the importance of values alongside other qualities brought

to a programme:

Student 1:  “I think what it is, if you’re applying for this type of course or applying
for a job in the NHS | think there’s certain key words that are engrained
in your head anyway, even if you’ve not been working in the health
service. If | had ten pounds on me now I'd put ten pound on every one
of us applicants saying the word empathy.

Student 3:  And compassion.

Student 5:  Definitely.

Student 1:  And | know my ten pound would be safe, because | think there’s just
certain words, maybe three or four, sympathy, empathy, compassion, |
bet every one of us in here said them three words in our interview.”

(Stage 2: North University: Student focus group Radiography)
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“l was very much aware that they weren't just testing subject knowledge, they
were looking for behaviours, attitudes, aptitudes, competencies.” (Stage 2:
South University: Student Dietetics 49)

Academic staff revealed professional attributes were open to interpretation and

influenced by the professional agendas of programmes. An ‘insider’ understanding of

the characteristics of a ‘good’ candidate for study of a professional programme was

advocated by academic staff at South University:

“But yeah, | would prefer people from their respective disciplines to [interview],
because it’s those little nuances of why exactly someone wants to. You know,
if we have a student who comes in and doesn’t talk about women at all, talks
consistently about patients and medical issues, and doesn’t have any
understanding of the idea of woman-centred care, or doesn’t have any
understanding of normality, you get quite a lot of applicants who come in and
talk about how traumatic birth always is, and that’'s why women need
midwives and you kind of think, mm, okay, alright. And I'm not suggesting that
a colleague from mental health nursing or whatever would necessarily go
along with that, but I think | would definitely want to draw out, like, where
that’s coming from.” (Stage 2: South University: Academic Midwifery 15)

However, the ‘insider’ perspective was recognised as a challenge by service users

on the interview panel as it was thought that this could create a sense of ‘them’ and

‘us’ that was not always conducive to a fair and transparent interview process:

“I mean the obvious example is those interviewing for midwives and,
presumably, lecturers on the midwifery course have occasionally been a little
bit snooty about general nursing intake and, ‘well those candidates don’t have
to reach such a high standard do they’ and ‘we’re only going to take the best
of the pool’ and so on.’ (Stage 2: South University: Service user 36)

“The assumption was, service user, doesn’t know anything, they’re thick. But
unfortunately, that might be a common misconception. These people should
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be aware that they shouldn’t be stereotyping.” (Stage 2: North University:
Service user 29)

At South University, interviews for a programme of study (regardless of method)
were only undertaken by academic staff from that profession. So for example, whilst
there was a nursing recruitment team comprised of an academic from mental health,
children and adult’s nursing to design the nursing interview format and structure, only
academics from the field of nursing would interview candidates for the field-specific
programme of study. This tension about who was best placed to assess professional
attributes was also raised at the North University.

A consensus around a ‘good’ candidate across programmes (and universities) was
broader than the values advocated by the HEE mandate. Tensions were apparent
between members of the interview panel (academics, clinicians and service-users)
with regard to who was best placed to assess candidates and which approach
worked best.

There was only limited discussion by academic staff of the relevance of resources
developed by HEE to support the introduction of VBR within their programmes or

institution and to support recruitment processes. When discussed, academic staff
raised concerns about the lack of available training, resources, and guidance from
HEE in terms of how to implement VBR and, to ensure that the questions used for

recruitment related to values:

“I think the downside | would still think is the question, the questions
themselves. | know there is some sort of guideline as to how to set the
questions but there needs to be better guidelines so that the questions are
such that it's actually picking up the values. | know it's a challenging thing to
do so, but I think Health Education England is to guide more in terms of
having some guidelines, possible questions, possible scenarios, and things
like that.” (Stage 2: South University: Academic Physiotherapy 26)
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“[HEE training materials] it was just basically people talking about their
perception of values-based recruitment. Like | say, | don’t think there was
anything. There are different packages and different things but nothing’s really
telling you. | don’t know what it actually is that they’re looking for and how to
score it, which values and how you actually assess those values. | don’t think
there’s anything really out there that tells us that. That’s why we make our

own.” (Stage 2: North University: Academic Midwifery 8)

HEE resources were rarely used instrumentally in the design of the recruitment
approaches. There was also confusion about VBR policy and the tools that could be
used, for example MMIs:

“What it [VBR policy] didn't do was acknowledge that they're all only tools and
any one of the tools is flawed. [l went to an event and] | was talking to a
colleague that I think trains paramedics and has a very small number of
people. And they said, we just can't do this, we just can't. | said, what are you
doing at the moment? And they were saying, well, we do one to one interview
with two of us. And | said, what is it you assess the interview? And it was on
values. We assess their motivation to work, their view of other people, you
know, some sense of altruism. | said, but that is a values-based recruitment,
the MMI is just a tool. And I really think that a lot of people didn't separate
those two out. They saw the tool as being the values-based recruitment.”
(Stage 2: South University: Academic Mental Health Nursing 13)

Participant descriptions of the personal and organisational investment in the
processes and tools used in each of the universities to recruit for values provided
deeper understanding about how VBR had been implemented (and embedded). This
resonated more than the policy argument or mandate with participants. It is to these
processes and tools that we now turn. In particular, we consider their design,
implementation and evaluation to promote standardised and transparent recruitment

for values.
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Operationalising VBR: How to assess for candidates’ core values

Finding ways to assess candidates’ core values was a key concern for academics,
clinicians, and service users. This core set of values was viewed as an important
foundation for professional study and development. Service users and clinicians
highlighted the importance of assessing whether the candidates (and future health
care professionals) demonstrated these values, particularly compassion. VBR
processes were considered appropriate and sensitive by service users for
determining compassion in candidates. Or as one student expressed i,

distinguishing between candidates with values or “faking” it:

‘You can't teach them compassion. And so, you know, when you feel that
[compassion], the rest of the things can be learned. And they will develop
according to their personality, their ability to withstand - but that's the same in
any job, in any area of work that you do. So, you know, what I'm looking for,
principally, is people who really care, and who will really work hard to do
whatever they need to do, to put that care into place.’ (Stage 2: South

University: Service user 38)

“The service users were involved because they would be the best people to
tell from it, they can tell a fake from a real. For someone who’s experienced
health care, and that, they can tell who’s genuine... and who isn’t and who’s
saying what they need to.” (Stage 2: North University: Student OT 12)
Others were more sceptical of whether approaches for VBR enhanced interviewers’
ability to assess values such as compassion. Concerns about a number of factors
were expressed, including difficulties for candidates to express their values
depending on prior exposure (or not) to health and care and their educational route
which may offer advantages for some particular groups over others (such as school

leavers compared to candidates applying after a break in study):

“And it's always very apparent how the different routes that people come, how
much it influences their performance at interview. [I: Yeah. And that, | mean,
that’s a really interesting point that you raise, [VBR] is meant to offer equitable

opportunity for people to be able to express themselves and their values, but |
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think actually, what you’re identifying is...] No, it doesn’t. The ones that have
been in, had a good education, shine. And the ones that have had to sort of
struggle through, and it’s difficult for them.” (Stage 2: North University:
Clinician 44)

Concerns were also raised about ‘rigidity’ in assessing values that might result in the
rejection of some candidates who may have developed these values through the

education programme:

“And again, maybe it raises the whole question of can you actually ascertain
the potential for compassion in someone who hasn't learnt the right words to
say it yet? Because sometimes I'd rather someone came raw and working
through some of these issues in their head and maybe said some of the
wrong things, but for the right reason, than someone who just quotes the six
Cs at you, because they've been in health care and they know that's what we
want to hear. | think the first is more genuine. But | don't know actually we all
appreciate that to the same extent and that worries me.” (Stage 2: South
University: Academic Adult Nursing 14)

“Yeah, and the other thing is that, I've come across this before in another
context, is, these aren’t the finished professionals... It’s about attitudes and
values at the end of the programme, not necessarily what they come in with.”

(Stage 2: North University: Academic Radiography 4)

These reservations were not held by students. They considered attempts to assess
values at the outset as important as they helped to provide a candidate with the

opportunity to reflect on their suitability for a future role as a health care professional:

“I think if you want people who think in a certain way or behave in a certain
way it's good to make that explicit so that people can self-select initially and
think, is this right for me? But also, they can be aware that those are the
properties that they need to cultivate, and they need to showcase when
they're being recruited. And | think it's good that, for example, in my interview
| wasn't simply asked, do you have quality X? There was actually questions in
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order to assess whether | had that quality rather than me just self-reporting it.”
(Stage 2: South University: Student Dietetics 49)

Methods of assessment were acknowledged by participants as challenging. Despite
these challenges, MMIs were advocated by academic staff at the South University,
and for some programmes at the North University. The delineating factor for
academic at North University was the ability to choose other approaches —

particularly for ruling out those who may not possess the required values:

“Generally, we’re looking for good people, and good people are not actually
that hard to find. It's weeding out the not so good people, who are not doing it
for the right reasons, who genuinely don’t care.” (Stage 2: North University:
Academic Mental Health Nursing 10)

Academic staff described the processes used to design questions for assessing
values. This involved a process of mapping the interview questions to the NHS
Constitution values, as well as looking to other programmes in the organisation for
ideas that could be adapted for a programme. An important aspect of any of the VBR
processes, but particularly MMIs, was the encouragement for candidates to engage
in discussion. Sometimes using scenarios, photographs, video resources or news
articles as prompts. The (not always realised) intention was to assess spontaneous
or ‘non-rehearsed’ responses from candidates, which could reveal insights into their
values and how these aligned with the values sought in future health care

professionals.

“It will be the way they talk about working with patients and families, you
know. Or there’s a scenario, there’s a couple of stations, not necessarily on
the same circuit, but we have a couple of stations that have either a scenario
that's somebody in a wheelchair or there’s a picture, one of the picture ones is
somebody in a wheelchair, you know. And it’s not difficult, because they might
say, well, you know, people in a wheelchair are different. It can be really quite
obvious what people’s values are.” (Stage 2: South University: Academic
Adult Nursing 1)
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Whilst individual academics often suggested their professional programme had
always recruited candidates/health care professionals on the basis of values, the
process of designing questions for the range of methods used refocused the ways in
which this could be assessed. Academics - with experience of the ‘old’ and ‘new’
approaches - perceived these processes as sharpening the focus on values that

matter to patients:

“But no, definitely, the MMI questions are very, very clearly focused on the
NHS values, in a way that the previous interviews weren't, in the same way. |
think you pick up some of the same stuff, but definitely the focus is more
specifically on the values.” (Stage 2: South University: Academic Midwifery
15)

“I think that we’ve, in physio, always tried to recruit in a similar way. | think
we’re just being much more overt about the words that we’re using and how

we’re doing it now.” (Stage 2: North University: Academic Physiotherapy 5)

“So, I think I've been around, and been in the health service, long enough to
see lots of things come and go in fashion. And | think it’s [VBR policy]
provided a structure, it’'s probably made it a little bit easier for candidates,
because most people are asking the same question now.” (Stage 2: North

University: Academic Mental Health Nursing 10)

Any assessment is only as good as the questions or scenarios used; sometimes, this

was found wanting:

‘If the scenarios are not right then it’s a bit mickey mouse and doesn’t work
and it just doesn'’t test the values, and | think they, | would suggest that there
are at least a couple of scenarios [name university] should go back and look
at again, to rewrite the scenario to test the values that they are looking at,
because there’s no reason why they shouldn’t look at that every recruitment
round to be honest and just refresh them.’ (Stage 2: South University: Service

user 36)
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The introduction of VBR and the response of universities was perceived to have
forced academics to consider more fully and be more openly transparent about the
interview process and mechanisms used for assessing values. However, there were
differing views among academic staff over the sensitivity of the recruitment process

for assessing values:

‘So, you have some text in an application that you’ve got to read, and then
you’ve got an interview, and in our processes, we've got five minutes
dedicated to values and it’s threaded through some other things. It’s very
difficult to say that 100 per cent of the time that will result in a student who has
all of those right values, getting in, or preventing someone who doesn’t have
them, from getting in, because in any selection process, there are always
strengths and limitations of the processes, and so it’s very difficult... There
are always surprises, there are always times when, half-way through first
term, you're like, gosh, that person’s being very demanding, and not
demonstrating the sort of behaviours that | would imagine a health care
student should. And then they get to placement, and things arise on
placement, related to values, or have values threaded through as an issue. So
it’'s not 100 per cent fail safe.” (Stage 2: South University: Academic Dietetics
22)

The VBR tool or process and the quality of the questions or prompts used for
assessing values in candidates appeared more influential in terms of supporting the
relevance of VBR for participants than the policy argument or mandate. The
composition of the interview panel was considered important for sense-checking
alignment of values that matter to patients and the institutions.

Enhancing the collective view about values through optimal interviewer mix
Programme interviewers across both universities and regardless of the tool or
method used to assess values were a mix of academic and clinical staff and service
users (aka “patient public representatives”). At North University, students on the
programme were also involved in selection events for the physiotherapy and
radiography programmes. Some programmes at South University hosted informal

93



events for candidates, allowing them to meet existing students on the programmes.
At both universities, clinicians had been involved with recruitment prior to VBR, and
at North University service users were also on interview panels prior to VBR.

Partnership working was not entirely new but the more explicit focus on values was.

Academic staff acknowledged the HEE mandate meant service users being involved
in some stage of the recruitment process of future health care professionals. At both
universities, this involvement largely occurred in selection events. At North
University, service users had the opportunity to engage in a range of activities
associated with VBR, including open days and interview question construction. An
approach supported by a member of academic staff:

“I think, it’s having that involvement in all layers of it, not just in certain aspects.
So, we can say they [service users] are involved in the open days, constructing
the questions. They’ve certainly been really influential in evolving the process.
So, they’'ve commented on whether they think the mini interviews work better,
and the impact seems to have worked really well, in terms of refining the
process and having a voice in it.” (Stage 2: North University: Academic Service
User 21)

There was a view among academic staff at South University that it was only possible
logistically to engage the broader group of interviewers (clinicians and services
users) with the interview day, rather than involve them in all aspects of the
recruitment process. As such, this mixed group’s knowledge and skills in interview
panels were under-utilised. There was a view that the selection event content (all

MMIs) was determined largely by academic staff:

“I guess in the ideal world we would have a whole team of people involved in
the recruitment process and we’d try to come to some sort of shared
understanding of what it is we’re looking for. But the reality is the amount of
time any person can give to that activity is limited and so, you know, other
than a fairly modest briefing at the beginning of the session and perhaps a
few lines in the information that we send out to potential interviewers, we just
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kind of assume that they know roughly what it is that will make a successful
nutrition and dietetics student, you know. And then we ask them very much to
work to the written guidance that, please use the wording the question is
written, you know, or try and apply these criteria to score. Yeah, so that’s, so
it’'s very much, you know, they’re trying to work to my view of what is the right,
the sort of people we’re looking for. And when | say my view, again it’'s
something that [name academic colleague] and [name academic colleague]
and | have kind of agreed on.” (Stage 2: South University: Academic Dietetics
24)

Service users and clinicians at South University described themselves as “only
involved” in selection events. They were able to offer feedback on the selection
events through informal mechanisms, such as at the end of selection days to the
academic staff or by email to the admissions lead for a programme. One programme
at this case site convened a formal stakeholder meeting to discuss the interview
questions and to review the interview process with the mix of people involved in the
recruitment. Service users and clinicians did not always attend these formal

meetings, preferring to use informal feedback mechanisms:

“But there is opportunity to say what you want, how you want, during the
sessions, and afterwards. You do have access to the people, so it doesn't
have to be something that you would comment upon immediately.” (Stage 2:

South University: Service user 38)

This picture was contrasted in North University where there was an appointed
academic lead for service user involvement on health care programmes, including
involvement in the recruitment process. Service users at this university were involved
in formal meetings to review the recruitment cycles and contribute to the question or
scenario development in order to refine the recruitment processes for subsequent

cycles.

Regardless of level of involvement in the recruitment process, service users reported
that they felt valued by academic staff for their contribution. They also highlighted the

importance of their role in asking questions about core values and in ‘scoring’ the
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candidates. This was a departure from previous interview formats at both

universities:

“[Service users] talk a lot about feeling very valued in the recruitment process
and feeling that they do have an influence on the shape of future practice
really, because they’re able to contribute to the selection of future
practitioners. So, overall, and | think I'd be speaking strongly for the group,
yes, | think it has worked well, for this particular facet of the activity, definitely.”

(Stage 2: North University: Academic Service User 21)

“We were, you know, | was made to feel very valued and how our input was
important, but | guess because we're not supposed to give, our station
feedback is not academic, it is purely on how they made us feel as a patient
and our patient experience.” (Stage 2: South University: Service user 64)

There was a general held view across participants’ groups that having this mix
(including a service user) added a ‘richness to the assessment process’ (Stage 2:
South University: Academic Dietetics 23) and MMIs and also provided a ‘safer’
mechanism for recruiting individuals with the right values to study as health care

professionals:

“Safer in terms that we're getting more likely to get the right people and
screen out those who aren't. | feel this is better in that way because I think it's
more intensive, it's more focused on the individual. People can't just go under
the radar by neither being terribly bad or terribly good. But in a group
[interview] they could | guess because they didn't say a lot. What they said
was vaguely okay, but they actually didn't say anything that really raised alarm
bells. But that could be pure chance. While this feels much more robust. If
somebody genuinely was not cut out working in the health profession, you'd
pick it up because of that intensive one-to-one conversation, multiple times for
different people.” (Stage 2: South University: Academic Adult Nursing 14)

Service users were unanimous in the view that patient involvement in the mix of
interviewers was crucial for selection of future health care professionals:
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“I think, the multiple disciplines, collectively, in the main space, they're all
looking at each candidate from a different point of view. All of it, all of the
approaches are based on their own life experience, be it academic, or actual
practical nursing, or whatever. And | think that the collection of thoughts, you
know, collective thoughts, and distilling them into an overall mark, is a very

fair way of doing things.” (Stage 2: South University: Service user 38)

The mix of interviewers for the MMIs was advocated as promoting the importance of
partnership working and demonstrating this to the candidates. Most candidates

positively appraised the MMI process and the mix of interviewers:

“I thought it was quite nice, because you get five chances, like, maybe I'm
going to like you better, maybe you’re going to like me better. Rather than just
one...Like, if you don’t get on with that one person, you know, but five, you
have five chances. That’s what | was thinking in my head, | was like, it’s fine,
just move onto the next one.” (Stage 2: South University: Student Dietetics
41)

Other VBR approaches were also considered important for ‘showcasing’ the health
care programme, but these approaches were often part of a series of activities
associated with recruitment. For example, at North University, academic midwives
described the benefits for candidates of spending the day at the University which
allowed candidates the opportunity and time to assess whether the programme and

University were the right place for them to study.

Problems associated with maintaining the same interview panel (regardless of
interviewer mix) were evident in individual panel interviews at North University. It was
thought different interviewers could reduce consistency of values assessment.
Despite the challenges, the recruitment team tried to ensure the same panel
members were used where possible — although there was no formal evaluation of

“consistency” in group judgements:
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“And also from an academic's point of view we have a core group that actually
interview, and we started that up about two years ago because | was finding
that if anybody within nursing interviewed we wasn't getting core values, with
everyone looking for different things. So, it helped to have a core group, so
everybody was coming from the same song sheet in that concern.” (Stage 2:
North University: Academic Adult Nursing 6)

Service users had a range of motives for involvement in the recruitment process. All
were patients wishing to ensure their perspective was incorporated into the selection
of future health care professionals, as well as wanting to contribute to ongoing
education and development. Many of the service users involved in the recruitment
processes were recruited from a ‘professional’ pool of service users and were
engaged in recruitment, education and continuing professional development across
university and NHS sites. This was considered a strength by service users. Some
academics though were sceptical of the value of ‘professional’ service users and
questioned if these were the right group to be involved in recruitment; without

offering any alternative to current arrangements:

“So, they are patients, they are service users, they have got health experience
but they’re almost all professional service users. | don’t know if that’s the case
somewhere else, but their service user status is part of almost their
employment and | don’t know, are they the right people?” (Stage 2: South

University: Academic Dietetics 23)

Clinical staff were engaged to assess the motivations of candidates for a role as a
health care professional. Engagement of clinicians was viewed as key because of
their important role in the support of students in practice and because they also
possess current experience of working in the NHS; something many academics
lacked:

“I think it gives a really nice perspective on whether it’'s someone they would

want to train, whether it’'s someone they would want to work with, whether it’s

somebody who can demonstrate the qualities that we’re looking for in

98



dieticians; | think that works brilliantly.” (Stage 2: South University: Academic
Dietetics 60)

“And the question was, why do you want to become a dietician and what, |
think it actually even said, this is not word for word, it’'s something like, “what
values or skills do you have that make you think that would be useful to be a
dietician?” [I: Was that a good question for you to be given, do you think?] |
think it was because | understand what you need to be a dietician because
I've been a dietician for about eight years now so | do have a deep
understanding as to what sort of skills and things that you need to be a
dietician so I think, yes, definitely that’s a relevant question for me to be

asking.” (Stage 2: South University: Clinician 68)

An unintended benefit of the introduction of MMIs for one of the academic
departments at South University was enabling non-professional members of
academic staff to engage with recruitment. Something considered difficult in the

previous interview-based recruitment formats.

A mix of interviewers was seen as important for recruitment processes. We explored
how this had been measured and its potential influence or impact. Our analysis of
mean scores of students interviewed at different MMI stations (n=5) by different
types of interviewers — including academics (n=12), clinicians (n=7), service users
(n=4) and a clinical academic (n=1) - revealed little discernible effect on mean scores
of student values (Figure 6). This analysis was conducted for one programme (with
small numbers) at the South University but does suggest the possibility that a mix of

interviewers may not be as crucial as perceived cannot be ruled out.
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Figure 6: Summary of stations for one programme’s MMI by interviewer role

(“mean score ranges from 0-10 with 10 being the highest possible score)

Station Interviewer role

Academic Clinician Service user Clinical academic

(n=12) (n=7) (n=4) (n=1)

Mean* (SD) Mean (SD) Mean (SD) Mean (SD)
1 content 7.15 (.27) 7.05 (.34) 7.17 (.27) 6.92 (-)
1 communication 7.43 (.51) 7.54 (.54) 7.57 (.29) 8.08 (-)
2 content 6.02 (.54) 6.02 (.66) 6.02 (.41) 5.00 (-)
3 content 6.13 (.49) 6.05 (.60) 6.08 (.16) 5.92 (-)
4 content 6.91 (.49) 6.80 (.73) 6.95 (.33) 7.92 (-)
5 content 8.07 (.89) 8.25 (.90) 8.18 (1.14) 8.00 (-)
5 communication 7.98 (.98) 8.25 (.98) 8.09 (1.19) 8.50 (-)

The challenges of mixing interviewers

Academic staff raised concerns about service user contributions to selection events.

This was particular to South University and the use of MMIs, where service users

were considered to not always to keep to the brief for the interview question. Some

academics indicated there was a need for checking of scores provided by service

users because this “deviation from the brief” could influence scoring. Service users

also noted this as an issue and raised their lack of training to prepare them for their

role in interviewing. Some clinicians expressed concerns about their confidence in

conducting the MMls:

“Inexperienced or incompetent interviewers, in a panel situation, can be

carried and can learn from other panel members. Where if you’re thrown in at

the deep end, on your own [MMI], you’re struggling... | don’t know what

experience, or training they’d had but the organisation seemed to have

missed a trick in defining a sort of standard or expectation of its interviewers.

Because it’s the MMI process the interviewer can get away with that, not get

away, well yes, get away with it or remain at that low level without being

picked up.” (Stage 2: South University: Service user 36)

“I think at the beginning, one of the ladies that was interviewing said, oh, you

know, they're really very nervous, so give them a couple of seconds to kind of
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get their breath. And | thought I'm really nervous, I'm probably more nervous
than they are. Because obviously, | wasn't sure what to expect and all | kept
thinking was, gosh, these girls' careers are hanging in the balance of my

hand, and | just want to make sure that obviously you do give people a good

chance.” (Stage 2: South University: Clinician 65)

There was wide variation in the ways in which external staff were prepared for their
role on the interview day. Academics recognised the importance of ensuring all
interviewers were prepared and trained for their role on recruitment panels to: (i)
promote consistency and transparency of the process; (ii) enhance the student
experience; and (iii) fulfil any legal requirements for documenting the interview
process to comply with any request under the Freedom of Information Act.®
However, it was also recognised that the requirements of the university had to be
balanced with reasonable expectations of time commitment for these external
interviewers and costs for individuals and organisations. Differences in training of

external partners were apparent at South and North Universities:

“I mean now of course training people has implications in terms of, are you
able to get everybody together to train them? What's the cost implication of
that to the department running the interviews, and not only to the university, to
the individual who's coming?” (Stage 2: South University: Academic

Physiotherapy 26)

“Yeah, once we’ve devised and worked out the questions and the process of
the interview then there will be some training sessions set up for the service
users and for the clinicians that are coming in from practice, recognising that
they don't do it as much as we do so we want to give the candidates the best
shot we can by making sure everybody’s as au fait with the process as
possible really.” (Stage 2: North University: Academic Child Nursing 3)

At South University, external interviewers were briefed in writing and supplied with
an information pack prior to the interview date. Some clinicians indicated that they

9 https://www.legislation.gov.uk/ukpga/2000/36/contents
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found the volume of information too much to digest before the interviews given
clinical commitments. A briefing meeting was held on the day with the admissions
tutor for the programme — an opportunity valued by external interviewers. Some
clinicians requested the opportunity to observe some of the interviews prior to taking
on the interviewer role. This ensured support for the role of the external interviewers
for the recruitment processes. But the lack of preparation for the role was a concern,
in particular when assessing candidates alone at an MMI station. Some clinicians
raised concerns about their lack of preparation for and understanding of the
recruitment process, highlighting that VBR was not commonplace in the NHS:

“To be perfectly honest, | didn’t know that this was values-based recruitment.
It was just information that | got from my colleague who said, “oh, they’re
interviewing for the undergrads, do you want to go?” | went in blind almost, so
I didn’t know what to expect. And | think even when we were there it wasn'’t
really emphasised that it was a values-based recruitment process. I've not
really used that; I've not really heard that terminology before and not in the
clinical interviews that I've been involved in either.” (Stage 2: South University:
Clinician 63)

Academic raised challenges to mixed engagement included funding, the logistics
and organisation of interviews and training for external interviewers. Service users
were paid for the time on interviews. This was an additional cost for academic
departments laid squarely on the HEE mandate. Clinical staff often became involved
as part of their role (supporting students when on clinical placement) and contractual
obligation, or personal interest and motivation:

“Well I, for many years have volunteered really to help with the interviews just
because from a sort of ongoing professional aspect of my role | suppose | feel
it’s important to invest some time and energy into the pre-registration
workforce and over that time they’ve changed the way that they do the

interviewing at the university.” (Stage 2: South University: Clinician 27)

Many clinical staff at South University engaged with the recruitment process in their
own time. At North University engaging clinicians, with MMIs in particular, was
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difficult. Lack of payment of clinicians for their time, and a lesser emphasis on
contractual obligations, created problems for the running of the selection days and

MMIs when clinical staff withdrew at the last minute due to competing priorities:

“People who help us do the recruitment are doing us a favour. As | said, those
are the clinicians who come and interview for us, are either doing it because
they’re interested. Very few, | think many of them, are doing it in their own
time. Though you would hope, in an ideal world, the Trusts might think that us
recruiting good people to come on the course to ultimately be their employees
and be something that they might invest in. But that isn’t how it is anymore. |
think everybody is really strapped for cash. So, we have a teaching contract
with one of the Trusts, and they do provide some staff through that teaching

contract.” (Stage 2: South University: Academic Physiotherapy 18)

“We would like to involve clinical service more, but they’re a little unreliable,
so often they’ll say they’re coming, and then you’ll get a phone call in the
morning, or an email, to say, sorry we're too busy, we can’t make it. And then
that leaves you an interviewer short, and you can’t really run it with being an
interviewer short. So that’s problems in some management of it [the MMI].”

(Stage 2: North University: Academic Radiography 4)

While admissions teams supported the organisation of the interview days, academic
staff expressed their anxieties related to the running of the day. Failure of one panel
member to not make the interview day could create problems, particularly for MMIs
as these required a minimum number of individuals to be in place at each station.
Involvement of service users was considered crucial but there was also concern

when these members of the interview panel had to withdraw at short notice:

“There is a rolling burden of organisation, so you’re working with service
users, they’re not academic members of staff, they get poorly, they tell you at
the last minute, that they can’t come to this interview session, and that sort of
thing. So, there are challenges with involving service users in the interview

process itself, and that’s difficult to overcome. But | think that’s a small cost to
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pay, to involve service users in the process.” (Stage 2: South University:

Academic Dietetics 22)

Strategies for managing the lack of patient representation were described but these
‘back-up plans’ often meant that an academic or administrative member of staff
would stand-in for a missing clinician or service user which limited the ‘optimal mix’

on the interview panel.

A myriad of tools and processes to assess values

A range of tools and processes had been developed across health care programmes
for assessing values. The format and overall structure of the tools and processes
used for VBR at the two university case sites varied: at South University there was
universal use of MMIs but at North University different tools and approaches were
used across the programmes (described in detail above). Academic staff raised
concerns about how best to measure and score values as well as questioning
whether everyone involved in the interview process had the same understanding of
the preferred values. Service users also raised concerns about the range of

approaches used for VBR at North University:

“Some of the feedback we’ve had from service users is, why doesn’t everybody
use the same process. If you're looking for the same values, why can’t you do
the same process, but | think, what’s happened is, people will align them to the
process they feel most comfortable with.” (Stage 2: North University: Academic

Service User 21)

Where a standardised tool such as MMI was used (for example across programmes
at South University and for some programmes at North University), there remained
variations in implementation across different programmes. The number of stations
used for MMIs was typically 5. At each station, a different question was asked, not all
questions were focused on values and not all programmes had a consistent first
question. For example, at South University, the MMI format for physiotherapy
interviews had a consistent first question at station 1 (of 6). This it was believed
would put candidates ‘at ease’. Candidates then rotated across 5 stations, returning
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to the first station for the final question. However, the MMI structure for dietetics did
not have the warm-up question, so depending on the station the candidate started at,

they could be faced with either a scientific question or a question about their values:

“I wasn’t there when we had the debates of how to do it [MMI structure], but
my understanding is because we want to have the same interviewer for each
question, we decided that it would be just done in rotation. So, if you start at
station four you have question four first.” (Stage 2: South University:

Academic Dietetics 62)

Some concerns were also raised by academic staff that this was inequitable for the
candidates: depending on whether the first question was scientific (i.e. “harder”) or
“softer” in focus may have had the unintended consequence of disadvantaging some

candidates.

Criteria used for scoring candidates also varied across health-related programmes
(and MMIs) at the South University. For nursing and midwifery programmes,
candidates were assessed on the content of their responses. For allied health
programmes (including physiotherapy and dietetics), candidates were scored on
both the content of their response to a question and some questions assessing
values were also scored separately for candidate communication skills. The rationale
being to distinguish the quality of the response to a question from the articulacy of

the candidate and to assess confidence in communications skills:

“I think if [a candidate’s] very good at talking, and they’re likeable, then
[interviewer’s] could end up giving them a fantastic score. So, | thought if you
gave [interviewers] the opportunity to think, content this [score], but they were
fantastic at communicating, that might slightly stop that sort of nonsense.”
(Stage 2: South University: Academic Physiotherapy 18)

“So, there was two [scores], one was for communication and one was for
content. So, one is the whole, yeah, body language and how they answered
the question with their verbal communication skills, and then the other was the

actual content of what they answered. And some, yeah, I'd say there was
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differences between the two actually; that some people could answer very
well but the actual content wasn'’t there, or vice versa, that they were
struggling maybe with English or putting the sentences together, but the
content, they’d clearly done a lot of reading and extra work.” (Stage 2: South

University: Clinician 59)

As well as the split between content and communication, there was discussion
(mostly among academics) about scoring used within MMIs; again, this varied
between different programmes within the South University. The allied health
programmes scored “out of ten” for each MMI question; a range considered to
enhance the process for ranking candidates and offer-related decision making. Other
programmes (nursing and midwifery) used a smaller number of four categories and a
binary distinction between a candidate being “good” or “poor”. An unintended
consequence was that some interviewers created a “mid-range” score, ticking

between the boxes:

“I want the MM s to discriminate between the right and wrong candidates. |
mean, an assessment process should be discriminatory. It shouldn't be
prejudiced but it should discriminate against, discriminate according to the
criteria we're asking you to discriminate. So, are their communication skills
poor or good? Is the demonstration of their value poor or good? | don’t want
okay. | think okay's meaningless in a way. And then you find some people
who will mark on the line rather than either box, or they'll put 2.5 and make up
their own criteria, even if you've asked them to follow a particular pattern.”

(Stage 2: South University: Academic Mental Health Nursing 13)

Service users had mixed views about the smaller number of options to score
candidates for the nursing and midwifery programmes. However, they frequently
made use of the open comments box to clarify or justify their score:

“Even when | put an outstanding sometimes there's that bit more you want to
add and just think, you know what, this is someone that I'd want to nurse me.
Other times an outstanding candidate is an outstanding candidate and you

don’t necessarily feel the need to give more. However, | think certainly if
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you're giving a poor or a satisfactory you need to explain why for the
admissions team because, you know, it's a fair process and I'm sure they
don'’t just disregard everybody that's got a poor or satisfactory, I'm sure they
look at them in detail. So, it's nice to explain what my reason was.” (Stage 2:

South University: Service user 64)

Variation of scoring was highlighted not only as a problem at South University:
similar problems were also noted at North University and across the different
approaches for recruiting for values. Scoring values was considered inherently
difficult, without a wider range of scores there were concerns that this diminished the

process and its purpose:

‘I think we need to broaden the range of scoring, at the moment | don’t think it
allows for enough difference between what is an average answer, and what is
a really good answer.” (Stage 2: North University: Academic Mental Health

Nursing 10)

“One of the things that did come up on the evaluation, that | do remember
without having gone through a lot of the information recently, was that they felt
any scoring system could perhaps be a little bit more expansive. That,
perhaps, there weren't enough categories to accommodate the different levels
of responses, so that it wasn’t sensitive enough. | think that’s basically what

they were saying.” (Stage 2: North University: Academic Service User 21)

Prompts (regardless of process used across programmes and universities) were
provided to guide the interviewer when asking their question and when scoring the
candidate’s response. This was to promote consistency and transparency within the

process but there were varied views on whether this was achieved:

“Yes, it is more standardised, | think. Purely from a basis of, it’s very
standardised about the questions that we ask, the way we ask it, the prompts
that we give. On paper, at least, that’s standardised. They’re not recorded. So,
we never know, | don’t know, what so and so in the next booth is actually

really saying, whether they’re sticking to the question, or whether they’re
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going off on a bit of a tangent. I'm aware of situations where interviewers have
gone off on a bit of a tangent with students. That’s been dealt with. So, | think
it is more standardised, definitely, but you’re still dealing with that subjective
thing of, that’s two people having a conversation, and you can’t standardise

their answer.” (Stage 2: South University: Academic Midwifery 15)

“They do give you prompts, which I think initially was really helpful because, if
I'm honest, when | first got the question, because | was quite nervous as well,
I'd never done it before, | kind of looked at the question and just blanked in
terms of what | would be giving as an answer, as a dietician. But obviously
once you then looked at the prompts and you realised. So, | think having the
prompts there really helped in terms of prompting the people you were
interviewing, as well as obviously yourself, in terms of what was a good and
not a good answer.” (Stage 2: South University: Clinician 65)

It was generally perceived that the use of prompts encouraged interviewers to be
reflective and more responsive to answers given by candidates. Where an
interviewer considered the candidate’s response appropriate but not covered by the
prompts there was an opportunity to discuss this with the admissions tutor during the
break between interview sessions. This enabled a process of ‘moderation’ to occur
(between interviewers and the admission tutor) and helped to ensure that a
candidate was not scored low simply because their answer did not adhere to the

prompts:

“And there’s a bit of guidance about how students should be marked, based
on written, indicative content. But it’'s very much along the lines of, this is what
we would expect, so if somebody says something that you didn’t expect, but
you thought was a fantastic answer, a brilliant piece, then appropriately and
vice versa, if they need a lot of prompting, and they don’t mention any of the
points on here, and you don’t think it’s relevant, then you need to reflect that
in your mark of the candidate as well.” (Stage 2: South University: Academic
Physiotherapy 25)
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In these circumstances, interviewers were requested to provide written notes for the
underlying rationale for their score and the responses of the student that they
considered good but not within the list of prompts. Further examples were given
about the importance of written notes as these could prove helpful when trying to

make decisions about offers to candidates:

“So, for example, we had the student today who really struggled, so the
comments on her box would be then linked very much to her specific
situation, which is going to be really important to me when I’'m looking through
the ‘in between’ [candidates], the ones that we’re not sure about. Because
there’s somebody we would consider, and somebody that perhaps you
wouldn’t consider, based on those comments.” (Stage 2: South University:

Academic Dietetics 60)

All programmes made their decision to offer a place of study to candidates on the
basis of performance and ranking on the interview day, including performance on
numeracy and literacy test scores (where used) in combination with interview
performance. Any information provided at application stage was not considered for
most of the offer decisions. The only exception was where the number of remaining
places were limited, and choices had to be made about which candidates should be
offered a place. In these circumstances, various strategies were deployed by
admissions tutors to make decisions in (quite often) pressured time scales to comply
with UCAS deadlines. In some departments this involved consideration of whether
there were any questions where candidates had scored particularly poorly and
changing the weight associated with these questions. Alternatively, the admissions
tutor referred to the application form to make a decision based on criteria that could
be used to ‘weight’ the applications (but these criteria were not necessarily about

values):

“The only time that their past experience might impact on selection would be if
we had seven people on the same score, and only one or two places left. At
that point we would go back and look for things that we would consider
positive. And that usually is people who've worked as a health care assistant,

paid employment as a health care assistant, would be one of our ways of
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trying to open up access, that sort of thing” (Stage 2: South University:

Academic Physiotherapy 18)

When asked to compare scores and rankings generated by the varied VBR
interviews with previous panel interviews, some academic staff reported that the
process had not enhanced or made decision making easier. However, from the
processes described, the MMI appeared to minimise the manipulation of scores by
panel members and arguably saved time for the admissions tutor.

A systematic and standardised approach for screening and selection

VBR requires consistent and systematic screening and selection of candidates
based on their values for a programme of study. The variations in approaches
between programmes within universities (including variations for undergraduate and

postgraduate programmes) and between universities means this was not achieved.

Whilst values formed part of the screening process for “competitive” programmes
(such as Midwifery, Children’s Nursing or Dietetics), this was not the case for all. It
was clear that there were a wide range of other factors, other than values,
influencing which applicants passed the first screening prior to being invited for
interview. Application screening at both universities was undertaken by the central
admissions team for undergraduate programmes. Criteria were developed by
academic staff to support the admissions team with this process, of which values
may or may not be included. For example, at South University criteria for assessing
the personal statement of physiotherapy applicants explicitly listed some NHS values
(such as compassion) and others closely aligned with NHS values (including
teamworking, or interpersonal skills). These criteria enabled the ranking of
applications which informed decisions about whether or not to invite the candidate
for interview. An important criterion related to ‘widening participation’ as well as
offering an opportunity for these candidates to be interviewed:

“Well, | mean generally, if the values are absent or poor, we still wouldn’t take
them, but what does sometimes happen, and has happened in the past, has

happened this year in fact, that students have been marked as Widening
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Participation students, and we have said, actually we don’t think those
students are suitable and it’'s gone up to Widening Participation, and they’ve
come back and said, can you reconsider? Can you have another look at this,
and see whether there’s a way of getting the student onto the course?” (Stage

2: South University: Academic Midwifery 15)

Working with the admissions team was viewed positively, although academic staff
commented on turnover within the teams and therefore the need to ensure
admissions staff were sufficiently briefed regarding their specific programmes each
year. Systems were in place to support the admissions team to liaise with the
admissions tutor about any applications they were unsure of; particularly related to
students from differing educational backgrounds and not possessing A Level
qualification. Applications were scored and ranked in order and the number of places

for interview offered for those scoring most highly and then in descending order:

“But we, you know, we believe that we have enough interview places that
most of the people who are likely to be suitable will get an interview place and
then we'll just weed them down from there. So, we aim to interview 90
undergraduate applicants and we made about 55 offers this year to get the,
you know, the 24 or 25.” (Stage 2: South University: Academic Dietetics 24)

Further scrutiny occurred once A Level results were available. Some programmes
(especially those that were highly competitive for available places) avoided the
UCAS clearing system. Other programmes (such as adult nursing) recruited via the
clearing system with candidates subjected to the same recruitment process and

tests.

For postgraduate programmes at South University, application screening was
undertaken by the admissions tutor. An academic raised concern that this process
for screening post graduate applications meant that ‘good’ candidates were not

always offered an interview:
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“...some slip through the net by not even getting shortlisted for interview. And
I find it very hard doing the shortlisting, especially when I’'m running out of
spaces and there’s a few really quite good candidates and I've only got a
certain number of spaces left. But it’s very difficult really. [I: Are there any key
things that tip someone into the pile of being interviewed?] Well, | suppose if
you’ve got someone who'’s outstanding academically who’s also got a really
good personal statement then, yes. But, to be honest with you, | believe even
with that huge number of candidates not ever so many fit into that really oh
yes, they’re obviously going to be shortlisted. There’s quite a few who it’s
actually really hard to distinguish, as in they’re all good, but which one is
better.” (Stage 2: South University: Academic Dietetics 62)

Academics highlighted ways in which candidates could ‘influence’ shortlisting of their

application. Criteria were used to score academic achievement (including completion

of a research module for the postgraduate programme), personal statement and

references. The scores were used to rank applicants and then either offer an

interview or decline the progression of the application. This was at the discretion of

the admissions tutor:

“When we get to the interview, how many people we choose for interview, so
we have their profile and then we have a score for references and a score for
personal statement. You can add those scores together, | think we weight the
references slightly less than the personal statement, and people who are very,
very bright, are the first usually. If they’ve scored very well, they will get an
interview.” (Stage 2: South University: Academic Physiotherapy 18)

“But | think we just have to accept that it’s essentially a screening process,
and essentially you’re going to get false positives, and invite some people for
interview, and think, actually they’re terrible, we shouldn’t have invited them,
and we’re going to lose people.” (Stage 2: North University: Academic
Radiography 4)

At interview, the sensitivity and specificity of MMI as a “test” for the “right” candidates

for clinical roles were not evidenced. The perception among participants was that
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MMI would identify candidates unsuited to a health care professional role and prompt
their rejection. Analyses of data from nursing programmes at one case site did not
substantiate this. The proportion of candidates rejected was very small and of those
rejected only a few (1% or less) were on the basis of the MMI score alone (see Table
5).

Table 5: Probability of rejection based on MMI performance at South University

Reason for rejection

Programme Interviewed Literacy & Numeracy Numeracy & MMI
n MMI & MMI Literacy & n (%)
n (%) n (%) MMI
n (%)
Adult Nursing 955 3 (0.3%) 5 (0.5%) 4 (0.4%) 7 (0.7%)
(BSc)
Child Nursing 298 2 (0.67%) 0 0 0
(BSc)
Mental Health 181 0 0 1 (1%) 1 (1%)
Nursing (BSc)
Midwifery 348 3(0.86%) 1 (0.29%) 3 (0.86%) 2 (0.57%)
(BSc)
Nursing (PG 0 0 0 0
Dip)

Alignment and engagement

Attracting potential applicants was a minimal part of VBR-based processes
described. When mentioned, a perceived lack of national initiatives supporting
recruitment and unsympathetic university marketing processes meant opportunities
to promote alignment of potential applicant and organisational values were lost.
There was scepticism among academics of allied health programmes of the added
value of amending materials for attracting students to these programmes due to their

existing [high] reputation and desirability:

“We’re such a small discipline, if you’ve done a degree in nutrition, you're
going to apply to [name] to do your dietetics, so it’s absolutely not changed. |
don’t think anyone’s looked at it [programme materials], and thought, you
know, | don’t have good values, so I'm not going to apply. | don’t think that’s
had any difference whatsoever, in terms of who we attract.” (Stage 2: South

University: Academic Dietetics 22)

113



We reviewed promotional materials for the health care programmes across the two
universities. Each health care programme had a webpage, programme guides or
specification documents. There were wide variations in the presentation of values in
these promotional materials. Most were not always explicitly linked to NHS values.
Academic staff highlighted the importance of values in programme brochures — even
though our documentary analysis revealed this was limited - and at recruitment

events:

“So, it's not just about, you know, having a job, it's about having a job that
suits you, that suits your personality, that suits the kind of, your temperament,
you know, and that kind of a thing. So, we make them [values], we make it
abundantly clear to them through that.” (Stage 2: South University: Academic
Physiotherapy 26)

Events such as open days were viewed as important for outlining the realities of
being on a programme leading to registration as a health care professional. This
included registered students being available to speak at open days, highlighting the
importance of clinical practice hours and shift work, the extended study periods
compared to other degree courses (because of clinical placements) and having a

realistic understanding of clinical work.

Academic staff raised concerns that centralising recruitment processes was limiting
their involvement in promotional events. Consequently, it was also limiting
opportunities for them to credibly highlight the importance of values in the future
health care workforce. Potential recruits with no health care experience were
perceived as acquiring early ideas of the realities of the profession through social
media, particularly younger candidates.

Recruitment provided an opportunity for candidates to express and discuss

perceptions and motivations for enrolling in a health care programme — as well as a

chance for candidates to self-select out of the process:
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“So, values-based recruitment isn't just about trying to assess the values in
others, but say this is something we care about, we're inviting you to also care
about it. And hopefully, if people come along and think what on earth is this,

or why are you asking me this, this doesn't relate to me, then they might not
choose nursing as well. But | think the idea is about trying to get the best fit for
people. And the idea of assessing values to do that, it's hoped, will rule out
those folks who aren't suited to sustaining a delivery of nursing.” (Stage 2:

South University: Academic Mental Health Nursing 13)

“We know it’s a tough course and we know it’s a tough profession. We don’t
want to lose students, so we are very clear, and | try to make it as clear as
possible. | always say, | don’t want to put anybody off, however you’ve got to
think about the fact that you might be travelling, you’re going to be working 12
hour shifts, you’re going to be working weekends and it is tough. So, yes, we
get that in as well and what it’s like doing the job and sometimes it’s nice fluffy
bits but for us it’s not all about birth. You’ve got your antenatal and your
postnatal. It’s not about cuddling babies. It’s very often that you don’t cuddle
babies. So, we do try and say it as it is, but we do try and get these values in
as well.” (Stage 2: North University: Academic Midwifery 10)

The two-way social interaction between interviewer and candidate — particularly in
MMIs - was valued by academics as means of showcasing the programme and

importance of partnership:

“And it comes back to that thing that values-based recruitment, if we want to
get it right, to my mind, is more about how we demonstrate our values in
recruitment, not how we assess them in others.” (Stage 2: South University:
Academic Mental Health Nursing 13)

“l was just thinking there as well it was really important about our recruitment
processes in particularly the MMI day is that it is a two-way process. | think
that’s something that’s very important is it’s not about them just coming and
being assessed by us, it’s a real opportunity for us to give those candidates a

lot more information about the programme and our expectations of being a
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student on that programme and | think that’s really important.” (Stage 2: South

University: Academic Dietetics 23)

Interview panel composition was seen as a way of demonstrating the values of
programmes and institutions. Involving lay people and clinicians was perceived as an
important mechanism for candidates to recognise the commitment of programmes
and institutions to collaborative working in health care. The promotional effects of the
interview process were perceived as influencing a candidate’s decision over whether

they decide to study at the institution:

“But what | think works, what’s really good about the MMlIs that we run here at
[name] | think is that it showcases our values to the applicants as well. So it's
about how we welcome them and greet them, but also it’s the things, like, the
fact that they will be interviewed by service providers and they will be
interviewed by a service user as well, so they can really see that it is a
partnership working... So, an opportunity to get a flavour of the university.”

(Stage 2: South University: Academic Adult Nursing 1)
The involvement of service users was appraised positively by candidates:

“You know, ‘cos the person who’s been a patient, they might not focus so
much on the academic side of things but they’ll pick up have you got the
compassion, the way you speak, do you sound like someone who’s
reasonable, you know.” (Stage 2: South University: Student Nursing 58)

It is important to highlight however that this was not considered important by
candidates when describing choices. Candidates applying to a range of health care
programmes explained their motivations for a range of reasons: the international
research profile of the university and its staff; varied programmes of study in health
and medicine; links with large teaching hospitals; good employment record for
graduates; student satisfaction; the facilities and age mix of the cohort:
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Student 1:

Interviewer:

Student 2:

Interviewer:

Student 3:

Student 2:
Student 3:
Student 1:

Student 2:

Student 1:

Student 3:
Student 1:

They’re supposed to be one of the top [universities], especially with
dietetics. A lot of people that | know, and end up working in similar
industries, if you go to [names university], you know, you’re not going
to struggle finding a job, and things like that.
So, it has a good reputation, and that sort of fitted with the practical
side of it?
Yeah.
How about you two, do you agree, was it its reputation, or were there
practical sides?
A bit of both, the reputation and the fact that it’s got such a huge
medical community as well, so | thought, well, coming to do dietetics in
such a big medical based university, we might get some advantages
through that somehow.
With the research and stuff.
Yeah...
But then, | was thinking, if someone said, | went to [other university],
and then someone else said, | went to [name university], | would be
like, oh [X], not[Y].
You see [name university] all the time in the newspapers.
And the lecturers as well, if you look at the lecturers here, they're like,
research, research, research.
They’re all doctors.
But, if you look at the other places, no, they’ve done like maybe two
papers, or something. So, you’re thinking, | want people with good
knowledge that’s up to date. So that’s why.

(Stage 2: South University: Student focus group Dietetics)

For other candidates, the choice of university related to their personal

circumstances:

“l chose [name university] because I'm from [name city] originally, and for me

to move out, it’s just to do with finances really. My job is here, | work here, and

if | was to go away to [name another] University, | won’t have stability with my

finances.” (Stage 2: North University: Student Midwifery 32)
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Interview day formality varied across programmes. Whilst MMI processes were
structured, run in almost exam-like conditions, variation was very apparent. Some
programmes hosted ‘ice breaker’ or ‘open’ events prior to the MMI as an opportunity
for candidates to meet staff and current students as well as tour campuses. These
provided reassurance for candidates on how MMI process would be conducted.
Other programmes focused on ensuring sufficient time post-MMI for candidates to
look around and meet people. At North University, where a range of VBR processes
were deployed, these informal events were staggered around the formal interview

process.

Promoting ‘fairness’, ‘objectivity’ and ‘equity of opportunity’ for candidates
Participants identified that VBR processes should promote fairness, objectivity and
equity of opportunity in assessment. These were key motivational factors for
individuals involved in these processes. Participants recognised that any interview
has a degree of subjectivity; and that interviewers often rated candidates they ‘liked’
or judged ‘like us’ more highly. However, MMIs mitigated these biasing effects by

involving multiple interviewers and (relatively) transparent processes:

“Because | think every recruitment process where you have people making
decisions, there's an element of subjectivity, even when you have very clear
criteria. It's still about human beings making decisions, and it just makes it
more objective if you have clear criteria, clear prep and clear briefing amongst
the people doing it.” (Stage 2: South University: Academic Adult Nursing 14)

“It seems to me to be fair and quite balanced because you’ve got chances to
shine in different areas and you’ve got different people viewing you in all
those... That's the beauty of it, | think. Because then | think it's fair because
when all those are added up, you know, they’ll, you’ve got a better rounded
understanding, or may, you know, because maybe the person | thought was
outstanding and | would have maybe let through if I'd had an hour interview
maybe it wouldn’t be great, or the person that | thought they were poor was

not very fair, you know.” (Stage 2: South University: Service user 64)

118



Previous interview panel formats used by programmes at South University
(candidates assessed by single academic and clinician for 20 minutes) gave prior
sight of candidates’ application forms. Panel members had information about
individuals assessed in advance of the interview — something that could
disadvantage some candidates. Interviewers at MMI stations were not provided with
information about candidates. They were asked to assess solely on their answers

(and performance) at each station:

“So, once they have been selected for interview, everything that’s gone
beforehand doesn’t count anymore. So, we literally then score them on their

interview.” (Stage 2: South University: Academic Physiotherapy 18)

“You know, with the MMIs, we don't have any type of information how old the
people are, what have they studied before, do they have family or kids, or
anything about their private background. You don't know nothing. And that's
quite good because you judge what you get on the day.” (Stage 2: South
University: Clinician 66)

Individual panel interviews at North University for nursing consisted of three values-
based questions with the panel not accessing the application form. Ignoring

application forms at interview was valued by candidates at both HElIs:

“So, once you’re there [at interview], it’s literally you as a person, and it’s not
about like your history and what you’ve done. | think it’s very good because
they sort of, they still obviously want to know your experiences and what
you’ve learned and stuff, but they’re not just interested in what you’ve done. |
think that when you get to that interview process, you've got just as good a
chance as someone who’s from one of the top, top unis and who’s got four A
stars and stuff, because they’re looking at other things.” (Stage 2: South
University: Student Physiotherapy 79)

The change in the recruitment process addressed inequalities arising from previous

recruitment methods:
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“Permit me to say it's white, middle class girls that are in the cohort *
(Stage 2: South University: Academic Physiotherapy 26).

A service user explained:

“I really think the, | don’t think there're groups of people that would be
disadvantaged. | think that's the beauty of each station or, you know, each
having five different viewpoints because | think it's probably impossible to
discriminate, whereas one person interviewing for an hour can quite easily do
that... | think, yeah, you’ve got five heads and we're all different. We're
different races, we're different religions, we're different genders. So, I think it's
very diverse and, therefore, promotes, for me, diversity” (Stage 2: South

University: Service user 64)

Assessment by a range and mix of individuals was seen as reducing ‘unconscious

bias’ and promoting fairness compared with the previous format (an interview panel):

“On the MMIs, | mean there are definitely pluses and minuses. | like the
system very much because it forces each interviewer to come to a decision
about a candidate in front of them. Occasionally at panel interviews one or,
you will get influenced by your other panel members kind of thing and you
think oh maybe | didn’t, | think | drew the wrong conclusion about that

candidate.” (Stage 2: South University: Service user 36)

“What happened was that almost always, no matter how many times you’d
ask people to score them independently, they agreed the scores, and quite
clearly what was happening, was that people [candidates] were walking in
through the door, and they were thinking, oh they look lovely, we’ll have them,
and just giving them high enough scores to make sure they got a place.”

(Stage 2: South University: Academic Physiotherapy 18)
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Discussion of candidates following MMIs was not a feature of South University; in
contrast to North University, where two programmes discussed candidates post-MMI

and group exercise to “review scores”:

“How it worked was we would just go through each individual prospective
student, so we’d all get out our sheets for that particular person and then we’d
just go round the circle basically and just talk about how they answered the
question, what we felt was positive, what maybe they struggled with, what
marks we’d given them.” (Stage 2: North University: Clinician 47)

Academic staff described subjectivity creeping into MMI process: interviewers
‘inflating’ the score they gave to a candidate because they considered them a ‘lovely
person’ or ‘thought they would do well on the course’; even candidates may not have
responded well to a question at the MMI station. Academics said this ‘rogue scoring’
could be easily spotted within the range of scores and its impact was limited as it
constituted only one of five scores for each candidate. Academics and service users,
putting themselves in candidates’ position, suggested the opportunity to move
between interviewers following a ‘difficult’ question and presenting themselves to a
mix of interviewers was a positive facet of MMIs. A perspective reinforced by

students:

Student 1: [/ thought it was quite nice, because you get five chances, like, maybe
I’'m going to like you better, maybe you’re going to like me better.

Student 3:  Yeah.

Student 1:  Rather than just one.

Interviewer: Right.

Student 1:  Like, if you don’t get on with that one person, you know, but five, you
have five chances. That’s what | was thinking in my head, | was like,
it’s fine, just move onto the next one. It will be better next time...

Student 3: I quite liked it as well. The same sort of thing, that you’re going in to
see different people, and you might not get on so well with someone, or

if you’ve gone off on a tangent, or done really badly in one question,
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you can sort of almost go and start again with someone else and a
whole new question, and you can do really well in that one.
Interviewer: Okay.
Student 2:  Yeah, and you had a minute in between to just get your breath back.
(Stage 2: South University: Student focus group Dietetics)

“The feedback from the applicants is good. They like it. They like the process,
that they report feeling they could represent themselves well, it was good to
meet lots of people.” (Stage 2: South University: Academic Mental Health

Nursing 13)

“I felt like | could show my personality quite a lot, | felt like there wasn't...they
weren’t trying to trick you, they were just sort of...just trying to see the kind of
person that you are, which was nice.” (Stage 2: South University: Student

Physiotherapy 79)

Unintended consequences arose from MMI processes; specifically in relation to

equity of opportunity. Academics suggested VBR may unfairly advantage candidates
with sufficient life experience to draw on and provide examples of values enactment.
At North University, academics emphasised the importance of ‘transferable’ skills for

younger candidates:

“And we always say to them, so, if you're working in [retail], what skills have
you got that you can bring into nursing, and how are you going to tell me
about those? And half of the time, they don't get it. And you say, well do you
not talk to your customers - oh, yeah! And they think it's something very
extravagant, something very detailed, that they have to have. And it's not, it's
the simple things, but as long as they can explain it.” (Stage 2: North
University: Academic Child Nursing 7)

Differing views existed between VBR interviewers about relevant experience for
demonstrating values. Academics felt NHS colleagues often struggled with what was
reasonable of a 17-year-old candidate compared to those with more life experience.
The language used in interview questions and levels of understanding and
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interpretation by younger candidates also created a focus for tension: younger
candidates may have encountered and used language which served to disadvantage

them compared to older candidates or those with experience in health care:

“So, we know what that word means, and we immediately think about dignity
in all sorts of health care settings that we're incredibly familiar with, and the
threat to dignity in any health care setting. But why would somebody who's not
had that experience know that?” (Stage 2: South University: Academic Adult
Nursing 14)

“The privacy and dignity [question] that we use. | can't remember the question
off the top of my head. But it talks about, oh, how would you maintain dignity
and respect in a children’s nursing setting. Well, | could answer that, very
easily, being a children's nurse, and a lot of my colleagues could. But
somebody coming out of school, 18 years old, they really struggle.” (Stage 2:
North University: Academic Child Nursing 7)

Participants recognised that MMI processes may not suit every candidate. For
example, the introverted or those needing time to develop rapport may be less able
to themselves effectively. Conversely, one-to-one stations may (or may not) allow
candidates to express themselves in ways they might find more difficult in groups:

“I think they found that group interviews were sort of very much based not so
much on people’s skills or ability to demonstrate those skills but offers just
came down a lot to personalities. When you sit a bunch of nervous students in
a group | guess, the ultimate challenge is to make yourself heard and it’s just
so much up to chance about what the group dynamic is like. | mean you might
have someone very quiet and very skilled who could easily sort of get
overshadowed by someone who’s maybe more assertive but not as skilled.”

(Stage 2: South University: Central Administrator 25)

“I never felt quite comfortable with that. | felt some students were very vocal
and always quick to come in with the answers, very good, eloquent answers,
but other students were more reticent and shy, or by the time they got round
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to saying [something], everybody else in the group had already said what they
were going to say. So, | wasn’t convinced about the group interview. But |
don’t know, that, to be honest, the multi-mini interview gives us any more
information. Maybe I’'m being cynical about it, maybe I'm just trying to look for
Utopia and maybe there’s no selection process that gives the definitive right
answer, because maybe there isn’t one.” (Stage 2: North University:

Academic Radiography 4)

North University group interviews were conducted alongside individual panel
interviews for nursing. Academics and administrative staff reported this combination
enabled candidates to demonstrate their communication, teamworking and values-

in-action; meaning fairer assessment:

“So, we have changed our interview processes over the years from group
interviews to individual interviews. | think, as | mentioned earlier, it's very
difficult to have a style of selection that suits everybody and | think in some of
the group interviews we saw that particularly some of the younger students
found that it was quite a daunting process. They might not have been for an
interview before or may only have had one experience of that. So we
introduced individual interviews so we could actually try and get a bit closer to
the person themselves.” (Stage 2: North University: Central Administrator 20)

Academics suggested limited time at MMI stations facilitated assessment of how
quickly candidates could develop dialogue and rapport. Skills key for any future
health care professional for developing relationships with patients and their families.
Some academics and clinicians considered MMI processes as hindering interviewer
understanding of the candidate “as a person”. Participants suggested MMI

processes could be ‘de-humanising’ and ‘conveyor-belt’:

“[The MMI is] quite slick. Mind you, it may feel conveyor belt... You know, I'm
looking at it from my point of view and saying, you know, I think it's all this
positivity, but maybe it's a bit conveyor belt like. Thinking about it as I'm
talking to you, | guess that's a negative that it may be viewed that it's a bit of a
conveyor belt.” (Stage 2: South University: Service user 64)
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Despite candidates perhaps having multi institutional experiences of interviews, MMI
was viewed as promoting equity of opportunity. Academics held to the belief that it
would be difficult for candidates to ‘rehearse’ answers. Whilst some questions were
“stock” — ‘why would you like to study as a physiotherapist?’ — and academics
recognised that guidance or coaching was possible, other questions (often in
response to audio visual props/prompts) would be hard to prepare for. This diversity

in question format was an asset:

“I don’t want people who come and have learned the answers to the questions
and discuss it on the student room, or whatever those forums are, where they
all kind of talk about what you need to say to demonstrate compassion or
words you must make sure you put in your interview.” (Stage 2: South

University: Academic Dietetics 23)

“They [candidate] definitely would be able to prepare. But | think there’s enough
in there [the MMI] that puts them on the spot a little bit and can hopefully assess
how they’d really be in that situation.” (Stage 2: North University: Clinician 47)

Candidates confirmed the view that MMI questions were harder to prepare for than

standard interview questions:

"I was expecting more direct questions, whereas they were quite open to
interpretation | felt... probably the whole point of it, in that they want to see
what you're like and anybody | suppose can repeat the right answer. So, | do
see why they are the way they are. But | did find that quite difficult." (Stage 2:
South University: Student Nursing 48)

Interviewers recognised candidates may have had an interview elsewhere or
previously and could become proficient at managing themselves and formulating
their answers. This perceived advantage (confirmed by candidates) was not

considered problematic by academics.
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Impact of VBR
All participants said it was too soon to determine if VBR (however it was

implemented) was having an impact:

“I think we haven’t had maybe, long enough to know whether our processes
have resulted in students, and therefore, professionals, who have better
values, so we just haven’t had long enough of doing this new style approach,
to doing it, in order for me to assess whether it’s improved the values that our

students have.” (Stage 2: South University: Academic Dietetics 22)

“We've only been doing it for a couple of years, you're a couple of cohorts
through. | mean there's been nothing obvious; | don't think the students I'm
meeting are really that profoundly different to the ones we had before, except
they tend to be younger. But that's because we've changed the old degree. |
think that overall there's a change but I'm not sure it's been because of MMIs.
| think it's because of the change in the programme and the entry criteria. So,
| think our cohorts are different and have changed over the last five years to
be much younger than they were before.” (Stage 2: South University:
Academic Adult Nursing 14)

No change in the characteristics and profile of students recruited to the health care
programmes arising from VBR was identified from our longitudinal analysis. Boxes 6
to 13 summarise our analyses of these data: these are presented for each health
care programme and (where relevant) the programmes at each case site are
presented side by side.
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Box 6: Nursing (Adult)

South University

North University

Age

e Those offered places after interview
were younger than those rejected, these
were significant differences. The age of
applicants had remained relatively
constant

Gender

e The proportion of female offered a place
after interview varied a little over the five
years

Ethnicity

e The proportion of white applicants
applying and offered a place after
interview had decreased since 2014/15
from 76.2% to 60.8%

POLAR Score

e The POLAR score has remained
constant for applicants

e The POLAR score is significantly higher
for those offered places across all years

IMD

e IMD scores were higher for those
offered a place, it has not changed over
the five years for those applying

Age

e The age of applicants has increased
significantly over time, those invited to
interview have on average been
younger than those not invited

e Those applicants who were offered a
place after interview were significantly
older than those who were not offered a
place, this has not changed over time

e Those enrolled were significantly older
than those who were not enrolled, this
has not changed over time

Gender

o The percentage of places offered to
female over the five years has varied

e The percentage of females interview,
offered and enrolling is higher than
those applying indicating the females
are more successful than males

Ethnicity

¢ The number of white applicants, those
invited and those offered places has
varied over the five years with no clear
pattern

POLAR Score

e [n2012/13 and 2013/14 there was a
much bigger difference between those
offered places and those not than in
later years.

e Between 2014/15 and 2016/17, overall
the POLAR score of all applying and
those invited to interview was
decreasing

IMD

e These data were not well collected for
2012/13 (19%) and 2013/14

e IMD scores decreased slightly from
2014/15 to 2016/17

e There were no significant differences
between those offered and those not
from 2014/15

Tariff Points

e These data were not recorded/eligible
for all 1489/3776 (39%), this varied from
year to year (2012/13, 43.9%, 2013/14,
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38.4%, 2014/15, 36.9%, 2015/16,
40.8%, 35.9%)

Over time the tariff points for applicants
has significantly increased, those invited
to interview have significantly higher
tariff points

Those offered places did not have
significantly different tariff points than
those rejected. Those invited for
interview in 2016/17 had higher tariff
points, those offered places had lower
tariff point than those not offered

Those enrolled did not have significantly
different tariff points
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Box 7: Nursing (Child)

South University

North University

Age

e Prior to 2014 those offered places were
significantly younger than those
rejected, this changed in 2014 and the
following years where there were no
significant differences in age between
those accepted and those rejected

Gender

e The proportion of females offered a
place after interview varied over the five
years

Ethnicity

e The proportion of white applicants
applying and offered a place after
interview had decreased since 2013/14
from 85.2% to 73.6%

POLAR Score

e The POLAR score has remained
constant for applicants

e The POLAR core is significantly higher
for those offered places across all years

IMD

e IMD scores were higher for those
offered a place, it has not changed over
the five years for those applying

Age

e Those offered places after interview are
older than those rejected, these were
significant differences except in 2016/17

Gender

e Applicants for this course are mostly
female

e The proportion of female offered a place
after interview varied over the five years

Ethnicity

e The proportion of white applicants
applying and offered a place after
interview varied over the five years

POLAR Score
e The POLAR score varies over time

IMD

o Data were poorly collected in 2012/13
and 2013/14

e There was no significant change
between 2014/15 and 2016/17, those
offered places had higher IMD scores
than those not offered a place

Tariff Points

e There were no significant differences
between those rejected after interview
and those offered places

e Overall, the tariff points for those
applying had increased since 2012/13

129




Box 8: Nursing (Mental Health)

South University

North University

Age
e Those offered places were significantly
younger than those rejected

Gender

e The proportion of females offered a
place after interview varied over the five
years

Ethnicity

e The proportion of white applicants
applying and offered a place after
interview varied between 77.44 in
2012/13 to 73.6% in 2015/16 but fell to
61.2% in 2016/17

POLAR Score

e The POLAR score has remained
constant for applicants

e The POLAR core is significantly higher
for those offered places across most
years

IMD

e IMD scores were higher for those
offered a place,(except 2013). These
were significant differences

Age
e Age varied across the years with no
obvious pattern

Gender

e There was a higher proportion of female
that were offered places and enrolling
than applying indicating than females
were more successful

Ethnicity

e White applicants were more likely to be
successful, however the proportion of
white applicants and those offered
places was decreasing each year,
indicating a more diverse population

POLAR Score

o With the exception of 2015/16 there
were no significant differences between
those offered places and those rejected
after interview.

e POLAR scores are higher for those
interviewed and offered places than
those rejected at any stage

IMD

e This was not well competed for 2012/13
and 2013/14

o With the exception of 2015/16 there
were no significant differences between
those offered places and those rejected
after interview

Tariff Points

e There were no significant differences
between those offered a place following
interview and those rejected
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Box 9: Midwifery

South University

North University

Age

e There were no significant differences
between the age of those offered places
and those rejected. Those interviewed
from 2014/15 were younger than those
interviewed for places in 2012/13
2013/14

Gender
e The vast majority of students on this
course were female

Ethnicity

e The proportion of white applicants
applying and offered a place after had
started to decrease from 2013/14

POLAR Score

e The POLAR score has remained
constant for applicants

e The POLAR score for those interviewed
varied across the years with significant
differences seen between those
accepted and rejected in 2015/16 and
2016/17is significantly higher for those
offered places across most years

IMD

e IMD scores were higher for those
offered a place. These were significant
differences in 2015/16 and 2016/17

Age

e Age of applicants remained constant
across the years and there were no
significant differences between those
offered places and those rejected after
interview

Gender

e This course was entirely female,
although there were some male
applicants who were unsuccessful

Ethnicity

e White applicants were more likely to be
successful as the proportion offered a
place was higher the proportion
applying. However, the proportion
varies from year to year

POLAR Score

o POLAR scores are higher for those
interviewed and offered places than
those rejected

o There appeared to be no change in the
pattern across the five years

IMD

e This was not well completed for 2012/13
and 2013/14

e From 2014/15 the gap between those
offered places and those rejected was
widening slightly with those offered
places having a higher IMD score

Tariff Points
e Tariff points varied across the years
with no obvious pattern
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Box 10: Physiotherapy

South University

North University

Age
Age had remained relatively constant
across the five years

Gender
The proportion of female offered places
varied across the 5 years

Ethnicity

The proportion of white applicants
applying and offered a place had
remained fairly constant (excluding
peak in 2013/14)

POLAR Score

The POLAR score has remained
constant for applicants and for those
offered places

IMD

IMD scores were generally higher those
offered a place (except 2013/14). These
were significant differences in 2015/16
and 2016/17

Age

Age of applicants remained relatively
constant across the years (20.7 to 23.2
for applicants) and there were no
significant differences between those
offered places and those rejected after
interview

Gender

Female applicants were more likely to
be successful as the proportion offered
a place was higher the proportion
applying. However, the proportion
varies from year to year

Ethnicity

White applicants were more likely to be
successful as the proportion offered a
place was higher the proportion
applying. However, the proportion
varies from year to year

POLAR Score

No difference in POLAR scores for
those interviewed and offered places
than those rejected except in 2013/14.
There appeared to be no change in the
pattern across the five years

IMD

This was not well completed for 2012/13
and 2013/14

From 2014/15 there was no significant
difference between those offered places
and those rejected

Tariff Points

Tariff points increased from 2014/15 to
2016/17

Those offered places had slightly higher
tariff points than those rejected
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Box 11: Radiography (North University only)

North University

Age

e Age of applicants remained relatively constant across the years (23.9 to 24.4 for
applicants) and there were no significant differences between those offered places and
those rejected after interview

Gender

o Female applicants were more likely to be successful as the proportion offered a place
was higher the proportion applying. However, the proportion varies from year to year,
with the highest proportions in 2016/17

Ethnicity
o White applicants were more likely to be successful as the proportion offered a place
was higher the proportion applying. However, the proportion varies from year to year

POLAR Score

¢ No difference in POLAR scores for those interviewed and offered places than those
rejected except in 2016/17, where those offered places were significantly higher than
those rejected.

o There appeared to be no change in the pattern across the five years

IMD

e This was not well completed for 2012/13 and 2013/14

o From 2014/15 the gap between those offered places and those rejected was widening
slightly with those offered places having a significantly higher IMD score

Tariff Points
e Tariff points increased from 2012/13 to 2014/15 but then remained relatively constant.
e Those offered places had slightly higher tariff points than those rejected
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Box 12: Occupational Therapy (North University only)

North University

Age
e Age of applicants remained relatively constant across the years. Those offered places
were on average older than those rejected after interview

Gender
e From 2014/15 female applicants were more likely to be successful as the proportion
offered a place was higher the proportion applying.

Ethnicity

e Despite there being more applications from non-white applicants, white applicants were
more likely to be successful as the proportion offered a place was higher the proportion
applying

POLAR Score

o No difference in POLAR scores for those interviewed and offered places than those
rejected except in 2013/14

e There appeared to be no change in the pattern across the five years

IMD

e This was not well completed for 2012/13 and 2013/14

e From 2014/15 there was no significant difference between those offered places and
those rejected

Tariff Points

e Tariff points varied over the five years.

e There were no significant differences in tariff points between those rejected and those
offered places

Box 13: Dietetics and Nutrition (South University only)

South University

Age
o Age for those offered places had varied across the five years

Gender
e The proportion of females offered places varied across the years

Ethnicity
e The proportion of white applicants applying and offered a place had reduced from 75%
in 2014/15 to 66.7% in 2016/17

POLAR Score
e The POLAR score for those offered places was significantly higher than those rejected
in 2015/16 and 2016/17

IMD

o |MD scores were higher those offered a place. These were significant differences in
2013/14,2014/15 and 2016/17
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Recruiting for values would not reduce student attrition according to academics,
because students often left a programme of study for personal reasons: increased
caring responsibilities or pregnancy; deciding a career as a health care professional
was not what they wanted; they were unable to manage the demands of study; they
were homesick; or had a relationship breakdown. Academics were keen to recruit
individuals who would stay on programmes — something that was a target for
commissioners. North University academics did not consider attrition a ‘problem’ for
their courses. They highlighted that recruiting for values helped them to identify
students suited to their teaching style (problem-based learning) and so VBR
supported retention. We study attrition in our longitudinal evaluation (see Chapter 7).
Some academics planned to review course outcome against performance at
interview (Stage 2: North University: Academic Radiography 4); to the best of our
knowledge this has not been done.

There was also little confidence that VBR would ensure maintenance of values of
candidates once “in role”. Recruitment was one of a range of influences on the
values of individuals. NHS Workplace cultures were viewed as a more powerful
force, reinforced by workplace socialisation. Students themselves identified that

workplace cultures and clinical placements as bigger influences:

"But I think the risk is when you actually go into your workplace, the culture
there, actually carrying those values on and sometimes being in the minority
about how things should be done or how care should be given. | think that is
where standards might start to drop." (Stage 2: South University: Student
Nursing 48)

MMIs were seen as efficient. Academics and administrative staff highlighted that
after an initial investment of time and money setting up processes and establishing
MMI questions it felt a more streamlined way to manage human resources for the
recruitment process in a ‘condensed’ time period. The burden associated with the
changes was not seen as a deterrent, and the outcome worthwhile. Previous
recruitment formats were in part perceived as placing too many demands on staff,
prompting a change in approach.:
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“So, whilst | would say it is resource intensive, and | would say also that the
intensity is probably condensed into a couple of weeks, you know, the weeks
leading up to interview. So, it’s not like we’re having to do the same sort of
collation of scores the entire year, | think it’s a very short, intense period of
time. But even in that condensed time | think the process is definitely worth
the outcome, because from what I've seen and the experiences I've heard
other people say, it’s just a better process in terms of administration.” (Stage

2: South University: Central Administrator 25)

“I think it's more labour intensive in terms of the number of people that actually
have to participate in the delivery of the interview. So you would need to have
more individuals on the stations, you might need to have students who
participate as well, current students, and | think that has been the challenge, to
get enough participation, because people are doing other things, have got other
responsibilities, and because of the volume of applicants it's not a one-off
activity, it's something that you have to repeat, maybe every week, and it's quite
a commitment. But it is important to put that commitment in to get it right.”

(Stage 2: North University: Central Administrator 20)

Whilst service were users were reimbursed for their time the front-line clinical staff
involved generally saw this as part of their role and “obligation” to the NHS Trust and

University:

‘So, | am working as the clinical practice educator, so to speak, in one of the
Trusts in [name city] and | am supporting pre-registration nursing students. So
one of the things | have to do for the trust is be involved in recruitment of
nursing students. [l: Okay, that's interesting. So as part of your actual clinical
role, you are required by your organisation to be involved in the recruitment
process?] Yeah. And not only by the organisation, also by the university,
because nursing education is academic and in the clinical setting.’ (Stage 2:
South University: Clinician 66)
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During case study data collection (2016-2017), the Government announced removal
of the NHS bursary managed through HEE for students undertaking a health-related
programme leading to professional registration. We asked participants whether they
considered the removal of the bursary would have any impact on the approach to
recruitment (currently mandated by HEE). Most academics suggested values would
continue to feature in recruitment processes. The impact was more likely to be felt in
increased revenue from broader programmes that prepared professionals for roles
outside the NHS and increased numbers of international students. Concerns were
raised that lack of funding may change the characteristics of applicants:

“l think we’ll get far fewer mature students, we’ll get far fewer students who
have actual work experience, who have life experience, we'll get lots more
students who are 17, straight out of school. Don’t get me wrong, they are
mostly completely fabulous, but | think it's a shame that we’ll, inevitably, |
think we will lose some of that mixture of experience and understanding and

knowledge.” (Stage 2: South University: Academic Midwifery 15)

“I think we’re going to lose a wealth of experience... the people that we
interviewed this week were 17, 18, 19 years old and there wasn’t the 30, 40
year olds mums that have been doing part-time support work and things like
that... Unfortunately, there’ll be a lot of people that can’t get into it because
they can’t then afford the student loans or they can’t afford to give up work or
they wouldn’t be able to have the childcare and all those things that come
with, giving up a life to actually going back to being a student.” (Stage 2: North
University: Clinician 46)

At the point of data collection at the university case sites, the demographic and
revenue impacts of the VBR policy mandate and the subsequent changes in
recruitment processes was not being felt.

SUMMARY
This chapter presented findings of the implementation of VBR policy and processes

for assessing values of health care students for programmes in two university case
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sites. We have highlighted the variations that existed in how VBR was introduced
into these organisations and the factors promoting and inhibiting its adoption. Our
evaluation focused on the work that individuals and groups have done to enable
VBR in HEls, and the appraisal of VBR in terms of its intended and unintended
consequences. We considered the organisational and ‘real-world’ contexts and how

this influenced implementation.
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CHAPTER 5: STAGE 2 - NHS CASE STUDIES

This chapter presents findings from two NHS organisations case sites: an Acute
NHS Trust and a Mental Health NHS Trust. VBR was not mandated for NHS
organisations. Unsurprisingly, its interpretation and implementation was variable in
these very different NHS organisations. Therefore, we have presented the findings of

these case sites separately.

For each case site, we provide contextual detail to orientate the reader to how the
NHS organisation had addressed recruiting for values and then present the findings.
These case sites are reported separately. Our cross-case analysis (of all case sites)
and the refined theories of VBR are presented in Chapter 6.

ACUTE NHS TRUST

This case site is a large NHS Foundation Trust (based in a number of geographically
dispersed hospital sites) providing acute care and services to a local inner-city
population, as well as providing specialist services to people from throughout the UK.
Services include: (i) urgent care, planned care and allied critical services (including
Acute and emergency care, Dental, Planned surgery, ophthalmology and optometry,
Post-acute, planned medicine and outpatients, Theatres and anaesthetics, Therapy,
rehabilitation and allied clinical services, Women’s health) and (ii) networked care
(including Cancer; Cardiovascular sciences; Critical care, radiology and MEP
(medical engineering and physics); Haematology and precision medicine; Liver and
renal; Neurosciences; Paediatrics). The hospital is part of the Shelford Group: a
collaboration formed in 2011 between ten of the largest teaching and research NHS

hospital trusts in England.

We evaluated the approach, implementation and perceived impact of recruitment in
this case site which was transitioning to a strength-based approach for the
recruitment of Registered Nurses (RNs) at Bands 7 and 5 (and Health Care
Assistants (HCAs) at Band 2, but non-registered staff were not the focus for our
study). The organisation employs approximately 4,500 registered nurses and
reported a 14% vacancy rate in RN posts (a vacancy rate that was, over time,
constantly at this rate). The Trust was experiencing pressures around recruiting
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sufficient numbers of RNs to meet demand and, following the publication of the
Francis Report (2013), wanted to explore different ways to ensure the recruitment of
the ‘right’ people into nursing roles to improve quality of patient care, improve patient
outcomes and reduce staff turnover, and to restore public faith in the nursing
profession (Fenton, 2014). The Shelford Group started working with the strength’s
consultancy firm Engaging Minds. At the time of the study, there was no
standardisation, or mandating, of VBR in NHS organisations. Given that a large
number of NHS trusts were adopting the strength-based approach, we agreed with
our project advisory group to understand this approach as part of our evaluation of
VBR. It is important to outline the ideas underpinning strength-based recruitment

(SBR) and why we considered this relevant for the evaluation of VBR.

Understanding strengths-based recruitment

SBR focuses on assessing an individual’s strengths and ‘fit’ for a particular role. This
approach shifts the focus from what people can do (competency-based recruitment)
to what they are naturally good at — a strengths-based approach. A strength is
defined as something that someone is: (1) good at; (2) enjoys doing; and (3) is
energised by (Bibb, 2016). The strengths-based approach recognises the person
and their individual strengths (which includes their values) and that their motivation
at work comes from these strengths. Identifying the right people who will excel in
their work because they are a natural fit is at the core of strength-based recruitment.
When recruited to the ‘right’ role, then the right work environment, the right team,
and the right supportive manager has the potential to help an individual thrive in their
role and at their work. SBR therefore aims to assess the values that individuals who
are great at the job possess.

Participants in our study were asked about differences between values-based and
strengths-based recruitment approaches. This was a difficult question to answer for
many. The majority focused on distinguishing values as what people think are
important (such as compassion) whereas strengths are what people do with
“appropriate” attitude and based on skills, knowledge and beliefs (such as,
demonstrating commitment through hard work):
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‘A strength is how you operate, maybe, it’'s that bit more. It’'s how you apply
yourself and what resources you’ve got within you. Whereas a value, to me, is
what you believe in, what’s precious to you, and how you treat others and how

you expect to be treated.” (Stage 2: Acute: Service 75)

“My understanding would probably be, the strengths-based will probably be,
you know, people’s skills, knowledge, their whole personalities. It’s just putting
all that together and bringing it out in that person. | think values will probably
be people’s make-up, you know; what they believe, what they understand,
who they are, and what values they base their lives on; whether people can
connect to [name organisation] values, connect to their own values, and see
how they can combine those two together, to be able to, you know, perform
the caring jobs that we've got. The strength is not just about whether | can do
this job. It’'s whether | can do this job with the right attitude.” (Stage 2: Acute:
Service 77)

Our review of the process indicated that within the strengths-based approach there
was some assessment of values and how this influenced individuals’ strengths:
people’s strengths include their values. For this reason, coupled with its widespread
adoption in a number of large organisations (i.e. the most consistent approach in
NHS sites) we considered it an important and appropriate approach to include in our

evaluation.

An important starting point for the participating organisation (with Shelford Group
colleagues and Engaging Minds) was to create Strengths and Motivator Profiles'® for
nursing roles: Band 7 Charge Nurse (or Ward Sister) and Band 5 Registered Nurse.
The Band 7 profile has 4 domains: integrity, ownership, delivery and relating. The
Band 5 role has 3 domains: integrity, delivery and caring. Figures 6 and 7 provide
indication of what needs to be considered in these domains to determine if an
individual possesses the right strengths and motivation for these roles.

10 The Strengths and Motivator Profiles are the intellectual property of Engaging Minds. We have permission to
share only the Strengths and Motivator Profiles summary of strengths and not the full profiles or other related
materials.
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The role profiles were developed by observing and interviewing exemplars in a role
to discover what strengths, values, and motivations they shared, alongside
interviewing the people who knew them well (usually, but not always, their
managers). The role profiles were the result of studying exemplars in all ten Shelford
Group Trusts, in all clinical areas (except midwifery):

“But I do think, and it’'s not magic or anything, it's been designed by people
who have interviewed Sisters for years, who know what it is that they’re
looking for. So, it’s not magic, it’'s been designed by people who know what

they’re doing, and have done it.” (Stage 2: Acute: Executive 61)

There was a sequence of filters for the candidate interviews aimed at ensuring a
candidate demonstrated the necessary strengths for the role and that only the ‘right’
person was recruited. First, candidates scored themselves against a range of
statements profiled for their role by indicating whether the statement was ‘very
much’, ‘a bit’ or ‘not very much’ like them. This took about 5 minutes. The interview
(45 minutes) focused on asking questions based on these responses — ‘tell us about
that?’, ‘can you provide an example?’ and ‘what’s that like?’ The interview panel
focused on validation (or otherwise) of these responses. They looked for evidence of
the strengths by considering what they heard (such as words used or the tone of the
candidate) and non-verbal cues of the candidate. This shifted the interview focus on
to strengths — something someone is good at, enjoys doing and is energised by -
rather than questions of the ‘old’ style of interviews, which focused on scenarios and
competencies. The strengths-based interview aimed to reveal whether someone was
the right type of person for the role. Assessment of whether the candidate had the

right clinical experience was established by reviewing their curriculum vitae.

Engaging Minds and The Shelford Group hospitals’ Chief Nurses agreed that only
NHS staff who had completed strengths-based interviewer training delivered by
Engaging Minds or Trust staff who had been trained by Engaging Minds to train

others should undertake interviews.
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Figure 7: Strengths and Motivator Summary Profile for Band 5 Registered Nurse
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Figure 8: Strengths and Motivator Summary Profile for Band 5 Registered Nurse
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Data collection

Interview participants

We interviewed 19 people involved in SBR. Our sampling strategy aimed to ensure a
mix of participants from across the organisation with varied experience of SBR. We
recruited staff with a strategic executive role (n=2), service level clinical and
management role (n=11), ward or team level clinical and management role (n=4),
which included 2 staff recruited through SBR, and clinical staff interviewed for a
Band 5 role in the Trust and exposed to a strengths-based interview (n=2). These 19
participants also represented: staff using strengths-based interviews for recruiting
staff (n=11) and of these 5 were SBR trainers; staff trained but who had not yet used
the approach (n=2); one staff member not trained to use the approach (n=1);
candidates who had experienced the strengths-based interview (n=2) as well as staff
who had experience as both an interviewer and candidate or interviewee (n=3). Our
approach ensured the sample was representative of key individuals across the
organisation involved with recruiting using strengths-based interviews, training other
colleagues about the approach and/or recruited to the organisation using this
approach, as well as staff who were not using SBR (Table 6). Members of the public
were not involved with the recruitment processes in this organisation and so were
not interviewed. We approached staff in the Human Resources Department to

participate in the study: no staff agreed to participate (no reason offered).

Table 6: Acute NHS Trust interview participants

Executive | Service Ward/ Clinician | Total
team
Use SBR (and trained) 2 4 6
Use SBR (trained) and a trainer 5 5
Not using SBR (not trained) 1 1
Not using SBR (but trained) 2 2
Use SBR & recruited by SBR 3 3
Recruited by SBR 2 2
Total 2 11 4 2 19
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Documents
Organisational documents analysed included:

e job adverts and associated job description (n=6)

website review (n=1)

train the trainer manual (n=1)

SBR profiles and statements (n=2)

policy on use of SBR and profiles in NHS (n=1)

Observations
We observed
» interviews for Band 5 registered nurses (1-day equivalent)

« atrain the trainer course (1.5 days)

FINDINGS

SBR as strategic solution for recruitment and retention

At an organisational level, and with other Shelford Group Chief Nurses, executive
nurses had appraised the current situation for nursing recruitment and retention post-
Francis Inquiry. They were concerned about ensuring the right people were recruited
into Ward Sister/ Charge Nurse positions and to restore public faith in the nursing
profession. Coupled with the high vacancy and turnover rates in nursing posts in
these organisations and concerns about managing poor performance of staff when in
post, prompted the perceived need for a different approach when recruiting nursing

staff among the Shelford Group Chief Nurses:

“[Q: When you say they knew you needed to do something different what was
the basis for that?] Well, our general workforce data, our vacancies and our
turnover especially, because | think you can’t look at recruitment and retention
separately. Like a lot of organisations, particularly in [name city], we were
carrying, and still are in some areas, carrying a high vacancy level, and we’ve
got a high turnover, so we need to understand why that is. And the whole
basis around strengths-based recruitment is that you have the right people
doing the right jobs, and you’ve got a round peg going into a round hole rather

than a round peg trying to fit into a square hole... And obviously to reduce our
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turnover or vacancy we want people to come into roles that they feel fits with
their skill set and that they’re comfortable and enjoy, because we know, and
nursing research supports it, that happiness means happy patients, good
patient outcomes. So that was the premise really.” (Stage 2: Acute: Executive
52)

“We're recruiting lots of people and, or we were recruiting lots of people and
the quality wasn't great. So, we're, we spend a lot of time managing,
supporting, you know, performance managing. You know, the time spent is
just unquantifiable on staff who are really not fit for the roles that we expect
them to do. So, by recruiting using the strengths-based method, you know, we
at least have an idea of the, it's not about the competency, you know, you can
teach people skills but you can't teach them, you know, to be, to love doing
what they do. You just can't do it. You know, if they like it they like it, if they
don’t then they're not going to take an interest in it.” (Stage 2: Acute: Service
69)

“Turnover in this trust is incredibly high, that's because of pressures. However,
| think also because they had the wrong people in the wrong jobs with, | think
NHS comes to a point where they get to an attitude where almost it's bums on
seats and actually that's far more detrimental to your establishment.” (Stage 2:

Acute: Service 72)

At executive level, strengths-based approach for recruitment to Band 7 and Band 5

posts was advocated. Work was undertaken in the organisation to establish shared

beliefs about its purpose and its value for recruiting nurses. Interviews revealed

varied perspectives on the value of SBR and its appeal for recruitment to different

nursing posts (i.e. of different levels).

There was general consensus that this approach was important for nursing

leadership roles at Band 7 (for example charge nurse or clinical team leader

positions). Participants reflected on historical promotion processes: senior staff were

often appointed to leadership roles based on “time served” rather than demonstrable

leadership skills and abilities. There was support for the strategic and executive
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vision of recruiting individuals demonstrating suitability by having the requisite
strengths for leadership positions. The appointment process was seen as ready for
change because of the pivotal and influential nature of nursing leadership roles.
When the “right” leaders were in post the view was that this would create the

environment for staff and quality of care to flourish:

“...we really did have wrong nurses in the wrong jobs and that people had
been promoted just based on the fact that they had been here for a certain
length of time. With nursing recruitment as well, and I've heard it happen, you
know, throughout the whole of my career, that if you’ve done your time in a
department then you deserve to get the next promotion. | think people get
promoted incorrectly and wrong and then they were going into these jobs and
they were failing and they were sinking because actually they didn’t have the
right skills or the right strengths to carry out those jobs.” (Stage 2: Acute:
Service 72)

There was greater uncertainty regarding the value of SBR among clinical and
managerial participants (i.e. ward/service level staff), particularly when recruiting to
Band 5 registered nursing posts. Many participants argued that because these staff
have only just gained their registration then it inappropriate to deny them their first
clinical position based on assessment of strengths. Staff should be able to
consolidate their learning and have some time to develop in post:

“I find that very tricky. | think some of those girls are young and there are some
of the strengths, | feel, they might perhaps over time, with a bit more maturity,
get the strength.” (Stage 2: Acute: Service 74)

When making sense of this new approach, staff often contrasted the value of the
approach between these different positions:

“Band 5, you just want them to develop and grow and enjoy and experience.

So it’s about the character and the values they have. And then they will develop
in the role, | think. Band 7s, you sort of want them hitting the ground running.
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There’s no room for developing and growing in the job.” (Stage 2: Acute:
Service 70)

There was a tension between executive and clinical nurses, which manifested in the
perceived value of SBR for nurses at different levels (Band 7 and Band 5): there was
minimal support of the approach among clinical nurses for recruiting Band 5

registered nurses.

Championing a new approach for recruitment and retention

The executive team and selected individuals in clinical and management roles at the
service or team level actively championed SBR. Working with Engaging Minds was
perceived as important for staff engagement with SBR principles and ensuring they
were trained - and could therefore recruit, interview and sustain the approach.

Staff differed in their experiences of introducing the change in recruitment.
Executives asked services to “nominate” a member of their team to be trained in the
strengths-based approach. The experience of this for senior clinical and managerial

staff was varied, and not always positive:

“‘We just got an email saying the trust was moving to this system and they
want as many people trained and we are all moving to this system of training
and recruitment and you have to have, you won’t be able to recruit unless you

have the training, basically.” (Stage 2: Acute: Service 70)

There was a perception that some areas of the organisation were better supported
and trained than others. Accompanied by a perception that ‘pockets’ of services in
the organisation existed that had not engaged with the approach. This created
resentment due to perceived unequal contribution of senior nurses and an over

reliance on a small number of SBR champions:
“Obviously, the strengths-based training is a challenge at the moment, because
everybody is so super busy and nobody wants to go out [of practice]. You know,

we’ve been trained, so we’re expected to deliver the training. But, it’s quite
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difficult ... to be able to leave your area of work, to go out and do the training.’
(Stage 2: Acute: Service 77)

“So, I've done a lot in the Trust, compared to some people.” (Stage 2: Acute:
Service 76)

The challenge for the organisation was in rolling out and embedding the strengths-
based approach as a replacement for other forms of interview. Our evaluation
revealed that this had not happened.

Working to embed new approaches for recruitment
The senior executive team and champions were working to embed SBR in the
organisation and for this to be used for all nursing posts at Band 5 and 7. Senior staff

suggested resource constraints hindered adoption:

“It's been a case of introduce [SBR], get on with it, let’s hope for the best
almost. Which is unfortunate because it's, you know, the process of change
cannot really be successful if you don’t manage it closely but, again, |
understand the restrictions to that. You know, there is no extra money and

there are all these extra things to do.” (Stage 2: Acute: Service 69)

Participants raised concerns about the length of time it was taking to roll the
approach out across the organisation: “it’'s been work in progress for a long time”
(Stage 2: Acute: Service 76). The pace at which staff were trained in the approach
was considered too slow, with concerns that the “train the trainer” approach had
increased pressure on individuals to shoulder the responsibility for embedding this
approach when investment and strategic direction was needed:

“I mean I think, you know, strengths-based recruitment in its current format is
just a starting point. I, you know, and | say that, it's the longest starting point
ever, it's been three years, hasn't it, and it's never really got past the, you
know, as we discussed earlier, we struggle with trainers, you know, people

150



don’t necessarily engage with it because although they believe in it they don’t
have the time to do it.” (Stage 2: Acute: Service 69)

The number of people trained to interview using this approach was too low to enable
systematic use of the approach for all interviews. Despite SBR guidance suggesting
only two interviewers were needed, the trust held onto a received view that each
interview needed three panel members. This misunderstanding contributed to
accusations of overengineering and wastefulness — especially for recruiting Band 5

registered nurses:

“l just think to train a few people, to rely on staff to train each other, | think it’s,
you know, we’ve kind of launched it but half the people aren't trained... When |
was saying about being fully engaged with this and having people to do it, you
cannot get three on a panel for a Band 5. You try but, you know, it’s a waste
of three senior nurses’ time, quite frankly, and you can’t get them anyway.

You can just about get three for a [Band] 7, and you should have three, |
think, for that. But, to get three on a panel for Band 5 interviews? You’re doing
so many all the time, is not a useful use of people’s time.” (Stage 2: Acute:
Service 76)

“l would say it's only about 20 per cent from the time that we recruit, the time
that it started that we recruited band five it's already like a proportion. [Q: So
why only 20 per cent?] A. Not everyone has been trained. B. There is some
resistance with some of the managers or they say it's a long process and
especially when you're interviewing at least 10 in a day.” (Stage 2: Acute:
Service 78)

This was exacerbated by the centralisation of the recruitment of Band 5 (and Band 6)
posts to the organisation’s Human Resources recruitment team: managing job
adverts and role profiles. Participants perceived that the strengths-based approach
was separated out to the interview process. Our analyses of job adverts and role
profiles reinforced this perception; with no reference to values or strengths in these
materials, and only an implicit mention in some of the role profiles (see underlined
[our emphasis]):
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“We are looking for motivated, innovative nurses with strong clinical

knowledge, excellent communication, management and leadership skills who

are able to demonstrate suitability and experience for the position. You will
need to be flexible, enthusiastic and passionate about emergency care and

you need to be committed to improving service delivery, able to sustain new
ways of working and develop nursing practice.” (Team leader/ Senior

Sister/Charge Nurse Emergency Department role profile)

The trust’s web pages revealed 5 “values” that were clearly stated on the front and
other pages: ‘About us’, ‘Our people’, ‘Careers’ and ‘Appraisal’. A free text search for
‘values’ identified other documents where the organisation’s values were mentioned,
suggesting the values were well embedded in the organisation’s policy, strategy and
meeting documents, as well as press releases and newsletters (Box 14). A free text
search for ‘strengths’ did not generate any hits. The section related to recruitment
had no details about values or strengths; this absence was particularly noted on the

pages about preparing for interview.

Box 14: Organisation documents citing Trust values

- Introduction to the Trust and Guide to the Profile of Learning Opportunities for
nursing and midwifery students in practice

- Strategy 2014-19 Our Vision for the new [NAME] Council of Governors — Public
Session Minutes of the meeting held on [DATE, 2015]

- Mandatory and statutory training

- Trust magazine

- [INAME] Preceptorship Programme

- INAME] Board of Directors - Minutes of the meeting of the Board of Directors held
[DATE, 2009]

- Engagement and Experience Strategy 2012-2015

- Press releases

- Annual report and Accounts 2014/15

Centralisation of scheduling of interviews led to challenges for clinical teams in
ensuring staff trained in the approach could work on ‘management’ (rather than
clinical) duties for the dates of the interviews. It was apparent there was work to be
done to promote interactions between recruitment teams to promote the

operationalisation of SBR in the organisation:
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“What we have a problem with is actually getting people off the shop floor to
get the panel together, especially now the recruitment team has taken over
the Band 5s and we don’t have responsibility for it. So, they lead on the Band
5s and Band 6s, so they do all of our recruitment for us and because they're
set interview days that’s what we struggle with. However, when we lead it
internally ourselves we manage it very, very well because we know what
dates we're going to be interviewing on, we know who can be arranged and
you can pre-populate the rota to order to ensure that actually you have people

around to do those interviews with you.” (Stage 2: Acute: Service 72)

Lack of interactivity between teams to promote planning for recruitment days,
alongside perceived pressure among senior nurses to use this approach when
recruiting, created variations in recruitment panel composition. Resulting in

deviations from trust recruitment policy:

‘[Name of colleague] will have three people, they’ll have people who are
properly trained [in SBR] and into it and doing it properly and well. Whereas
we’ll have whoever’s on the day with a pulse, with at least one person in the

room who's done the training.” (Stage 2: Acute: Service 85)

When embedding new recruitment processes who gets to do the work (i.e. the
division of labour) will affect it's operationalisation in the real world. Allocating work to
staff untrained in the approach will likely impact on interview and decision-making
processes — or at least fidelity with the policy architect’s vision. The impact of this
deviation is difficult to quantify, but the perception of influence was something voiced

by interviewers and candidates:

“l just think, it [SBR] could be great. But you need to let the people (a) out of
the shop floor to do it, (b) make sure the right people are on the panel, and
that the right people are doing the training.” (Stage 2: Acute: Service 85)

Interviews were not always carried out with all Band 5 recruitment. Only those
applying through NHS jobs would be interviewed, with only some of these
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interviewed using SBR. Interviews were not conducted for undergraduate student
nurses transitioning into their first clinical post as a registered nurse: there was an
agreement between the HEls and Trust that these students were guaranteed a
clinical post. Participants argued that SBR should also be used by HEIs when
recruiting students to an undergraduate programme of study to promote consistency
in reinforcing workforce strengths required to be a registered nurse:

“They’ve been a student nurse with us maybe, or somewhere else, for three
years and they’ve got through their nurse training and then these are basic
strengths that we expect them to have and then you would question if they don’t
have those strengths, how have they got through their nurse training. How do
you suddenly develop them? So actually, this is about the basic requirement to
be a nurse. So those strengths to me need to be when you’re applying as a

student.” (Stage 2: Acute: Service 75)

“l find it quite disempowering that I'm just given someone and | haven't
interviewed them, | don’t know who they are, | don’t know what their references
are, | don’t know what areas they’ve worked in, | don’t know why they want to
come and work in [name ward], | don’t know why they want to work at [name
organisation]. | find that quite disempowering as a manager.” (Stage 2: Acute:
Ward 80)

Participants described registered nurses transferring across clinical services in the
organisation were not interviewed. This created differences in approach for how staff
were recruited to Band 5 nursing roles in the organisation and contributed to the

unsystematic and disparate use of the strengths-based approach:

“I guess it’s difficult for me to say that it's embedded, because, like | say, if |
interviewed this nurse who came to me through NHS jobs, she would come
through with SBR. If | get a newly qualified nurse from [names HEI], I've never
interviewed them. | know they’re guaranteed jobs. If someone comes to me
from the transfer window, they might have been in medicine for five years or
surgery for five years or neuro for five years. But now they’re coming into my

team and is this the right person in the right role? | don’t know, because I've
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never necessarily met them in my life. So, I think it’s difficult to say that it’s
embedded.” (Stage 2: Acute: Ward 80)

In some clinical areas, strengths-based profiles were also being used to recruit to
Band 6 posts. This deviated from the recommendation that profiles are used only for
the intended level (Band 5 or 7). It revealed the challenge faced by the organisation

to systematically embed the approach as detailed in the recruitment policy:

“So, we have two different Band 6s. They all come under a Band 6 budget, but
we split our Band 6s into junior sisters and senior staff nurses. So, that's why
the senior staff nurses can use the Band 5 profiles and the junior sisters,
because they are sisters or charges nurses, they can use the Band 7, the
profile, because our expectations and strengths are exactly the same. | think
people just need to think outside the box. Like you're looking at exactly the
same strengths for a junior sister and a junior charge nurse as you would be for
a Band 7 senior sister and senior charge nurse because the only difference
between the two bandings would be their qualifications and what your
expectations of them are as their desirable or their essential qualifications.”
(Stage 2: Acute: Service 72)

The challenges of embedding the approach across recruitment for all Band 5 and 7
nursing posts undermined SBR overtime. The patchy adoption meant not all
participants were willing to commit to it. Consequently, the “new” recruitment
approach was not always used nor was it connecting the necessary people
sufficiently to sustain it. Participants described the ways they had adapted and

reconfigured recruitment processes to make the new approach more “workable”:

“None of the ward managers are, none of my ward managers in medicine are
trained for strengths-based. So, we have a pro forma of questions that we ask
that have some values-type questions in them, but it's not a pure strength-
based interview.” (Stage 2: Acute: Service 84)

“So, what we’ve done now, with traditional questions, is kind of putting a little of

the strengths-based in there. So, we would say, where people are struggling
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with a question, can you think of an example. But we don’t use the whole
strengths-based profile, but we just base some of the questions and tweak it a
little bit.” (Stage 2: Acute: Service 77)

Experiences of strengths-based interview approach

The strengths-based approach was not explicit for applicants for jobs in this
organisation. Job adverts, role profiles and application forms completed by
applicants did not explicitly reference SBR. This provided opportunity for a hybrid
approach to recruitment. It also hindered the ambition to embed SBR in the
organisation. The proportion of candidates interviewed using SBR meant service
managers had some experience of conducting the strengths-based interview - but

also the real time comparator of “traditional” approaches to reflect on.

At interview, candidates were asked to complete a role profile (5 minutes), which
would then form the basis for the interview (45 minutes). Statements in the profile
(13 statements for Band 7 and 10 statements for Band 5) encouraged candidates to
indicate whether statements were ‘very much’, ‘a bit” or ‘not very much’ like them.
Interviewers went through the statements, asking candidates: (i) tell me about that;
(i) give me an example; and (iii) what’s that like for you? Interview were described by
participants (interviewers and interviewees) as “very different” to other forms of

interview for a nursing post.

Interview experiences came across as deeply personal. Candidates felt interview
panel members wanted to know them as a ‘person’ and cared about getting to know

them and their fit for the post:

“l guess they try to find out if what you’re saying is actually who you are. It’s
not just saying always that, | don’t know if it makes sense what I’'m saying it’s
hard to express myself, but yeah, because anybody can say that they are
something, but then it was this other question that you had to answer, maybe
they wanted to find out if that’s really a fact, or if that’s really true. | feel like

you can maybe, what do you call it, take out the bad apples, | guess, and just
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really find the good people who are actually perfect for the job.” (Stage 2:
Acute: Clinician 82)

Interviewers — despite sometimes finding strengths-based interviews repetitive —
acknowledged it helped them better understand the person they were interviewing.
Interviewers had to engage with the process and carefully listen:

“It’s [old style interview] boring, because it always comes to the same thing,
especially when you have so many to interview. At the end, you don'’t feel
you're listening properly anymore because it’s just going over your head, if it
comes. Then, it’s unfair, it feels. But, with this one, with the SBR, you can’t do
that.” (Stage 2: Acute: Service 74)

“l always thought the old process was a pile of rubbish anyway, so what can
you tell me about safeguarding. | mean, you might as well read a textbook,
come in here and regurgitate it. [SBR] is a much better way of really getting to
grips with who that person is that you’re interviewing.” (Stage 2: Acute:
Service 75)

“l was really apprehensive about it because | was like, what on earth can you
get out of nurses in this type of interview process? So, | was really, really scared
about it but actually the more interviews you've done and the more like
confidence you have in the interview style you're absolutely amazed with how
much information you get out of the candidates. What | learnt to realise quite
quickly is that you can revise, almost, as a nurse to do competency-based
interviews. The more senior you become the more of an idea you have of what
people expect from you at that level and what questions they may or may not
ask you. So, you almost parrot fashion it off, whereas actually you can't revise
for strengths-based assessment and you can't parrot fashion off. It's about your
strengths, and you can't lie about your strengths and weaknesses.” (Stage 2:

Acute: Service 72)

Interviewers required practice to gain confidence. In the early days this impacted on
some managers’ ability to engage with candidates because they were concerned
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with the process. However, anxiety decreased over time and with experience. Even

though some maintained concern about the style of questioning:

“With Strengths-Based Recruitment, some of it is just, doesn’t grammatically

read right, let alone make sense.” (Stage 2: Acute: Service 76)

This different approach often surprised candidates. Managers noted that candidates
were not able to fully prepare for the interview. Candidates recognised that any pre

interview preparation for an interview was not relevant in this new context:

“l had so many ideas of things that | wanted to say and things that | felt like |
wanted to use to sell why I think | would be good at this job. | had all of these
things and | had spent a lot of time talking to other people, not about the
interview but more about like, well what would | do when I'm in that role, what
changes would | make, you know, who are the key people? | was like, oh
God, all this thinking has gone out the window. I felt, oh my God, you know,
it's, none of this is relevant anymore, they just want to talk about me.” (Stage
2: Acute: Ward 81)

“So it seemed quite alien doing it | guess because it was so different, especially
the self-rating, because, probably sounds stupid, but it’s like everything else
when they say ‘what’s your strengths?’, you’re generally not that good at always

putting across your strengths.” (Stage 2: Acute: Ward 80)

Managers suggested this element of ‘surprise’ (or difference) promoted equity of
opportunity for all candidates: no candidate could prepare for the interview and so
had to just “be themselves”. Others viewed it less charitably, feeling the interview
process meant some individuals struggled with the style of the interview process and

internal candidates were advantaged:

“I think with the internals [candidates], who may be (a) are expecting it, because
it's been all over the Trust about what it is, and (b) I'm not saying they know the
questions, everything about it, some people, you know, but they’re aware of it.

They’re, to a certain extent, you could argue slightly more, relaxed might not be
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the right word, but prepared, and it’s not as bad. So, | think if we did look at
what candidates genuinely thought of it, | think you’d need to consider internal

and external maybe slightly separately.” (Stage 2: Acute: Service 76)

Generally though, participants felt SBR was a “fairer” form of recruitment. Interviews
were recognised as inherently subjective and prone to unconscious (and conscious)

bias. Standardised strengths-based approaches mitigated these risks for some:

“I've always thought we probably promote and hire a bit in our own eye. We
can’t help ourselves. We’re human beings. And there are probably people
types that I'm not very sympathetic to, do you know? And that’s not very fair,
it’s just how it is. So, I think, a standardisation of approach, is bound to make

it a bit fairer.” (Stage 2: Acute: Executive 61)

“So, I'm still a strong believer that strengths-based is fair and it’s obviously set
in stone, how you ask the questions. Whereas the other questions can easily
be tweaked and twisted to suit the recruiter’s, you know.” (Stage 2: Acute:
Service 77)

For some though, SBR as a systematic check and balance on subjectivity and

unconscious bias fell short:

‘[Q: Does SBR promote a fairer system for recruitment?] Gun to head! No!
Because of all the examples | have given about people, the decision being
made outside of, when | wasn'’t involved, that it was just, get a bum on a seat. |
don’t think it’s unfair to externals over internals, because there’s a natural foot
in the door there anyway. You can'’t take that away from the situation. So, | don’t
think it’s unfair to externals in that sense. | think because it’s still too, what'’s the
word, subjective? Is that the right word? It’s still down to the interviewers what
they think is a strength, do they agree, do they bump people up, do they move
people down, can they justify their decision based on body language and note-
taking and all that sort of thing? Fair, is that the word you used, sorry? [Q: Fairer.
Does it promote a fairer system?] No, | don’t think it’s a fairer system because

there’s still too many variables.” (Stage 2: Acute: Service 76)
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And SBR judgements could be overridden:

“So you'll often have internal applicants where you know they could do the job,
but put them in a strengths-based interview, so it's like the girl that | said that
my colleague didn't think | should appoint based on the strengths-based
interview, but | knew that she could do the job.” (Stage 2: Acute: Service 84)

Senior managers held mixed views on the relative advantage (over previous formats)

of SBR in assessing competence:

“You see | don't know whether it's because | haven't received training in
strengths-based that I'm not comfortable with this and I'm more comfortable
with the more traditional style of interviewing. That's what I've always done is
that type of scenario-based interview, practical questions, and that's what I'm
used to doing, that's what I've always done since I've been interviewing for
years. And then all of a sudden there's this strengths-based and it's a complete
change of style in interviewing, and if you're not familiar with something and
you're not doing it on a regular basis and you haven't had full training for it, then
there is a bit of a kind of like, oh, is this going to work, | don't know whether |

trust this or not.” (Stage 2: Acute: Service 84)

“‘We always did that, yes. | think we’re just not brave enough to leave it. But, to
be honest, | think what you get out of SBR shows you actually if someone is
competent in a way, because they come with good examples. It’s the quality of
the examples comes through as well, when you do SBR. [Q: So, how confident
would you be in dropping the organisational task?] It’s a habit which is hard to
change, to be brave enough to do that, | think, to be honest, | think what would
be worth doing is, looking how they did in the interview and how they did in the
competency.” (Stage 2: Acute: Service 74)

Candidates appreciated time taken conducting interviews; comparing this with

interviews at other organisations where they felt they were on a ‘conveyor belt’. The
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downside of the intensity though was candidates who described feeling,

“‘interrogated”, “stressed”, and “exhausted” by the process:

“I've spoken to two or three people that have been through it and they found it
stressful and exhausting. They were exhausted at the end of the process. And
that’s worrying. I think they’ll be stressed and thinking I'm coming to a stressful
organisation, and I'm worried it'll put people off. Because you ask a question
and it’'s almost as though you ask things over and over again, which is what
some people say, why are you asking the same thing over and over again.”
(Stage 2: Acute: Service 70)

“So, then the most extreme counselling session of all time. So, | was there for,
| think, about an hour and a half, but | also talk quite a lot. So, it wasn't just
about the interviewers, it was about me talking a huge amount. | have to be
honest; | came out and | just did not know what had just happened in there.
Like I felt like really, | felt like it was like an extreme counselling session. | felt,
not in a negative way but it felt it was, | think, just so far from what | expected.
That was why it was so, | found it so, not challenging, that's why | found it so
different.” (Stage 2: Acute: Ward 81)

Regardless of a positive interview experience, not all candidates accepted job offers.
Factors such as career opportunities were often more influential in their decision
making. Senior managers recognised that evidence that SBR influenced candidates’
decision-making or increased the organisation’s appeal as a place to work was
missing. One manager stated: “we’re all fishing the same pond for the nurses”
(Stage 2: Acute: Executive 52).

Appraisal of SBR

There was universal agreement that recruiting the right person to a nursing post was
important for quality of care and promoting team working and caring cultures — also
necessary conditions for quality care in the heads of participants:
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“The strengths-based thing, gives you an understanding of their personality and
how they interact with people and, you know, how you can see them fit in in the
team. You know, it just gives us a much more balanced view of the person that
we're trying to recruit to work for us, ultimately so we can improve patient care,
that's what we want to do. It's not about anything else, it's about giving good

care.” (Stage 2: Acute: Service 69)

“I think it’s a bit too short that we have done it, and the long-term outcome is a
bit hard to see, | would think. But | think the perception of what type of people
we want makes it very clear with SBR.” (Stage 2: Acute: Service 74)

SBR offered the opportunity to assess the suitability of an individual for a nursing
post by gaining a better understanding of the ‘person’ and not just ‘competence’.
Competence was perceived as important, but participants largely felt skills and
competence could be taught but attitudes and/or values were more difficult
(sometimes impossible) to alter. Recruiting on these aspects was considered

important and appropriate for nursing:

“I've always kind of been a firm believer that like within nursing, or within any
job, you know, we, you can teach people to do a job but you can never give
them the softer skills that they’ll excel in that job. So, I think that that's what
made it [SBR] quite interesting.” (Stage 2: Acute: Ward 81)

“My role as a matron, basically, is making sure, you know, obviously maintain
standards and hopefully we recruit the staff that will able to help us to do that.
So, staff that are passionate about nursing, want to be a nurse, and also want
to do the work that we vouch for in the first place. So, I've always been a
strong believer that | can teach someone a skill, but | can’t teach them an
attitude. With the traditional way of recruitment, we obviously can’t, you can’t
pick that up in a normal interview and obviously with strengths-based you
can.” (Stage 2: Acute: Service 77)

Aside from the appeal of SBR in targeting the ‘right’ people, participants shared the
counterfactual view that care and teams could be damaged when the ‘wrong’ people
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were appointed to roles. Participants described difficulties in managing staff
members who were not “in the right role”, the negative impact on patient care and

the pressures it created for the team:

“We're recruiting lots of people and, or we were recruiting lots of people and
the quality wasn't great. So, we're, we spend a lot of time managing,
supporting, you know, performance managing, you know. The time spent is
just unquantifiable on staff who are really not fit for the roles that we expect
them to do. So, by recruiting using the strengths-based method, you know, we
at least have an idea of the, it's not about the competency, you know, you can
teach people skills but you can't teach them, you know, to be, to love doing
what they do. You just can't do it, you know. If they like it, they like it. If they
don’t, then they're not going to take an interest in it.” (Stage 2: Acute: Service
69)

“Whereas actually if you’ve got the wrong person into that job who's not picking
up the workload, is not up to speed, doesn’t have the knowledge. If you've got
other staff picking up that person’s workload that makes them unhappy. That
disgruntles them because they're getting paid either the same amount of money
or they're getting paid less money. You know, if a Band 5 is picking up a Band
6’s workload that Band 6 does earn more money than them and that makes an
unhappy establishment and an unhappy workforce because they start to resent
their team because people aren't picking up the work that they're meant to be
doing. So, it causes a massive effect.” (Stage 2: Acute: Service 72)

Despite broadly positive appraisal of SBR, for some service and clinical managers
there was widespread scepticism about whether SBR actually impacted on the types
of people appointed to Band 5 nursing posts. No data were collected within the
organisation about numbers of people interviewed and appointed using SBR and so
it was not possible to measure potential impact. Informal communal appraisal of SBR
(i.e. appraisal between colleagues) rather than the collection of formal data impacted
on the perceived acceptability and usefulness of the approach. In addition, individual
appraisal focused on the worth of the approach and its impact on other work:
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“I don’t know how many people have been interviewed using this technique,
how many were successful, of those that were successful, how are they doing,
are they still in the Trust? | don’t know that. From my perspective, it’s just what
| see going on out there and what | hear, this is going back to your original
question: | don’t personally know or hear of any difference between when we
do use SBR or don't, in terms of who we’re recruiting for Band 5s.” (Stage 2:

Acute: Service 76)

“If we get all the strengths that we’re supposed to have of an individual then
they fit. [Q: Do they not now?] | don’t believe that they don’t now, to be honest.”
(Stage 2: Acute: Service 70)

The change of approach was perceived by some as disproportionate, given the work

involved for marginal or no gains:

“l think my biggest gripe is that the, is how much resource is consumed. But
more importantly it's the fact that you are taking three people to interview one
person and it does take a long time. If you do it properly it takes a long time
and that's very challenging because you're taking three very senior staff
members, you know, sometimes 45 minutes to an hour of interviewing
somebody. [Q: So, do you know how long a traditional interview would have
taken for a Band 5?7] We’d usually tap it at a half an hour. Yeah, so, it's now

looking at twice the length of time.” (Stage 2: Acute: Ward 81)

“We invest a lot of time in them. You know, an hour’s a lot of time, you know,
for a panel of three people. It's three work hours essentially, plus or minus

preparation.” (Stage 2: Acute: Service 69)

For recruitment to some clinical areas, the interview process continued to
incorporate an assessment of the candidate’s competency and so this also
increased the amount of time required for the interview. Mixed views were provided
on this issue; some participants emphasised the importance of including competency
assessments whilst others stated they developed personal confidence of the
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strengths-based interview process over time and to solely use it for informing their

decision-making:

“You could have the most compassionate nurse in the world, but if she’s not
very good at critical care and add up the sort of drugs we’re using because he
or she has not got enough experience, then no, | struggle with that... One thing
we test is that they can look at an observation chart, pick up on problems
Straight away and escalate them.” (Stage 2: Acute: Service 76)

“It made the interview process incredibly long because | would do the strengths-
based assessment for the Band 7s and | would ask them competency-based
questions and | would give them a clinical scenario. So, | actually was making
the interview really, really long and actually the more confident | became with
this style of interview [SBR] | then scrapped the competency-based and the
clinical scenario and now purely for Band 7s we just use strengths-based and
nothing else.” (Stage 2: Acute: Service 72)

Participants emphasised the changing context for recruitment: fewer staff applying
for advertised posts and shortages of staff within teams. This created pressures to
secure staff to deliver services and challenges for using the strengths-based

approach:

“Sometimes, you know, they’re desperate to get staff and they just ignore the
profiles going through them. They’re so desperate, just because the person’s
got the right attitude, has a little bit of skill, and they think, okay | can work with
you, you know.” (Stage 2: Acute: Service 77)

“In Band 5, it’s definitely something where we are so desperate to have staff, to
be honest, so everyone who has a nursing qualification and is registered with
the NMC, you know, we would always shortlist, because you need to see every
candidate these days because, yes it’s really hard to recruit. That’s always that
kind of balance where, you know, can you say no to someone when you’re very
desperate for nurses, but equally you want only the good nurses, you know.”
(Stage 2: Acute: Service 74)
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“I'm just not convinced of the use of it in the current climate, just because they
are so short staffed that | can’t see that they would, you know, that they would

be turning anyone away based on that.” (Stage 2: Acute: Clinician 83)

“Also, it depends on the motivation of the interviewer as well, some people want
bums on seats, other people are prepared to have spaces and wait for the right
people. It really depends what pressure is on them.” (Stage 2: Acute: Service
85)

For some, consistently applied SBR was a positive force, reducing vacancy rates

and increasing stability:

‘By employing these three people it's just gone from zero to hero really in a
year, you know, and it's because they demonstrated that, at interview, that they
understood that all these things are important. They gave examples of why they
thought they were important and how they would improve them and so they
literally talked the talk and then walked the walk. So, yeah, so that's why |

believe it works.” (Stage 2: Acute: Service 69)

“Personally, in the department everyone that | have recruited in the three
years that | have been here have not resigned, they have all stayed, and that
is all on the strengths-based assessment. The people that have left were
recruited historically prior to me starting and actually some of them, when |
first started here, | felt very much were in the wrong jobs and should never
have been in those positions anyway. However, whether that is based on the
recruitment strategy of them or whether that's based on the strengths-based |
couldn’t comment, but certainly that's been the case that | kind of have

witnessed.” (Stage 2: Acute: Service 72)
The convinced, attributed positive effects to greater discriminatory ability and

supporting decision-making about the ‘right’ person; interviewers were more likely to

reject a candidate rather than ‘give them a go’:
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“With that attitude, | don’t want her on my team. You can have her on your team,
but 'm not having her, not with that attitude, because half the staff will go. Half
the staff will feel intimidated by her attitude, you know. You need to have that
nurturing kind of nature, to be a ward manager, because you want your staff to
stay and you want them to feel cared for and valued. But with the strengths-
based, because of the profiles about the caring and about giving examples,
about how you care for people, and also examples about when you were in a
difficult situation, you know. There’s all various types of questions that brings
out, you know, how people perceive it. It's so unconsciously done, that people
don'’t realise they’re doing it. But, because it makes people feel comfortable,
after a few of the profiles, it makes them feel relaxed and they get comfortable,
then they just come out of their shell and they just reveal whatever is the person

inside.” (Stage 2: Acute: Service 77)

These views were inconsistent. We heard examples of people performing well in the
strengths-based interview but badly in post. As well as professionals appointed to a

post after performing badly in a strengths-based interview:

“And | said to the [name position], who’d appointed him? I’'m just interested,
‘cause | haven’t seen him really, as a leader. What made you? He got through
the strengths-based recruitment. All right, did he? And she kind of went a bit
red. And | said, what happened? And she said, we interviewed him twice with
strengths-based, and he didn’t get through it. And | said, so, but you
appointed him anyway? And she said, yeah, and it was a mistake.” (Stage 2:

Acute: Executive 61)

Staff differed in their appraisal of the impact of SBR on retaining staff. Many felt other
organisational factors were more influential for retention than getting the right person
in post. It was hard to disentangle claimed effects from other contextual factors:

“SBR is getting them in the door. Keeping them in is a totally different thing, and

it's a lot more money than SBR. Local inductions, mentoring courses, training

tools to do the job, and that is a whole ballgame, because even if you've got
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the right people in they will actually leave quickly because you haven’t given
them the resources to do what they want to do.” (Stage 2: Acute: Service 70)

“l mean, if you go to some specialist areas, they won't take newly qualified
nurses because you've got to have some sort of medical background. So,
people come to medicine just as a stepping-stone and then they move on to
more specialist areas.” (Stage 2: Acute: Ward 73)

Some believed SBR encouraged the appointment of ambitious staff who inevitably

would move posts or leave to progress their career:

“I think one of the biggest strengths of this SBR is that you want nurses that are
passionate about their profession and passionate about their career and that
they’ll keep going and that they’ll have, you know, aspirations to be a Band 6
and to be a Band 7 or to go into a clinical nurse role. That it's not that they're
just getting a job to sort of stay there forever, that they actually will have
aspirations to push the limits. So, | guess in some ways having those kind of
people and having, recruiting with those strengths they're the kind of people
that you'd like to have on your team and that they move on would be your
indicator of success.” (Stage 2: Acute: Ward 81)

When participants appraised SBR they were determining how effective and useful it
was for them and for others. In the absence of systematic data collection by the
organisation this involved staff collecting information in varied ways at an individual
and collective level and often informally. The collection of anecdotes was an
important source of systemising the collection of information for this appraisal. Our
evaluation highlighted the varied subjective appraisals that existed and the
challenges this created for embedding this approach in the organisation.

SBR was introduced in all The Shelford Group Hospital Trusts''. Sally Bibb, Director

of Engaging Minds, led this introduction She has kindly provided her reflections on

1 https://shelfordgroup.org/
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our findings and considered the lessons that can be learned from this work. This
response is provided in Appendix 27.

MENTAL HEALTH NHS TRUST

The final case site is a large NHS Foundation Trust providing mental health, learning
disability, social care and community health services to adults, children and
adolescents. The health and social care services provided by this Trust are delivered
across a large geographical area. The Trust employs 6,000 staff. The Trust had
undergone significant reorganisation (six months prior to commencement of data
collection), bringing together two large mental health organisations. A merger of this
scale demanded consideration of organisational policies, including approaches for

recruitment:

“Their recruitment process was really, really different to ours, really, really
different. So, as part of due diligence, preparation work for the merger, we
had identified a number of policies that we wanted harmonised from day one
of the new organisation. One of those was recruitment and selection.” (Stage
2: Mental Health: Executive 88)

This case study evaluates the approach, implementation and perceived impact of
VBR in this case site. The merger of the organisations also offers an opportunity to
examine the challenges of implementing policy (such as VBR) within a context that is
undergoing significant structural and cultural reorganisation and change.

Data collection

Participants

Our sampling strategy aimed to ensure a mix of participants ranging from staff with a
strategic executive role, service and ward or team level management role, as well as
clinical staff newly appointed to their role in the Trust and so exposed to the values-
based approach to recruitment being used in the merged organisation. Strategic,
service and ward level participants were also recruited to offer their perspective on
how the Trust (as a merged organisation) was developing values-based recruitment

approaches when compared with their previous organisation’s approach. This was

169



not asked of newly appointed staff as they did not have this prior experience and
understanding. It was not possible to achieve representation of participants at the
executive level from individuals who had been formerly employed by Trust 2. These
staff were approached about the study (and follow up contacts were made) but they
did not respond or were unwilling to participate in the study. In part, this may be
attributed to executive positions in the merged organisations being predominantly
awarded to executives originally employed by Trust 1. A total of 17 participants were
interviewed (Table 7), they represented key individuals involved with VBR.

Table 7: Mental Health NHS Trust interview participants

Trust 1* Trust 2* Not Total
relevant (merged
organisation)
Executive level 3 - - 3
Service level 4 4 - 8
Ward or team level 2 1 - 3
Clinical level (new appointees) - - 3 3
Total 9 5 3 17

*prior to merger

Documents
We analysed a range of organisational documents to evaluate the ways in which
values are embedded within recruitment processes in this case site:

¢ Recruitment and retention procedure (April 2017)

e Trust website

e Job adverts (n=2)

e Job descriptions and person specifications for Band 5 and 6 staff (n=5)

e Candidate pack (November 2015 — for Trust 1 rather than merged
organisations as new candidate pack not produced at time of data collection)

e Values-based questions for interviews resource pack

e Interview record form

e Appraisal document
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FINDINGS

Defining the organisational values which underpin VBR

As a newly merged organisation, the organisational values and recruitment
processes were under “review and development”. This was considered important

work by some managers (with a stake in VBR) at strategic and service levels.

Initially, the executive team organised a consultation using an external consultancy
firm to facilitate decisions on shared organisational values for the merged
organisation. This consultation was considered important by the executive team to
promote breadth in engagement and commitment from staff to organisational values.
However, the final decision about the organisational values was made by the
executive team. It was unclear how the consultation process had influenced this

decision making:

“...we went round, we did loads of staff briefing sessions, saying to the staff,
‘what are our values?’ No one, hardly anyone, could recite six values. So, what
we came up with was, six is too many... Then the Executive Team came up
with three values. They were compassionate, empowering and, err, open.”
(Stage 2: Mental Health: Executive 88)

“I think that the first thing is that three are easier to remember.” (Stage 2: Mental
Health: Executive 90)

“...one of the values that was suggested was honest, and we thought that that
could be negatively charged as well, that the opposite of that was dishonest.
So, we plumped for openness because, A, that's an NHS constitution value but
also I think it's wider than just being honest.” (Stage 2: Mental Health: Executive
86)

It was apparent these three values were not always recalled by participants across the

organisation. Only a few “front-line” participants were aware of the consultation

process:
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“It's compassion, caring and something else. The third one alludes me. | can’t
think what it is. It’s about being open and honest, isn’t it? [I: Yes, it’s...you’re
right, it's Open, Compassionate and Empowering].” (Stage 2: Mental Health:
Service 95)

The executive team’s intention of engaging and committing staff in work to develop
the organisational values was not realised: not all staff groups had participated in the
consultation. Staff reported struggling to make sense of the organisational values and
the recruitment approaches being developed to align the assessment of individual

values with those of the organisation.

Making sense of VBR

The organisation’s recruitment and retention procedure document outlined 6
competencies candidates were to be assessed against at interview: leadership and
management, service improvement and quality, service user focus, solutions focus,

communication, and teamwork.

Assessing alignment of a candidate’s values with those of the organisation was in
addition to the assessment of these competencies. Recruiting for values was s sub-
element of the recruitment approach in the organisation, alongside assessing
competence for role. There was no consensus among case site participants about the

value, benefits, and importance of recruiting for values.

How VBR differs to previous recruitment approaches

An important element of sense making was for staff to appreciate how VBR might
promote the recruitment of staff “better suited” to a role in health care and what VBR
added to the assessment of candidates compared to previous recruitment
approaches. For many participants, differentiating between VBR and previous
approaches for recruitment was difficult. Many participants argued that some form of
assessment of an individual’s values had always been part of recruitment for caring

roles.
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Service level clinicians emphasised the importance of values due to the nature of
clinical work and patient populations being served. They recognised the benefits of

separately assessing individual values in recruitment processes:

“I wouldn’t want to recruit someone who’s values, | felt, weren’t right either,
because, especially, you know, with this job, because you've got to have the
right set of values to work in this field. You’ve got to be non-judgemental; you’ve
got to be able to show empathy and understanding, because of the difficult
nature of what you’re dealing with on a daily basis.” (Stage 2: Mental Health:
Service 95)

“Having recruited a variety of staff at different grades the values that people
bring are probably a lot more important, in my mind, than any experience.”
(Stage 2: Mental Health: Ward 87)

For others, competence was the most important consideration:

“If 'm honest | would probably prioritise competency and that’s just through past
experience of actually having somebody who has been incompetent in their job
and having to go through a really difficult process... You can measure
somebody’s competency far better than you can measure them against values
of a Trust; unless it’s bloody obvious, you know, that they’re putting people at
risk or something terrible like that. Or have been abusive to a patient or for
whatever reason. But certainly, in terms of competence you really want
somebody competent in the role and | would prioritise that. | know it’s probably
not right... | guess you get a sense of that person and you get a sense about is
that person in the right position, in the right job as well as can they do the job...
| think what we want to assess is first of all can the person do the job that you’re
going to ask of them? Can they do it well and can they do it in the best interests
of the team and the patients that they’re serving?” (Stage 2: Mental Health:

Service 91)

Some differentiation between previous practices and VBR was possible when
considering the questions asked at interview. However, many participants stated that
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assessing the values of individuals for a role in caring had always been part of the
recruitment process. This difficulty in differentiating between VBR and former
recruitment processes therefore hampered engagement and participation for a
proportion of staff in the organisation. Participants observed that the best candidates
often demonstrated all desirable attributes for a post, including skills, competence, and
values. The value, benefit, and importance of recruiting for values was, therefore,
considered an important, but not sufficient, aspect of staff recruitment. It is therefore
worth considering further the shared understanding being established between
individuals within the organisation with regard to the perceived benefits of VBR.

The perceived benefits of VBR

A strategic priority for this newly formed organisation was to agree organisational
values and to use these values for the recruitment of individual staff. Study
participants, working at different levels in the organisation, considered this important
for staff (regardless of role) to enhance the quality and standard of patient care:

“For me, it's around, when we’re interviewing anybody, whether it’s face to
face [patient care] or sitting in a back office, like me, no matter what | do, what
I’'m doing, everything | do, ultimately, is for a patient.” (Stage 2: Mental Health:
Executive 88)

“Because, it doesn’t matter whether you are, say, cleaning in an organisation,
it’s still about how you treat other people. And, you know, we work with
vulnerable people, like | said. And | think that you need to hold those values
whatever level you are at, even if you are the Chief Executive, you still need
to hold those values because you are making decisions about patient care,
you are making decisions about staffing. So, yeah, | don’t think it makes any
difference what level you are at.” (Stage 2: Mental Health: Service 92)

Despite making links between organisational and individual values and quality of

patient care, only a minority of participants (n=2), linked VBR with broader national
policies and the Francis inquiry:
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“After the Stafford [Francis] inquiry they wanted to make sure that people
showed compassion, empathy, understanding, that they were caring and has
all the right qualities to be a nurse and they weren’t just being, you know,
flippant and not worrying about, or not having any feelings around anyone that
they were looking after and not doing stuff that they weren’t supposed. That
was the upshot of it all, from my understanding. That it was all to do with, you
know, the big national inquiry.” (Stage 2: Mental Health: Service 95)

The drivers for VBR were recognised at the organisation and service level, rather
than national, level. At a service level, some participants identified VBR as an
opportunity for employment decisions based on individuals’ demonstrating (at
interview) their values, and how they aligned with organisational values:

“I believe that people come to work to do a very good job, | don’t believe people
come to work to be nasty or horrible, or | don’t believe people come to work to
provide, to go out of their way in the morning, when they come to work, oh, I'm
going to provide a really rubbish level of care today. | don’t believe people do
that. | just think sometimes people need to be reminded about the reasons why
they are coming to work. And | think values-based questions is part of that, and
it's made much more aware for the recruitment part, to make sure that we’re
asking these pertinent questions, to make sure that the person is able to
demonstrate they believe in our values.” (Stage 2: Mental Health: Service 94)

For some, incorporating assessment of a candidate’s values (using VBR questions)
alongside knowledge skills and competence for a role held the possibility of indicating
how an individual might perform in role, influence care and service delivery and impact

on the team.

Integrating a policy initiative into everyday practices

Implementing and embedding VBR required work by a range of individuals in the
organisation. Executive staff, working with human resources staff, were responsible
for initiating the policies and procedures for VBR in the organisation and engaging staff
from across the organisation to implement and embed it in everyday recruitment
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practices. Executive staff recognised the efforts made to embed the approach in the

organisation through policies and procedures:

“‘Now what happens is, we've got three values and we now do, so all, we
changed our template job description and person specification. The job
description has got a big section in it all about our values and what the
behaviours are that we expect from them. Then in the person spec, it’s got
something about the values and that that’s an essential criteria for the role. [l:
Right, okay]. Then, obviously, we've re-done our values-based questions that
are available for managers to download from our intranet.” (Stage 2: Mental
Health: Executive 88)

Analysis of a sample of job adverts for this organisation revealed explicit reference to
values.'? The organisation’s Human Resources department had template text for job
descriptions and person specifications (Box 15). Our analysis of a sample of job
descriptions and person specifications revealed trust values were often unreferenced
when prepared by the hiring service manager. When the Trust values were not
included in the job description then there was often reference instead to the values of
the NHS Constitution. At a service level, participants reinforced that organisational

values were not always included or considered in job descriptions:

“I don't think [Trust values are] something that we consciously think about when
we’re designing a job description or doing a person specification. | don’t think
it's something that we think about, if I'm honest.” (Stage 2: Mental Health:
Service 99)

“[l: Is the values assessment only at the interview stage or is there, does it start
when, | guess, the job’s advertised or it’s in the, what do you call them, the job
specification? What is in those stages, in terms of the values?] | don’t think it
really, how do | say it? | think it's probably only at interview stage. That said, |
would hope that the values are things that you would be screening for anyway,
if you get what | mean. Because they are so broad, that if you weren’t meeting

12 To ensure anonymity for the organisation we have not provided this explicit statement here.
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those values, | don’t think you would be, I'm pretty sure that would be picked
up earlier on anyway, if you get what | mean. There’s no science to it, before

the interview.” (Stage 2: Mental Health: Service 89)

Box 15: Our Trust values (as detailed in template for Person Specification)

You are responsible for ensuring that the below Trust values are adhered to daily in
your work and whilst providing services to patients and their families.

Open — We expect our colleagues:

-To be honest, accessible and responsive.

-To work collaboratively with colleagues and all stakeholders and be open to new
perspectives and ways of working.

-To actively listen and have confidence to speak up to improve services.

-To professionally challenge and take ownership to improve safety and change
things for the better.

Compassionate - We expect our colleagues:

-To understand different perspectives and take responsibility to respond to patients,
carers and colleagues.

-To be friendly and courteous and show a caring and empathetic approach in
transactions with others.

-To value inclusiveness and respect individual and team differences.

-To strive to provide the highest possible standards of care and support.

Empowering - We expect our colleagues:

-To go the extra mile and help others achieve their goals,

-To encourage and embrace change and be proud to share their ideas,

-To embrace continuous learning and self-development,

-To celebrate successes and have the courage to learn from mistakes

Executives responsible for implementing VBR in the organisation recognised these
disparities and the need for a collective approach to engaging staff with VBR. A
management development programme was being developed in the organisation to
support recruiting managers. This was training in VBR and how to utilise the Trust’s
resources to support recruitment. Executive staff were committed to promoting a
universal approach across the merged organisations for recruitment. This approach
was being driven from the ‘top-down’ and there were concerns expressed at the
senior executive level that there were differences across the merged organisation
based on historical structures:
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“...If [Trust 2] are not embracing it, then we need to take action for them to
embrace it. We have in [Trust 1] and so it isn’t something that we can allow to
be different. We have to be consistent in our processes. So, you know, we’ve
got to make sure it's being embraced across the whole [merged] Trust... So,
you know, we’ve got to make sure, as big as we are, geographically, we all
have to be doing the same, no matter what it is. Whether it’s values=based
recruitment, whether it’s reporting serious incidents, it’s all got to be the same.
We can’t have people operating differently.” (Stage 2: Mental Health: Executive
88)

The origins of this top-down policy impacted on the perceptions and ‘buy-in’ of some
staff about the usefulness of an approach when they did not feel they had been
consulted about it:

“I mean, | think, you know, it felt a little bit of a tick box exercise and this was,
oh, we’ll put the trust values on the recruitment sheet so it kind of almost feels
as if we’re value basing recruitment. But it didn’t kind of work and there was no
consultation with those that were actually doing interviews on a regular basis
as to whether actually how would you draw out core values from people rather
than just writing them, because all they are is they’ve just written the core values

of the trust on a scoring sheet.” (Stage 2: Mental Health: Service 91)

There was a view that recruiting for values was an organisational expectation and
minimal investment in ‘selling’ the approach and its importance as well as supporting

its implementation was hindering its adoption:

“So, they [another organisation] really, really embraced it, whereas here, we've
just got like a template that works for our questions, our interview questions.
And you need to follow what the Trust values are, so you know for your
questioning, you need to have a question around empowering, because that’s
one of our Trust values. You have to have one, | guess, ‘open’, which is another

one of our Trust values. And so that’s all we do here. Whereas in the other
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Trust, they were, it was much more embracing of the values | think, because
they sold it better.” (Stage 2: Mental Health: Service 89)

“I think we all use them because we’ve been told we have to... rather than the
reason we’re doing this is to make the organisation more compassionate, so
we want to look at people, at their compassion blah, blah, blah. We’re just told
we need to ask these questions. So maybe it’'s just me and I've missed that
memo, but it’s...but that’s what it feels like, is that oh God we just have to ask
these questions. Nobody’s actually gone the reason we’re doing this is.” (Stage
2: Mental Health: Service 99)

The Human Resources department had developed an extensive list/'suite’ (sic.) of
values-based questions that could be used and adapted by recruitment panels to
assess candidate’s values. For the three Trust values, there were 24 questions
presented to assess the value ‘open’, 28 questions for ‘compassionate’ and 31
questions for ‘empowering’, as well as potential follow-up questions and criteria. There
was resistance among service managers to the use of the ‘suite’ of values-based
questions; they were not always considered relevant for the clinical setting or service
contexts. Our review of the suite of questions suggested these were a valuable
resource for hiring managers. The recruitment team guided staff to adapt the questions

to promote relevance:

“I think it was just about, | think it was just giving, making sure that they had the
support and guidance from the team, because, you know, we always, | think
the girls always used to get rung, oh, this question doesn’t make sense, you
know. They said, yes, but it’s just about how you change it to what you need to
ask. We’'re not saying you’ve got to ask that question specifically as we've
written it, but you can ask the question, but in a different way. So, it’s just about
guiding them that way.” (Stage 2: Mental Health: Executive 88)

However, there was reluctance among service managers to use the questions. The
questions were seen as overly restrictive and requiring tailoring for the care
environment; which was supported by the Trust (as explained above) but often not
recognised:
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“We have some values-based questions given, that we can use, from the
organisation. That’s very important, but for me, it’s also important about making
sure that it’s the questions that | need to ask, that are local to the area that |
manage. So, for example, some of the values based questions, might be
relating to your personal aptitude towards, | don’t know, mental health,
something like that, which is fine, that’s very important, but | also need to get
for where | work, which is predominantly older adults, | need to get the person’s
knowledge or experience or skills, or some reasons, to say, yes, this is the right
person to come and work for us, because actually, your drive and remit,
everybody has a personal preference where they want to work, and sometimes
it might not be older adults, and the values based questions are so
standardised, which is fine, | don’t actually have a problem with standardisation,
but we also need to have a sensibility of asking, the questions, or | need to ask
them, or the ward manager needs to ask the questions, that are relevant to the
local area. And that is, for me, older adults. So, it’s just trying to get a balance
between standardisation without losing the local feel of it... | do need to know
that they have the right traits and qualities for people that we need to be working
for.” (Stage 2: Mental Health: Service 94)

“l actually find them really restrictive. | don’t like them at all. They’re very based
on the values, but they’re not based on what you want to ask about experience
and team experience. So, we tend to do three or four of those [central values
questions], and then three or four of our own questions that are pertinent to the
role... Because if you’re interviewing properly you will find out about those
values, and others, and it just seems a bit restrictive going right, okay, well these
are the values we’re looking at, rather than, you know, honesty. Why is honesty

not in there? Right, do you know what | mean? It’s, it just feels a bit restrictive.’
(Stage 2: Mental Health: Service 99)

There was not collective enrolment and engagement with the policies and procedures

for VBR in this organisation. There was a split between the ‘espoused’ vision for VBR

by staff at an executive level and its enactment in practice by service and hiring

managers. The reluctance and at times resistance of service managers to engage with
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these policies and procedures diminished possibilities for effectively embedding VBR
across the organisation and its services. This was further hampered by the perception
that interviews were not the best approach for establishing an individual’s values and

competence for a role:

“I think if you can truly recruit people who have got the values that our
organisation has put out then, yeah, absolutely. | guess my cynicism is you
have 45 minutes to an hour to assess whether they have those values. [l: Yeah.
Well, it’s interesting because my next question relates exactly to that. How
confident are you that the process you’ve got enables you to recruit people with
their right values?] I'm not 100 per cent confident. | think you get a feel for
people. Don’t get me wrong, you get a feel for people and you can see bits in
people that you like or that you might — not dislike — but you might think, mm,
I’'m a bit unsure about you. But | think, yeah, there’s no certainty around it at
all.” (Stage 2: Mental Health: Service 91)

The interview was considered problematic when recruiting staff whose first language
was not English. It was also caused problems assessing candidates who re-apply for
posts in the organisation as these candidates gain familiarity with the values questions
and rehearse answers (rather than this being a snap assessment of “actual” values):

“I suppose the problem with the values-based is that people can get used to it,
can’t they? So, where you’ve got the people that keep re-applying...they might
think, oh well | know what the questions will be.” (Stage 2: Mental Health:
Executive 88)

Participants also revealed the challenge of promoting an objective interview process,
describing acting on a ‘gut feeling’ towards a candidate:

“But, | mean, at the end of the day, it's about finding the right person for the
post that you’re advertising. And you get a feel for them, don’t you? Well | think
I've done it for so many years, so | get a feel for people at interview, and | think
you can tell pretty early on, if they come across as the person that’s the right

personality for the role you’re looking for. [I: Yeah, I've heard that before
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actually, and how do you, do you know what it is that enables you to do that?]
It’s a gut feeling... I'm a nurse by background, and obviously people is my job,
and | think I'm pretty good at sussing people out fairly quickly. You do get
hoodwinked on occasions. [I: I'm sure]. And it is about that feeling, it really
is, much more so if | had the right feeling about someone, I'd be possibly a lot
more, kind of dig much deeper with them at the interview, to really challenge
their values, and morals and standards. Just to ensure that, | think you’re right,

| just want to check for myself.” (Stage 2: Mental Health: Service 96)

Such gut feelings (as decision making heuristics/shortcuts) decreased the objectivity
of the VBR approach. The appraisal of interviews by service level participants as a
mechanism for recruiting the right person alongside assessing values in those

interviews impacted on their commitment to and confidence in VBR.

VBR and the ‘very real’ recruitment and retention challenge
Many participants discussed the ongoing national challenges of recruiting and
retaining staff in health care roles, particularly within mental health care and services:

“...it's been an ongoing process. Such is the nature of health care; such is the
nature of dementia work. | don't think I've ever been part of team where there
hasn't been one vacancy. It's something that's constantly happening,

recruitment wise.” (Stage 2: Mental Health: Ward 87)

The Trust's investment in VBR was perceived as important for highlighting the
organisation’s commitment to recruiting and retaining staff of a certain standard, with
the right values. The extent to which this ambition was realised varied amongst
participants. Participants reported some candidates were shortlisted for interview even
when (i) their values were not clearly articulated in the application or (i) when the
candidate may have already been rejected for a previous post because they did not
demonstrate values that aligned with those being assessed for a role in the Trust:

“Shortlist them, yes. They [managers] probably would. | don’t know if that’s
because of how desperate we are for nurses, or it's because they think, oh
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perhaps they’ve [candidate] gone away and reflected [on their values].” (Stage
2: Mental Health: Executive 88)

Many participants at executive and service level indicated that candidates unable to
demonstrate values at interview would not be offered a position, despite the staffing
shortage:

“One, it’s, there’s a message to the applicant, that these are the kind of people
we’re looking for. And two, | think it does help us to screen out those people
that we think are not holding the Trust values, which are essentials really, for
the people we’re looking after. So, | think it is important actually.” (Stage 2:
Mental Health: Service 89)

“I'm still a firm believer, even when you’re desperate, and maybe five people
applying out of that five, only one might turn up on the day, | think you’ve really
got to be true to yourself, and think, well we need the right person for this role,
for our patients. ‘Cause if you have the wrong person, the disruption that they
can bring is just not worth it. [I: Yeah, sure]. | certainly try and stay true to that.
It is very challenging, and you do look at people and think, could I, could I? But
| still think that gut feeling has got to be the winner all the way.” (Stage 2: Mental
Health: Service 96)

These may have been ‘ideal’ or ‘espoused’ views; alternative views were certainly
expressed. A service manager who continually struggled to recruit staff, and had a
large number of staff vacancies, reported their priority was recruiting people ‘with a
pulse and legs’ (Fieldnotes) to ensure the continued delivery of their service. VBR
was not positively appraised by all staff and in all contexts. There was no universal
commitment to VBR. There were tensions between espoused organisational

recruitment policy and its enactment in services.

Trust recruitment policy stated that service user, carer or BME (Black and Minority
Ethnic) representatives should be members of each recruitment panel. The
composition of recruitment panels in the trust varied widely; ranging from entirely
senior staff, to staff with a service user or patient involved:
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“I would possibly ask carers to come onto the panel... It's much more powerful
| think for a junior member of staff to ask a prospective manager how are you
going to deal with this in our team? [I: And as it is at the minute who’s on the

panel with you?] More senior staff.” (Stage 2: Mental Health: Service 91)

“We have a patient, we have a service user, on our interview panel. [I: Ah, that’s
interesting. You’'re the first person who’s told me that]. And our service users
have had some training to undertake interview skills. They do ask a couple of
the questions; before we do the interviews we’ve got all our packs made up for
us, so we will ask the service user what questions they’d like to ask, and if
they’ve got any ideas is there anything they want to change before we start the
interviews, because obviously we ask the same questions to all the candidates
and stuff. And then there’s always two members of staff and a service user, and
when there is, say, somebody says, yes, they’d be good, somebody else has
got concerns, we ask the service user what they think, could they relate to that
person, if they were in crisis could they talk to that person, if they were in
recovery could they go through their recovery with that person, and what help
do you think they would be, how could they do it. And so obviously the service

user has quite a big say for us as well.” (Stage 2: Mental Health: Service 98)

The composition of the interview panel was considered essential for maintaining

standards in the recruitment process. When the panel included members who may

know the candidate then this could create challenges that required careful

management by the Chair of the recruitment panel to ensure fairness of process and

that candidates were assessed on interview performance only:

“...if | was to sit on a panel with someone and someone says, oh gosh she
[candidate] didn’t answer that, | know that she knows this, | know. And | go, well
I’'m sorry, you might know what she knows, but you can only score her for what
she said.” (Stage 2: Mental Health: Executive 88)

Enactment of VBR in the organisation was limited because policies and procedures

were not being fully adopted or executed across the organisation. Attempts were being
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made (as discussed above) to engage staff participation and realisation of the benefits
of VBR for individuals, teams, and the organisation when organisational and individual

values were aligned.

Alignment of organisational and individual values
Candidates recognised that recruitment was focusing on how individual values
aligned with those of the organisation. They understood this was important for

patient care, particularly in the context of mental health care:

“Because you’re working, you know, you’ve got to have a good rapport with
the patient, you know, you’re quite often dealing with complex situations from
a patient and with their family and, | mean, you’ve got to be quite reliable,
because you’re going to be in this patient’s home from hospital too.” (Stage 2:
Mental Health: Candidate 100)

“...principles and values of the NHS and trusts you’re working in to meet the
needs of the client, so hopefully you embody the values that the NHS and my
trust would have really, whatever they are. To provide the best service and to
ensure that the clients’ needs are at the core of everything we do and have an
empowering approach, yes, and to respect people and value everyone as
individual.” (Stage 2: Mental Health: Candidate 102)

Staff working in executive or service lead roles considering this alignment meant
they were, in turn, more likely to consider the consequences of appointing a member
of staff without these values. When the values of an individual did not align then this
was considered as having potential to significantly impact on services and teams due
to management time likely to be invested in individuals’ performance and capability:

“...we believe that if you ask these questions, you’ll get the right candidate
and then hopefully you won’t have the performance and the capability and all
of that goes with it. So, in terms of...you know, once they’re here, they won't

be so resource intensive as someone might be, if we weren’t assessing if
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they’ve got the values that we want them to have.” (Stage 2: Mental Health:

Executive 88)

“I have been very careful about ensuring that the right people are employed
and | would rather have vacancies than have the wrong people in them.” (Stage
2: Mental Health: Service 92)

Values ‘set the tone’ of the organisation
There was recognition that for staff to enact organisational values that they had to
experience these values in their day-to-day work. In particular, as exhibited by their

line manager and senior management team:

“I think it just shows we care about each other; in the same way we care about
our patients. And in challenging times, staff really do need to be nurtured and
looked after. And, | think if they feel valued, as well, that really supports them
at work. And, just being open and honest with each other is so important,
‘cause there’s often things you can sort out with your staff member, whereas
maybe traditionally, they may have just gone off sick.” (Stage 2: Mental Health:
Service 96)

“I think it may have a positive impact on that because if you work in a team
where people have good values generally the team is happier or want to stay
together. Could you say that’s a definite? Could you have done values-based
recruitment? | don’t know if you can... | think it’s about staff not just having the
same values as each other and as the organisation. | think it’s to do with work
pressures from the organisation itself and it’s no good having a group of staff
that have the same values if the organisation doesn’t.” (Stage 2: Mental Health:

Service 91)
Leaders in the organisation were considered key for setting this tone and role

modelling the values of the organisation in their everyday individual practices and

interactions:
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“I have a strong sense that, you know, the stronger the leadership team clearly
the better the organisation will ultimately be but that the behaviour of the
leadership team particularly at a senior level set the tone for the organisation
standards, the level of | guess, you know, standards being set at a particularly
high level being the benchmark.” (Stage 2: Mental Health: Executive 90)

It was also recognised that values had to be embedded beyond initial recruitment and
into post-recruitment processes such as supervision and appraisal. By building in
values into ongoing supervision, opportunities for addressing working practices that
may not fit the organisational values were created. This was considered particularly
important as there was recognition that the clinical roles in the Trust were challenging.
As such they were likely to impact on an individual and their values:

“But, | think sometimes, you know, once you’ve been in a job like this for such
a long time, that your compassion can slip because it’'s something that you deal

with on a daily basis.” (Stage 2: Mental Health: Service 95)

This highlighted that staff had internalised the potential value, benefits, and importance
of values, even without full commitment to VBR. Evidence based commitment would
have been challenging for most, given the lack of empirical evidence of the impact of

VBR on individuals and organisations.

Perceived impact of VBR

The organisation had not considered gathering data to demonstrate impact of VBR. In
part, this was due to the merger of two organisations with differing pre-existing
recruitment approaches. There was also an acknowledgement that implementation of
the VBR approach would take time to embed and recognition of the varied recruitment
practices across the organisation. Indeed, not all organisational policy documents had
been amended at time of data collection. For example, the candidate pack still made
reference to organisational values of Trust 1. Nonetheless, at the perceptual level,
impact was a strong part of peoples’ narratives; even if that impact was not always

positive.
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A small number of potential impacts of recruiting staff for values were identified,
including improved staff and patient survey results, lower turnover and improved staff

retention:

“I suspect that some of the reasons [why people leave] are because people
don't feel valued and that's possibly because we're not living the values we
have.” (Stage 2: Mental Health: Executive 86)

Some participants acknowledged a link between patients’ experiences of care and
services and staff working in ways that demonstrated the values of the organisation.
This indicated that there was partial perceived worth for individual participants that the
recruitment interview needed to include an assessment of a candidate’s individual

values and how these aligned with the values of the organisation.

At a service and ward level, participants were more sceptical about potential impacts
of VBR. Especially when considered in isolation from broader policies and working
conditions and the substantial demands and pressures described:

“l don’t know really, obviously, if you are employing the right sort of people then,
you know, you are going to have a better team. But | just don’t think that would
influence sickness and retention, because | think the teams are so stretched
that | don’t think anything like that would make a difference.” (Stage 2: Mental
Health: Service 92)

“And | think if it'’s the organisation and the pressures of time on people, the
pressures of caseloads, all those types of pressures impact on people wanting
to remain in the position and | think at the moment in terms of recruitment it’s a
buyers’ market for those who are registered staff or anybody, because you can
pick and choose where you go.” (Stage 2: Mental Health: Service 91)

“Also, | think there’s elements of, certainly in my profession, people becoming

quite either disillusioned or burnt out, and wanting to leave.” (Stage 2: Mental
Health: Ward 93)

188



At a service level, participants argued VBR would ensure staff were employed at a
threshold to promote patient focused care:

“I think it's more enhanced. | think it gives us quite an in-depth process to
actually assess people to meet that criteria, if I'm honest, it's a lot clearer,
yeah... | don't know whether I'd say it would enhance it. | would say | think it's
set very clear boundaries as to what we're looking for.” (Stage 2: Mental Health:
Ward 97)

Existing staff who had worked in the organisation were an ongoing challenge for
performance management and at ward level. Managers were placing new staff under

mentorship of staff employed using VBR:

“l think some of the issues with recruitment if you’re wanting to change the
culture or the team is you’re going to have, you know, a large proportion of old
or existing staff in there anyway, so it’s really difficult | think. | think you can
bring some new people in et cetera and that’s always a good start, but you've
also got your residual potential of just challenging difficult members of staff
within that team anyway, if you see what | mean... We've got some staff here

that’s been here since the eighties.” (Stage 2: Mental Health: Service 91)

“Yeah, | would say probably because a couple of the ones that I've recently
recruited based on more values than their experience in working in dementia
care while the older ones have all the knowledge actually the values and the
ways the people work and you can just see it in the standard of work, it's
probably a lot higher. [I: In the more recent appointees?] Yes, the more recent

employees.” (Stage 2: Mental Health: Ward 87)

VBR was an important “starting point” but that values had to be embraced in the spirit
of the wider organisation and through ongoing values-based employment initiatives to
promote impact. An important consideration for this case site is ensuring fit between
the VBR policies and procedures and how different levels of staff defined their
contribution to these policies. Individual and collective ‘buy in’ to VBR and building
practices to support it are essential to promote engagement with, and contribution to,
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VBR by staff across the organisation. There is ongoing work required to embed VBR

in this organisation, to sustain it and to maintain staff involvement with it.

SUMMARY

This chapter presented findings of the implementation of approaches to assess
values of health care professionals employed in two NHS Hospital Trusts. Recruiting
for values was not mandated for NHS organisations and there was wide variation
across NHS Trusts of their stage in engaging with VBR. Two very different
approaches were used in the two NHS case sites. In the Acute NHS Hospital Trust,
a strengths-based approach was being (partially) used. This approach recognises
the person and their individual strengths (which includes their values) and that their
motivation at work comes from these strengths. In the Mental Health Hospital Trust,
a newly merged organisation, the Trust had reviewed their values and established
mechanisms for these values to be assessed during recruitment of new staff. We
presented the findings of these case sites separately due to the very different
approaches being deployed.

Our evaluation focused on the implementation of these approaches and the factors
that promoted and inhibited the incorporation of values into recruitment practices.
Specifically, we focused on the work that individuals and groups have done to enable
recruitment for values or strengths (which includes values) in NHS organisation. We
have been able to explore how individuals and groups have made sense of values in
their recruitment, their engagement with values, work ‘done’ to embed values in

recruitment and perceived impacts.
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CHAPTER 6: STAGE 3 - REFINED THEORIES OF VBR

In Stage 3 we refined the initial theories of VBR developed from our policy and
literature reviews and interviews (Stage 1) and tested in Stage 2.

In Stage 1, we generated five initial theories of VBR (see Chapter 3, Figure 3, Page
74), containing 5 key mechanisms:

i. resonance and relevance of the VBR policy for education and service
providers to promote values;

ii. partnership working and a collective view about values and how these should
be assessed;

iii. systematic and standardised approaches for assessing individual values;

iv.  alignment of an individual’'s values with the system in which they will work;
and

v. anincrease in individual engagement with the role for which they will be
recruited (programme of study or health care position).

This chapter develops these theories, drawing on the case study empirical work and
NPT. We considered the five mechanisms listed above, alongside the contexts
(conditions that trigger or modify the mechanisms) and associated outcomes (both
intended and unintended consequences at organisational and individual levels). This
cross-case scrutiny led us to remove the initial programme theory focused on
increased engagement of the individual with the role for which they will be recruited
(v). This has been incorporated into the fourth theory focused on values alignment.

In each section we detail the initial VBR theory, summarise key findings from across

the case sites relating to this theory and then present a refined theory of VBR based
on the empirical work.
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RESONANCE AND RELEVANCE
Initial theory: If a strong policy argument and/ or mandate is made for VBR
(context) then this will resonate and be considered to have relevance by
education and service providers (mechanism) and there will be increased
engagement and commitment to embed a VBR approach in the organisation

(outcome).

VBR was mandated for HEIs but not for NHS organisations; an important contextual
backdrop for understanding the variable resonance and relevance of this policy

amongst staff and service users involved with recruitment in the two sectors.

Regardless of context (HEI or NHS), case study participants did not consider VBR
‘novel’. For many, there had always been an element of values assessment in
individuals when recruiting for a programme of study or health care professional role.
Differentiating between old and new style recruitment was challenging for many
participants. The mandate and policy argument for VBR did not resonate with many
of the education and service staff involved with recruitment. Despite the reported
lack of relevance and resonance of the VBR policy amongst many participants, the
policy prompted two important areas of differentiation. First, it refocused the attention
of education and service providers on those patient-focused values needed for
health care professional practice. Second, it led to consideration of the approaches
and processes that should be used to assess these values.

VBR promoted greater transparency in recruitment procedures. The case studies
revealed the detailed and varied processes used for assessing values. Whilst
participants expressed frustration with the lack of national guidance on ‘how’ to

recruit for values, for others this offered flexibility for local adaptation.

The benefits of investing in VBR and its processes were not fully realised — at least
as perceived by participants. There was resentment and scepticism among
participants attributed to the time and resources invested in “new” recruitment
approaches and processes. With doubt over whether any difference in decision-
making when selecting health care professionals and students had resulted. With no
organisational reports about the impact of the changes in recruitment to inform staff
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about effects - both intended and unintended — then such scepticism was sustained.
This lack of individual and staff recognition of the value of VBR impeded the
internalisation of VBR into everyday practices and communal appraisal that change
was worthwhile. In the mandated environment of HEIs, staff developed a shared
understanding of the purpose of VBR, even though different views on its usefulness
were expressed. For staff in NHS organisations, where VBR was not mandated, this
collective sense-making was more limited. There was a split between staff who
could see the potential value of VBR and those who failed to see value for their work.
This disaffection impacted on engagement. In the NHS, universal engagement with

the new recruitment procedures was not universal.

Senior leadership and management ‘buy-in’ to drive VBR policy in the organisation
was important. Leaders needed to secure the involvement of other key people
(“opinion leaders”) to develop recruitment approaches and process. Once these
were engaged, other staff could be enrolled from across the organisation to embed
VBR into everyday recruitment practices; something that required sufficient
resourcing. South University’s “organisational commitment” to MMIs, and North
University’s personal involvement of the Dean of the Health Faculty, both provided
resources and offered managerial commitment to operationalising VBR. In the NHS,
resource constraints hampered the development and embedding of values-based
approaches. The change process was not closely managed and variability and loss
of fidelity from original blueprints ensued; limiting the integration of VBR into
everyday work. The personal and organisational investment in the processes and
tools used in each case site that provided the depth and spread of understanding
about VBR’s implementation and fostered ensured that VBR resonated with

participants.
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Refined theory: A strong policy argument and/ or mandate for VBR appreciated and
embraced by key leaders in an organisation, who can meaningfully engage
colleagues and/ or “opinion leaders” (context) to operationalise the assessment of
patient-focused values in everyday recruitment practices (mechanism — resource) in
ways that resonate and are considered to have relevance by education and service
providers (mechanism -reasoning), supported by adequate resources and clear
management commitment (mechanism - resource), will promote collective
responsibility and increased engagement and commitment to embed VBR by staff in
the organisation (outcome).

PARTNERSHIP WORKING
Initial theory: If the optimal mix of people (including patients and public) are
engaged in VBR (context) then this prompts partnership working and a
collective view about values and methods for how these should be assessed
(mechanism) and this leads to an approach that is transparent and meaningful

and ensures recruitment of individuals with these values (outcome).

VBR provided an opportunity for recruiting organisations to reconsider their
approaches and processes for recruiting for values. The VBR Framework highlighted
partnership working, and the importance of patients and public being involved in

stages of recruitment.

Patients and public/service users were engaged with VBR in both HEIs and in some
recruitment activities in the Mental Health Trust studied. Health care professionals
were engaged with many of the HEI selection events — albeit to varying degrees, due
to clinical pressures and competing service priorities (health care professionals were
not paid for their involvement in HEI recruitment). Students were engaged with
selection events for some programmes at North University. In both universities they
informally supported recruitment events in the attraction phase (open days), and
selection (site tours, Q&A sessions, candidate debriefing sessions). Service users
were engaged with selection interviews at the Mental Health Trust, but only in

recruitment for some services and at the discretion of the appointing manager.
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Health care professionals and service users were primarily involved with selection
events in the universities. Whilst North University’s service user engagement felt
broader (encompassing design and review of recruitment processes) and supported
by an academic lead, it was not possible to determine the impact of this on candidate

selection.

The diverse mix of people — academics, service users, health care professionals and
current students - enhanced recruitment processes, at least in the narratives of the
participants. Limiting involvement in selection events was defended due to the time
that people may be unable to commit to recruitment activities. Several reasons for
the mix of people in recruitment were offered:

e academics were able to assess the academic capability of the candidates and
potential for development;

e service users were better able to assess “softer” (sic.) skills such as
compassion or empathy;

e health care professionals were crucial because of their experience of the
clinical role and support roles for students during periods of assessed clinical
practice;

e student health care professionals could provide their experience of the
realities of studying as a health care professional and the academic and

clinical demands.

This diversity of people involved in recruitment processes also served to showcase
the health care programmes and highlight partnership working.

The mix of assumed skills and experience created tensions and questioning of
fitness-for-purpose. Not paying health care professionals for their time on a
university interview panel and service users falling ill led to last-minute cancellations
by panel members. This created logistical problems (particularly for MMIs) and
compromised a sense of an optimal mix. Perceptions of the roles occupied by
different members of the interview panel also varied. Academics often questioned
whether the “right” service users were in place. Often these were portrayed as

‘professional patients’. The competence and capabilities of users for assessing
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candidates was questioned by some. Service users questioned whether interview
panels comprised the “right” academics and clinical staff. Professional snobbery, its
impact on the professions in the future, and recruitment perpetuating snobbery were
all raised as concerns. Finally, adequate support for external panel members was
considered important, but sometimes provided with insufficient depth to equip
external panel members for their role; begging the question, whether a mix of panel
members makes any difference to the interview process or outcome. Panel members
and candidates positively appraised this mix but our analyses of candidates’ scores
and interview outcomes suggests interviewer mix is not as important or impactful as

was often assumed.

Refined theory: People with diverse backgrounds (which includes patients and
public), who are adequately trained in recruitment processes for assessing values
and mutually support each other in its operationalisation (context) will be open to
working together in new ways (mechanism — resource) and will have confidence in
each other’s abilities and unique contribution (mechanism - reasoning) to promote an
approach for recruitment that is transparent about the assessment of values by
individuals (regardless of background) and who are committed to continue to support
VBR (outcome).

SYSTEMATIC AND STANDARDISED APPROACHES
Initial theory: If there is a planned approach in design, implementation and
evaluation of VBR (context) then this prompts a more systematic and
standardised and transparent approach (mechanism) and leads to greater
objectivity, sensitivity and specificity when assessing values of candidates

(outcome).

Staff had clearly invested heavily in developing approaches and processes for
assessing values in potential health care professional students and staff. Despite this
investment, mixed views were present regarding whether values can be assessed at
all. Service users portrayed VBR as able to assess the presence (or not) of values
such as compassion, but scepticism was more prevalent amongst academics and

clinicians.
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The VBR Framework itself is not prescriptive. It promotes principles that
organisations should consider when recruiting for values and encouraged local
approaches appropriate for local contexts. This led to wide variation in approaches
deployed. But common to all case studies and regardless of the approach or
processes deployed (including structure, content, and scoring) were the attempts by
staff to promote systematic, standardised, and transparent approaches for
recruitment for values at the selection stage. Despite these efforts (including
additional prompts to accompany interview questions) there were variations and
inconsistencies between individual interviewers. In addition, academics suggested
selection could still be manipulated to accommodate individual candidate
preferences, particularly by patient or clinical panel members.

Less attention was given to values in the attraction stages of recruitment -
particularly in the NHS. Job descriptions and person specifications for NHS roles
often failed to draw on promotional materials developed by the same organisation to
embed values (or strengths) into recruitment. Values-based assessments were not
adopted in all clinical areas and/or services within these NHS case sites. For
example, in the Acute NHS Hospital site SBR was used in ~1 in 5 interviews and in
the Mental Health NHS Hospital site participants reported use of VBR as “sporadic”.
Resistance was attributable to perceptions of “top-down” implementation of VBR.
Rather than compulsion, the net result was variable staff engagement and staff that
largely failed to integrate the approach into their existing. Insufficient commitment of
resources and limited management support compounded this disjointed adoption.

None of the sites had formally evaluated changes to their recruitment process and so
appraising and publicising its impact based on empirical evidence — as opposed to
enthusiastic rhetoric - was not possible within the organisations. Feedback on
selection events for university health care programmes was informal; for example,
free text or verbal comments at the end of the selection day or by email to the lead
for admissions. Sometimes experiences were discussed at recruitment cycle review
meetings; which only included those involved with recruitment (at North University
only). Aside from the possibilities of well-established closed-group biases (Mannion
and Thompson, 2014), individuals tended to appraise VBR with reference to the
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effects that VBR had on their own work. These individual personal evaluations were
aggregated into communal appraisal where groups of staff judged VBR as
worthwhile, or not. They also provided the opportunity for recruitment teams to
consider ways of improving future recruitment cycle processes and for individuals to
consider their role in VBR. There were no systems in place for feedback in the NHS
sites. Our study was the first opportunity for many participants to appraise VBR. The
lack of organisational level data on VBR limited the exploration of impact (beyond
perceptions) in this study. Many participants considered it too early to determine if
VBR was achieving its intended effects.

For some, VBR promoted equity of opportunity for every candidate. Conversely,
amongst university participants the possibility that VBR advantages certain groups
over others (mature students with life experience or candidates with experience of
health care work) could not be discounted. In the main, VBR was seen as a “fair”
assessment of candidates. Approaches such as MMIs offered a check and balance
on unconscious bias when assessing candidates because of the number of
interviewers involved in the process. Candidates viewed the experience of MMIs
positively. Despite efforts to promote a systematic, standardised, and transparent
approach for assessing values, interviews remain a very subjective experience and

so it was difficult to see how this could be mitigated entirely.

The sensitivity'® and specificity'* of values-based approaches was (and is) untested.
Diverse question formats in values-based interviews were seen as important for
better understanding candidates and their values. Scrutiny of MMIs in one
programme at South University suggests they performed badly as a filter for
selection. The proportion of candidates rejected was very small. Of those rejected,
very few were on the basis of MMI scores alone (Chapter 4, Table 5, page 113).
Changes to recruitment processes to incorporate values assessment did not impact
on the characteristics and profiles of students at the two universities in the study.

13 The ability of the selection event to correctly identify candidates with values
14 The ability of the selection event to designate individual candidates who do not have values
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Refined theory: Locally developed and well-led approaches for assessing values,
that are designed with operational level staff and systematically evaluated (context)
will support relevant, standardised and transparent recruitment approaches that are
valued and adopted by staff across the organisation (mechanism — resource) and
that minimise interviewer unconscious bias and subjectivity when assessing
candidates (mechanism — reasoning) to promote equity of opportunity for candidates
so they can demonstrate they possess the required values for a health care

professional role or programme of study (outcome).

ALIGNMENT OF VALUES OF THE INDIVIDUAL WITH THE SYSTEM
Initial theory: If VBR is developed to recognise the challenging nature of
health care work (context) then this prompts alignment between the values of
the individual being recruited and the system in which they will work
(mechanism) and leads to increased awareness of the role and improved
satisfaction in the role by the individual, improved standards of care for

patients, and reduced turnover of staff for the organisation (outcome).

The importance of promoting awareness of the challenging nature of health care
work, particularly in students, was a strong theme in accounts. HEIs hosted
attraction events, such as open days, outreach to schools, and widening participation
events. They drew on registered students to speak at these events, highlight the
importance of clinical practice hours and shift work, the extended study periods
compared to other degree courses (because of clinical placements) and being
realistic in understanding clinical work. Concerns were expressed that centralisation
of recruitment was limiting student involvement in these promotional events and
opportunities to highlight the importance of values in the future health care
workforce. Social media, something largely outside the control of the organisations
studied, was a key vehicle for shaping perceptions of work - particularly for younger

candidates.

Interviews (regardless of structure) were a key process, creating the opportunity for
two-way conversation between candidate and interviewer(s). Interviews were as

much about assessing the candidate and their values as it was about the candidate
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determining if the university or NHS organisation met their personal expectations and
ambitions. Selection events provided an opportunity for candidates to self-select out.
It was apparent that candidates had a range of reasons for selecting a particular

programme of study, university, or employer. The interview was only one component

informing candidate decision-making.

Explaining the impact of VBR at the level of outcomes generated by health care
professionals, students or organisations was not possible. VBR was, for many, an
important starting point, but “values” were part of a wider cultural milieux and ‘tone’ in
organisations. The lack of individual and organisational level data collection by
participating organisations created challenges for us as evaluators and for
participants seeking empirical confirmation of return on investment. Data we were
able to analyse indicated no changes to the personal characteristics and profile of
students recruited to health care programmes of study pre-and post- VBR.
Participant accounts suggested that solely focusing on recruiting for values, and
ignoring the contexts that people work or study in, was unlikely to reduce student
attrition or staff turnover. There was also little confidence among participants that
VBR would contribute to sustaining positive values in staff or students. The wider
culture of the environment was considered more influential for the development and

maintenance of values.

Refined theory: Attraction and selection stages of recruitment need opportunities for
people with experience to be transparent and honest about the challenging nature of
health care work and study (context) so that an individual candidate and staff at the
recruiting organisation can have a two-way conversation to assess values
(mechanism — resource) and increase candidate engagement with the role so that
they can consider their own suitability (mechanism — reasoning) and an informed
choice is made about the alignment of an individual’s values with the system in

which they will work or study and that may influence individual and organisational

outcomes (outcome).
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SUMMARY

We started the Stage 2 case studies with a series of five tentative theories of VBR
drawn from the policy and literature reviews and interviews in Stage 1. By testing our
initial theories in the four case studies, we were able to better understand how and in
what contexts VBR might work. This understanding is represented by the refined and
expanded theories presented in this chapter.
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CHAPTER 7: STAGE 3 - LONGITUDINAL EVALUATION OF VBR

In the commissioning phase, the funder requested we include a longitudinal
evaluation of the VBR policy in English HEIs. This chapter presents our longitudinal

evaluation to help understand the longer-term implementation of VBR and impacts.

NATIONAL IMPLEMENTATION OF VBR IN HIGHER EDUCATION INSTITUTIONS
IN ENGLAND: PERCEIVED IMPACT

Our national survey explored how VBR was implemented by HEIs in England
recruiting students to degree programmes of study for nursing, midwifery and allied
health professions. Stage 2’s findings (Chapter 4) were used to inform the
development of the survey for between method triangulation of findings and
determining transferability from our local contexts. As well as gathering novel

understanding from a broader group of participants involved with VBR in HElIs.

A total of 90 institutional questionnaires were returned, of which 85 provided useable
data. Five responses were discarded because: the survey was not completed by the
lead for admission (n=3); the university was not stated (n=1); or was a university
outside England (n=1). Thirteen of these 85 responses were not included in our
analyses describing VBR in the health care programmes. This was to avoid double-
counting as respondents replicated information provided by the admissions tutor for
health care programmes at the same university. However, we did include these extra
responses when analysing individual academic staff perceptions of VBR and its
impact.

First, we provide a description of the universities and programmes included in the
national survey analyses. We then detail our survey findings in: (i) the processes for
attracting, screening and selecting candidates; and (ii) perceptions of VBR amongst
academic staff.

Description of survey sample
Analysis of the health care programmes is based on the responses of 72 academic
staff with a leadership role for admissions at 37 universities in England (60%
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response rate). These represent all geographical areas of England (Table 8). Some
of the respondents had responsibility for admissions for more than one health care
programme at a university. For example, admissions tutor for Nursing with four
separate fields (Adult, Children, Mental Health, and Learning Disability). These
responses provided insights into 111 health care degree programmes of study,
representing circa one-third (~33%) of England’s programmes. Respondents
represented a range of programmes, including Nursing (Adult, Mental Health,
Children’s and Learning Disability), Midwifery, and Allied Health Professions
(including Physiotherapy, Occupational Therapy, Radiography (therapeutic and
diagnostic), Speech and Language Therapy, Dietetics and Nutrition, and Podiatry).

Table 8: Representation of HEIs by geographical area

Geographical location of HEI Number of HEIs Percentage of sample
(n=37) (%)
Yorkshire and Humber 7 19.0%
Midlands 6 16.2%
North East 1 2.7%
North West 6 16.2%
London 7 18.9%
East of England 3 8.1%
South East 6 16.2%
South West 1 2.7%
FINDINGS

VBR: Attracting, screening and selecting candidates

Respondents reported explicit promotion of values in marketing materials in 79.3%
(n=88/111) of the health care programmes; a fifth (20%) were therefore not
promoting values in marketing health care programmes. Further description of the
ways in which values were promoted by the universities to attract candidates were
provided by respondents for 61 of these programmes. Table 9 presents the methods
promoting values used. University websites were used by the majority, in
combination with other written materials (such as a prospectus or programme
information) or at recruitment events, including as open days.
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Table 9: Promotion of values in marketing materials to attract candidates to
health care programmes

Marketing material Number (%)
(total n=61)

Website only 20 32.6

Website, student communications, open days, and other 10 16.3

recruitment events

Website and open days 3 4.9
Website and prospectus 13 21.3
Website, prospectus, and open days 4 6.5
Website and specific information about recruitment” 2 3.8
Specific information about recruitment 6 9.7
Open day and course information (e.g. course fact file) 3 4.9

*Specific information about recruitment referred to description of values to be assessed in personal
statements/ application and at interview

The majority of respondents reported applicants were screened solely for suitability
for a health care programme (n=111) using the application only (n=100; 90%). A
smaller number of respondents described using the application alongside the
candidate’s personal statement when screening (n=8: 7.2%), or the application and a
social judgement test (n=3; 2.7%). The in-depth case studies with HEIs (Stage 2)
revealed that not all health care programmes assessed and scored candidates’
personal statements as part of the screening process prior to interview. However, it
is possible that some respondents of this survey may not have explicitly made this
distinction between the application and the personal statement for screening.

Respondents reported the most commonly used approaches for selection events for
the health care programmes (n=111) were: structured individual panel interview
(n=38; 34.2%); group interview based on task plus a structured individual panel
interview (n=27; 24.3%); or MMI (n=19; 17.1%). Some selection events for health
care programmes used these approaches in combination with another form of
assessment (as detailed in Table 10).
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Table 10: Methods used to select potential students across health care

programmes
Methods used for selection Number (%)
(total n=111)
Group interview (task) 6 5.4
MMI 19 17.1
Structured interview 38 34.2
Group interview (task) and MMI 4 3.6
Group interview (task) and structured interview 27 24.3
Group interview (task) and test 3 2.7
Group interview (task), structured interview, and test 4 3.6
Group interview (task), structured interview and MMI 1 0.9
Group interview (task), structured interview, and phone interview 1 0.9
Structured interview and test 5 4.6
Structured interview, test, and MMI 2 1.8
Semi structured interview and test 1 0.9

The VBR policy was designed to promote the engagement of a mix of stakeholders

with the recruitment process, particularly service users. Service users (patients and

or members of the public) were involved with student recruitment processes in some

form in 91/ of 111 health care degree programmes (82%). Almost one-fifth of

programmes failed to include service users with recruitment. Service user

involvement was mainly limited to selection events (or interviews) (n=64; 70.3%). For

a small number of health care programmes, service user involvement with the

selection event was combined with other recruitment activities, including designing

interview questions or screening applications. For 15% (n=14) of health care

programmes, service users were not involved with the selection event or interview.

Table 11 provides respondent details of service user involvement with the

recruitment processes for the health care programmes.

Table 11: Service user involvement in recruitment process for health care

programmes
Service user involvement in recruitment processes Number (%)
(total n=91)
Selection event 70.3
Screening applications + selection event 3.3
Designing interview questions + selection event 9.9
Screening applications + designing interview questions + selection event 1.1
Designing interview questions (individual or group interview) 11.0
Designing interview questions + assessment materials + open day events 4.4
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Health care professionals (or clinicians) were involved with student recruitment
processes in 104 of 111 health care degree programmes (94%). The majority of
health care professionals were involved with selection events (or interviews) (n=96;
92%). Table 12 provides respondent details of health care professional involvement
with the recruitment processes for the health care programmes.

Table 12: Health care professional involvement in recruitment process for
health care programmes

Healthcare Professional involvement in recruitment Number (%)
(total n=104)

Selection event 96 92.3

Screening applicants 3 2.9

Designing interview questions 2 1.9

Screening applications + selection events 1 1.0

Selection events + designing interview questions 2 1.9

The survey’s picture of involvement of service users and health care professionals in
recruitment processes for health care programmes corresponds with the HEI case
study findings (Stage 2): service users and clinicians in these case sites were also
involved predominantly with selection events rather than contributing to the

recruitment process as a whole.

The perception of VBR among academic staff with a lead role for VBR in HEIs
Academics (n=85) recruiting to health care programmes responded to 12 statements
capturing their perceptions of: (i) the VBR policy and its aims (5 questions); (ii) the
implementation of VBR within their university (3 questions); and (iii) the impact of
VBR (4 questions). The questions were phrased positively and built on Stage 2 case
study findings. Table 13 summarises the responses of academic staff to the
statements listed in the survey. Of these 85 respondents, over half (n=43) provided
additional comments related to their perceptions and experiences of the VBR policy,

its implementation and impact.

The VBR policy was positively appraised. It was considered relevant (Q7) and
capable of measuring candidate’s values (Q8). Recruitment processes were seen as
facilitating assessment of the alignment of individual candidates’ values with the
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systems in which they were to work (Q16). Colleagues involved with recruitment
were committed to engaging with VBR (Q17) and organisations were seen as
committed to VBR (Q13). Generally, recruitment processes were well designed and
implemented (Q15) and there was a shared understanding about how values should
be assessed (Q18). However, respondents considered that students recruited to
health care programmes needed to be assessed for more than solely their values
(Q14). Respondents had positive perceptions of the impact of VBR (Q9-12).
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Table 13: Perceptions of academic staff

Statement aim

Survey question number and statement

Median
(inter-quartile range)*

VBR policy 7. | consider VBR to have relevance when recruiting potential students 1(1)
VBR policy 8. | believe it is possible to measure values in potential students 2 (1)
VBR impact 9. Recruiting students based on their values has a positive impact on the programme 2(1)
VBR impact 10. Recruiting students based on their values has a positive impact on their first professional post 2(2)
VBR impact 11. VBR leads to a positive impact for patients 2(2)
VBR impact 12. VBR leads to a positive impact on the health care system 2(1)
VBR implementation | 713. | believe there is a commitment in my organisation to embed VBR in our recruitment of students 2 (1)
VBR policy 14. | believe it is sufficient to recruit students for a health care programme of study solely on their 4 (1)
VBR implementation ;Z{ugir approach to VBR is well designed and implemented when recruiting potential students 2 (2)
VBR policy 16. When assessing potential students, we ensure they understand the challenging nature of health 2(1)
care work to align the values of the individual with the system in which they will work
VBR policy 17. | believe my colleagues are committed to engaging with VBR when recruiting potential students 2 (1)
VBR implementation | 18. Among my colleagues there is a consistent view about how values should be assessed when 2(2)

recruiting students

* A 5-point Likert scale (strongly agree, agree, neither agree or disagree, degree, or strongly disagree) was used. A lower score (i.e. a score of 1) indicated a

stronger level of agreement, and a higher score (i.e. a score of 5) indicated a stronger level of disagreement.
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The open comments of respondents shone a light on new and unanticipated views of
academics leading recruitment to health care programmes. Whilst survey responses
to the statements were generally positive, the open comments revealed uncertainties
related to VBR processes, implementation and impact.

Uncertainty regarding the processes and measures used for VBR and whether these
accurately captured candidate values (Box 16) was a feature of responses. Interview
processes did not always facilitate assessment of the candidate: what candidates
say in an interview may not accurately reflect who they are or how they behave in
the ‘real’ (sic.) world (Box 17). In many circumstances, candidates were perceived to
have rehearsed responses for questions, focused on values and how best to present
themselves at interview as possessing these values (Box 18). Forming an accurate
assessment of the ‘authenticity’ of the candidate and their values was fraught with
difficulties — according to some admissions staff. Concerns were raised that younger
candidates may find it difficult to express, or may not yet possess, the values being
assessed. The possibility of (erroneously) rejecting a younger candidate was
highlighted: values change and are dynamic, they develop during a health care
programme of study (Box 19). Whilst the open comments contradicted many of the
structured survey responses, they resonate with Stage 2’s case study findings.
Participants in Stage 2 also expressed concern about VBR processes performance
in assessing candidates’ values and the challenges of the selection event context for
assessing candidates’ values. The open comments expanded upon the survey
responses that students recruited to health care programmes needed to be
assessed on more than just values. Recruitment needed to assess candidates’
academic abilities, their understanding of the profession for which they have applied,
and their appreciation of the academic and clinical demands of the programme (Box

20). All findings that reinforce the views of Stage 2’s case study participants.

Open comments revealed concerns about variable implementation of VBR. First,
implementation was perceived as influenced by role and experience. In particular,
involving administrative staff with recruitment decisions created tensions for some
academics (Box 21). Second, organisational processes for standardising recruitment
did not always align with VBR principles and the processes implemented at
programme level (Box 22). Concerns regarding centralisation of recruitment and
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increasing involvement of administrative staff in recruitment processes were also

highlighted by academics in the case study of Stage 2.

Respondents were generally positive about the impacts of VBR. Examples of this
impact were provided, including reporting reduced student attrition and positive
feedback from clinical mentors (Box 23). However, some respondents noted an
increase in student attrition and an increase in fitness to practice numbers and
scope. Whether VBR was linked to these trends was impossible to unpack given the
systemic changes impacting on HEIs, such as lowering the UCAS tariff for a
programme (Box 23). Respondents raised the lack of evidence underpinning VBR
(Box 24).

Box 16: Uncertainties about process and measures

There are issues with validity of assessment, with none of our measures having undergone
rigorous psychometric testing to ensure reliability or validity. (Respondent 56, South West)

I do believe values are important, | just do not know the best way to assess and record them!
(Respondent 63, South West)

We have always selected students based on knowledge of the profession, personal skills
and attributes and values but how best to do this remains unclear. (Respondent 76, North
West)

Additionally, although we ask candidates to articulate their understanding of the values and
also to give examples of when they have used them this is not enough to tell whether people
really hold these values. (Respondent 55, South West)
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Box 17: The interview — ‘real’ world divide

| get tired of hearing the same 6C-based answers - not because they're wrong but because
often they're superficial. (Respondent 37, University in Yorkshire and Humber region)

Values seem to be contingent on a number of factors and portraying certain values in
interviews (even if they can be measured) does not necessarily mean they are enacted
outside of these interview situations. Claiming otherwise | feel is a fallacy. (Respondent 29,
Yorkshire and Humber)

| would also suggest the NHS values are not actually values but rather behaviours.
(Respondent 33, Midlands)

I am not confident that we assess values accurately as an interview/group activity is a very
false environment and candidates are aware they are being assessed. (Respondent 39,
Yorkshire and Humber)

In my experience this is not always reflective in their practice and behaviour once on the
course. (Respondent 13, North West)

Also with the best will, what people say and do at interview and how they act in real life are
not always in alignment. We do the best we can in the short interview time that we have to
assess suitability of applicants but this is not fool proof. (Respondent 30, Yorkshire and
Humber)

The real challenge ... must like any short assessment process ... is that students can
‘appear' to have great values, which they express in interview ... yet these values are not
always upheld for 3 years during training. (Respondent 56, South West)
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Box 18: Authenticity of the candidate

As with any other recruitment exercise the individual will model themselves on what they
think the recruiter wants. This is not always an honest opinion. There must be more than one
way to assess appropriate values and suitability. (Respondent 12, South East)

Assessing a person’s values via an application form or an interview is extremely difficult. The
person is aware that those are things that are being assessed and so can quite easily adapt
their answers to suit. (Respondent 17, North West)

However, over the years | have become aware that how a candidate answers at interview
may be different to their presentation during the course. Well schooled candidate can speak
what they expect the interviewer wants to hear. (Respondent 75, Midlands)

We sometimes find that applicants want to give the perfect answers, often they are prepped
by Schools and Colleges with 'the right answers' and | think it's harder to assess the values
of those applicants than the ones that just come and be themselves. (Respondent 37,
Yorkshire and Humber)

Our ongoing challenge is to try and keep our scenarios/ stations confidential and not
rehearsable. (Respondent 19, Midlands)

Box 19: Values are not static

| wonder how many 18-year olds would understand what values meant to them. Sometimes |
struggle to understand how we expect an 18-year old straight from school to understand the
type of values we are looking for in a caring HCP. (Respondent 65, London)

Part of the education process is to challenge attitudes and values. At 17 years of age some
of the young people are still developing in these areas. (Respondent 75, Midlands)

There are also issues around the number of students we need to recruit and also that often
these are young people who have the capacity to grow and change so their views and
values at interview may not reflect the adult they grow into. (Respondent 39, Yorkshire and
Humber)
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Box 20: Values is one component of the assessment of suitability of

candidates

Following a year in which, for the very first time, we have lost almost half our first-year
students due to academic weakness and unrealistic work expectations, there is so much
more to consider than simply student values. (Respondent 4, South West)

Academic values are also important, such as adult learners understanding their learning
needs and adapting accordingly: this is another key element within our interviews alongside
knowledge of the profession. (Respondent 32, Yorkshire and Humber)

Values alone do not make the student. Academic ability is essential to degree programmes
too. We see many caring students fail academically. (Respondent 56, South West)

Some applicants describe themselves as caring but do not demonstrate an understanding of
the professional aspects or the role of a nurse or midwife. (Respondent 47, London)

Our recruitment has incorporated VBR but also balances looking for academic elements -
not all want to complete a degree and enter direct patient care - some want to enhance care
by looking to develop a career in health research. | feel maybe the promotional elements for
VBR forget that and need updating to incorporate some thought to that. (Respondent 31,
Yorkshire and Humber)

Box 21: Tensions between academic and administrative staff

We are governed by decisions made by junior, inexperienced administrative admissions staff
as to who is selected for interview, which are not always within criteria provided to them by
academic staff. (Respondent 4, South West)

| think the academic staff who are qualified health professionals fully understand and engage
with the VBR agenda. Unfortunately, many of our admissions staff working in central
University departments, do not understand VBR and cannot see why this is more important
than academic attainment, which causes many heated discussions over why we are
rejecting applicants. (Respondent 26, South East)

Box 22: Conflict between organisation and health care programme processes

for recruitment

Unfortunately, as the University aims to become more standardised across programmes
admission, we are losing the ability to screen for values at interview. (Respondent 6, South
West)

Whilst we as a team have a consistent approach unfortunately the University's processes
don't always align with what we ordinarily do (i.e. when having to recruit through clearing).
(Respondent 60, South West)
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Box 23: Perceived impact or lack of impact of VBR

We have halved attrition since implementing the MMI and increasing our academic entry
requirements. We have received positive feedback from clinicians about the quality of our
student midwives. (Respondent 19, Midlands)

I have discussed this with our programme lead, we have found that the number of fitness to
practice issues has not reduced as a result of VBR, which might be one measure. Attrition
has increased, but we have also had to lower our tariff due to recruitment pressures and
attrition seems to be more closely correlated to tariff than values. (Respondent 55, South
West)

Box 24: Lack of evidence underpinning VBR

When we set up our current system for recruiting students, we looked at ways of assessing
values but there was no evidence in the literature that this could be done successfully or that
it made any difference to attrition. (Respondent 39, Yorkshire and Humber)

I am not sure of the evidence available to support the use of VBR at selection and how it
impacts on the quality of students transitioning from student to graduate and beyond.
(Respondent 63, South West

There seems to be limited evidence both of the impact of values-based recruitment.
(Respondent 33, Midlands)

In summary, the VBR policy mandated by HEE was implemented in some form in
HEIls. The majority (~80%) of programmes were explicit with applicants that values
would form part of the recruitment process. The survey reinforced the heterogeneity
of ways of assessing for values: group interviews, individual interviews or MMIs were
the most frequently adopted. Service users and clinicians were involved in
recruitment processes in many health care programmes; albeit with a limited role

and scope.

Respondents saw VBR as relevant and feasible to implement. Individual and
collective commitment to VBR processes was evident, as was shared understanding
about how values should be assessed. There were concerns about whether

questions or measures accurately assessed values.

Unintended consequences of VBR processes included process components that
disadvantage some groups, tensions between different recruitment stakeholders

214




(academic and admissions staff) or between organisational demands (recruiting a full
complement of students to a programme) and VBR’s principles: only accept
candidates who demonstrate values.

Respondents felt assessment should focus on more than values: academic ability;
understanding of the profession applied for, and appreciation of the academic and
clinical demands of the programme.

CHARACTERISTICS, PROFILE AND CONTINUATION OF STUDENTS
RECRUITED TO HEALTH CARE PROGRAMMES IN ENGLAND

We analysed the characteristics, profile and continuation of students recruited to
health care programmes nationally to determine if these had changed following the
implementation of VBR and associated changes in recruitment processes across
English higher education institutions (HEI).

Six years of data for seven different courses: Adult Nursing, Mental Health Nursing,
Children’s Nursing, Midwifery, Physiotherapy, Occupational Therapy, and Diagnostic

Radiography were analysed. Key findings included:

e Numbers of applications to nursing courses fell between 2016 and 2017 and
again between 2017 and 2018 (Figure 8). The proportion of older students
applying decreased since 2016 and the proportion of those aged 18/19 years has
increased (Figures 9 and 10).

e The number of Physiotherapy and Children’s Nursing students increased each
year from 2013/14 to 2017/18. Adult Nursing and Mental Health Nursing also
increased from 2013/14 but then numbers dropped between 2016/17 and
2017/18. For midwifery, with the exception of 2013/14, the number of students
remained fairly constant. The number of Diagnostic Radiography students
increased each year. The number of Occupational Therapy students increased in
2016/17 but then fell again in 2017/18. (See Table 14).
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The proportion of students from low participation neighbourhoods (POLAR
Classification'®) varied between health care programmes: a higher proportion
studied Mental Health and Adult Nursing, and a lower percentage studied
Physiotherapy (Figure 11). We found no evidence of a change in the proportion
of students recruited from low participation areas after the introduction of VBR.
The percentage of female students varied between health care programmes: all
courses are majority female. Midwifery, Adult and Children’s Nursing
programmes have the highest proportion (over 90%) of female students. The
male/female split has remained fairly constant for all the health care programmes
over time (Figure12). We found no evidence of any change after the introduction
of VBR.

The age of the students recruited to health care programmes varied by
programme (Figure 13). Over time, the age of students decreased for Midwifery
and Children’s Nursing (Figure 14). There were no significant changes in age of
students after the introduction of VBR for any of these health care programmes.
The number of students with a higher qualification varied between health care
programmes: the highest proportion were for Midwifery and Mental Health
Nursing students (Figure 15). There were no significant changes to this profile
following the introduction of VBR.

For students with A Levels, the tariff'® had increased year on year with a higher
proportion gaining more than 360 points (equivalent to 3 A’s or higher) on each
programme (Table 15). The tariff changed for 2017/18 so these have been
omitted.

There was a decrease in the proportion of white students enrolled on each
programme (Figure 16). There were no significant changes following the
introduction of VBR.

5 The POLAR classification looks at how likely young people are to participate in HE across the UK
and shows how this varies by area. POLAR classifies local areas or ‘wards’ into five groups, based on
the proportion of 18-year olds who enter Higher Education aged 18 or 19 years old. These groups
range from quintile 1 areas, with the lowest young participation (most disadvantaged), up to quintile 5
areas with the highest rates (most advantaged).

16 University and Colleges Admissions Service (UCAS) Tariff points are allocated to qualifications
generally studied between the ages of 16 to 18. Universities use these Tariff Points to report to
Government bodies but may also use these in their entry requirements
(https://www.ucas.com/ucas/tariff-calculator)
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e The majority of students (approximately 99%) completed the first year for each
health care programme and continued their studies (Table 16). First-year
completion data for students admitted during the academic year 2017/18 had not
been released by HESA at the time of our analyses.

In summary, the data did not demonstrate any significant changes in the
characteristics, profile or continuation of students recruited to health care
programmes in England after the introduction of VBR. The descriptive analyses
clearly showed that the biggest changes occurred following the removal of
bursaries'” as opposed to after the introduction of VBR. From 1 August 2017, new
nursing, midwifery and most allied health students no longer received bursaries. This
affected the health care programmes we evaluated. Nursing (adult, child, mental
health), Midwifery, Occupational therapy, Physiotherapy and Diagnostic
Radiography. This change applied to students starting in 2017/18. UCAS data
showed the number of applications to nursing courses decreased following the
removal of the bursaries, the proportion of 18/19 year olds increased, whilst older

students fell.

17 hitps://www.gov.uk/government/publications/nhs-bursary-reform/nhs-bursary-reform
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Figure 9: Number of applicants for Nursing programmes in England
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Figure 10: Number of applicants for Nursing programmes in England by Age
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Figure 11: Percentage of applications for Nursing programmes in England

from students aged 18/19 years
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Table 14: Number of students enrolled (Year 1) on health care programmes in

England
Academic year

2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
Physiotherapy 1961 1757 1795 1851 1894 2172
Midwifery 3463 3737 3483 3561 3552 3532
Children's nursing 2528 2484 2515 2675 2708 2820
Adult nursing 13446 14392 15509 16231 17397 15279
Mental health nursing 4343 3917 3893 3974 4299 3918
Radiography, diagnostic 1276 1234 1311 1344 1463 1519
Occupational therapy 1724 1736 1728 1774 1802 1661
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Figure 12: Percentage of students recruited to health care programmes in
England from low participation neighbourhoods
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Figure 13: Percentage of female students recruited to health care programmes
in England
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Figure 14: Age of students recruited to health care programmes in England
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Figure 15: Proportion of students aged 18 or 19 years recruited to health care

programmes in England
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Figure 16: Percentage of students with higher qualifications (first
degree/PGCE/postgraduate/ other undergraduate) when enrolled on a health
care programme in England
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Figure 17: Percentage of students of white ethnic group enrolled on a health
care programme in England
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Table 15: UCAS tariff points'® for students (A Level/ higher only) enrolled on health care programmes in England

Tariff points 2012/13 2013/14 2014/15 2015/16 2016/17
N % N % N % N % N %

Physiotherapy Less than 300 points 104 8.6% 87 7.8% 107 9.9% 91 8.6% 93 9.1%
300 - 359 points 220 18.2% 245 22.2% 220 20.4% 236 22.1% 215 21.0%
More than 359 883 73.1% 775 70.0% 751 69.7% 738 69.3% 715 69.9%
Midwifery Less than 300 points 287 31.1% 287 28.4% 254 25.1% 215 19.9% 196 17.9%
300 - 359 points 218 23.5% 232 22.9% 220 21.7% 260 24.0% 246 22.5%
More than 359 419 45.4% 492 48.7% 539 53.2% 607 56.1% 651 59.6%
Children’s nursing | Less than 300 points 519 38.8% 457 34.5% 394 28.2% 401 25.9% 381 23.8%
300 - 359 points 320 23.9% 290 21.9% 325 23.2% 364 23.5% 393 24.5%
More than 359 497 37.2% 577 43.6% 680 48.6% 784 50.6% 828 51.7%
Adult nursing Less than 300 points 2362 48.5% 2351 42.5% 2115 37.7% 2229 35.6% 2258 33.7%
300 - 359 points 974 20.0% 1142 20.6% 1183 21.1% 1288 20.6% 1392 20.7%
More than 359 1533 31.5% 2041 36.9% 2316 41.3% 2739 43.8% 3059 45.6%
Mental health Less than 300 points 594 47.8% 494 45.9% 433 39.5% 425 37.2% 430 34.4%
nursing 300 - 359 points 245 19.7% 241 22.5% 233 21.3% 258 22.6% 298 23.8%
More than 359 404 32.5% 339 31.6% 429 39.2% 458 40.2% 522 41.8%
Radiography, Less than 300 points 170 23.0% 113 16.2% 159 21.5% 163 20.5% 152 18.2%
diagnostic 300 - 359 points 212 28.7% 220 31.6% 214 28.9% 228 28.6% 242 28.9%
More than 359 356 48.2% 364 52.2% 367 49.6% 406 50.9% 442 52.9%
Occupational Less than 300 points 225 29.3% 216 27.5% 179 23.6% 144 19.0% 162 20.5%
therapy 300 - 359 points 202 26.2% 198 25.2% 197 26.0% 204 26.9% 204 25.8%
More than 359 342 44.5% 370 47.2% 381 50.3% 409 54.0% 426 53.8%

18 UCAS tariff points pre 2017/18: A* = 140, A=120, B = 100. The tariff changed for 2017/18 so these have been omitted from this Table.
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Table 16: Students leaving without an award at end of first year of health care programme (in England)’®

Lefbwnhout awam 2012113 2013114 2014115 2015/16 2016/17
Physiotherapy No N 1943 1744 1774 1840 1877
% 99.1% 99.3% 98.9% 99.4% 99.1%
Yes N 18 13 21 11 17
% 0.9% 0.7% 1.1% 0.6% 0.9%
Midwifery No N 3016 3320 3089 3145 3147
% 98.5% 98.7% 98.9% 98.7% 98 6%
Yes N 47 14 35 40 45
% 1.5% 1.3% 1.1% 1.3% 1.4%
Children’s nursing | No N 2425 2445 2451 2611 2664
% 99.2% 99.1% 98.1% 98.0% 98.7%
Yes N 20 23 48 54 36
% 0.8% 0.9% 1.9% 2.0% 1.3%
Adult nursing No N 11840 14065 15269 15894 17147
% 98.6% 98.9% 99.1% 98.8% 99.0%
Yes N 165 158 144 197 177
% 1.4% 1.1% 0.9% 1.2% 1.0%
Mental health No N 4144 3812 3765 3889 4225
nursing % 98.7% 98.9% 98.8% 98.7% 99.0%
Yes N 55 # 46 50 42
% 1.3% 1.1% 1.2% 1.3% 1.0%
Radiography, No N 1260 1227 1291 1330 1443
diagnostic % 98.7% 99.4% 98.5% 99.0% 98.6%
Yes N 16 7 20 14 20
% 1.3% 0.6% 1.5% 1.0% 1.4%
Occupational No N 1707 1717 1699 1750 1770
therapy % 99.0% 98.9% 98.3% 98.6% 98.4%
Yes N 17 19 29 24 28
% 1.0% 1.1% 1.7% 1.4% 1.6%

19 Data for 2017/18 year had not been released by HESA at the time of our analyses
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EXPLORING POTENTIAL COSTS OF IMPLEMENTING VBR IN HEIS IN
ENGLAND

From 1 April 2015 HEIs were expected to use VBR methods for nurses and other
health professionals. It is important to consider not only the consequences of this in
terms of student outcomes, but also the resources used in the process of screening

and selection.

Between April and June 2014, Health Education England conducted an online
survey off all HEIs offering funded health care programmes about their screening

and selection processes and their progress in implementing VBR.2°

The findings from this survey provide information on the processes used before VBR
was widely implemented (see tables 17 and 18); in comparison with more recent
data from the survey conducted in this study, this can potentially be used to identify
any additional resources used in VBR, and estimate their implied cost.

The HEE survey found that a structured interview was the most common selection
method. The survey provided a breakdown by course. To compare this with the
national survey conducted as part of the longitudinal evaluation in our study, we
used a sample of relevant education programmes: midwifery, nursing, allied health
care, specialist nursing and pharmacy. Sixty-seven per cent of respondents reporting
from this sample conducted interviews, most commonly by two interviewers and
lasting between 16 and 30 minutes. NHS staff were involved in the majority of
structured interviews (91.6%), with service users involved in 36.4% of interviews.
Group interviews or tasks were the second most common selection method, 47%

reported conducting group interviews. The number of candidates in a group varied

20

https://healtheducationengland.sharepoint.com/Comms/Digital/Shared%20Documents/Forms/Allltems
.aspx?originalPath=aHROcHMG6LYy90ZWFsdGhIZHV|YXRpb25lbmdsYW5KLnNoY XJlcG9pbnQuY29tL
zpmQi9nLONVvbW1zLORpZ2I0YWwWVRXZXTEtocHhTalZPc25rbVFhNG5sRWdCaGk1dOFVaEZJamplL
U3JVUNnB5ZTZadz9ydGItZT14NEJvbTJfdjJFZw&id=%2F Comms%2FDigital%2F Shared%20Documen
ts%2Fhee%2Enhs%2Euk%20documents%2FWebsite%20files%2FValues%20Based%20Recruitment
%2F2%2E%20Evidence%2F4%2E%20VBR%20HE[%20survey%20results%2Epdf&parent=%2FCom
ms%2F Digital%2F Shared%20Documents%2Fhee%2Enhs%2Euk%20documents%2F Website%20file
s%2FValues%20Based%20Recruitment%2F2%2E%20Evidence
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https://healtheducationengland.sharepoint.com/Comms/Digital/Shared%20Documents/Forms/AllItems.aspx?originalPath=aHR0cHM6Ly9oZWFsdGhlZHVjYXRpb25lbmdsYW5kLnNoYXJlcG9pbnQuY29tLzpmOi9nL0NvbW1zL0RpZ2l0YWwvRXZXTEtocHhTalZPc25rbVFhNG5sRWdCaGk1d0FVaEZJampLU3JVUnB5ZTZadz9ydGltZT14NEJvbTJfdjJFZw&id=%2FComms%2FDigital%2FShared%20Documents%2Fhee%2Enhs%2Euk%20documents%2FWebsite%20files%2FValues%20Based%20Recruitment%2F2%2E%20Evidence%2F4%2E%20VBR%20HEI%20survey%20results%2Epdf&parent=%2FComms%2FDigital%2FShared%20Documents%2Fhee%2Enhs%2Euk%20documents%2FWebsite%20files%2FValues%20Based%20Recruitment%2F2%2E%20Evidence
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with the most common number of candidates being six, eight or ten. A typical

interview/task was assessed by two interviewers/assessors and lasted between 16

and 30 minutes.

MMIs were much less common than group exercises or structured interviews in the

selection process, the majority of MMIs were 5 minutes or less and candidates met

on average 5.6 interviewers.

Table 17: Summary of screening processes, 2014

Course Application form (%) Situational Judgement
Test (SJT) (%)

Midwifery (N=44) 95.5 4.5

Nursing (N=182) 95.0 7.7

Allied Health (N= 157) 91.1 4.5

Specialist Nurse 90.5 15.9

(N=63)

Pharmacy (N=22) 63.6 0

Total (N=468) 91.7 7.1

Source: Health Education England Survey 2014

Table 18: Summary of selection processes, 2014

Course Structured | Group (%) Multiple Situational
interview mini Judgement
(%) interviews | Test (SJT)
(%) (%)
Midwifery (N=44) 75.0 54.5 15.9 11.4
Nursing (N=182) 69.2 53.3 9.9 12.6
Allied Health (N= 157) 59.0 43.3 8.3 4.5
Specialist Nurse 82.5 36.5 9.5 19.0
(N=63)
Pharmacy (N=22) 40.9 27.3 4.5 0
Total (N=468) 66.9 46.6 9.6 10.0

Source: Health Education England Survey 2014

The national survey of HEIs at Stage 4 of our study was conducted in 2019. One

hundred and eleven health care degree programme leads responded to this survey

(Table 19).
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Table 19: Reported selection processes, 2019

Course Structured Group interview MMI
interview (%) / task

Single method 34.2 5.4 17.1

With additional method 36.1 36.0 6.3

Total (N=111) 70.3 41.4 23.4

Comparing these results with the 2014 HEE survey, it appears that overall the
proportion of structured interviews and group interviews changed very little. There
was, however, a statistically significant increase in the number of MMIs conducted
(see Table 20).

In 2014 HEE reported that the involvement of service users in a structured interview
was 36.4%. In our 2019 survey a service user was involved in 84.6% of selection

events.

The results from both the 2014 and 2019 surveys show that the methods for
selection varied between courses. This can also be seen in the two cases sites
where recruitment processes differed between institutions and courses. There are
many possible ways to incorporate VBR into the student admissions process.

Table 20: Changes in recruitment processes, 2014 to 2019

2014 HEE 2019 Survey Difference
Survey N=111 (95% CI)
N=468
Screening 91.7% 90% -1.7% (-7.8 10 4.4%)
Application Form
Selection process
Structured interview 66.9% 70.3% 3.4% (-6% to 12%)
Group activity 46.6% 41.4% -5.2% (-15% to 5%)
MMI 9.6% 23.4% 13.8% (5% to 22%)
SJT 10.0% -
Involvement of a 36.4% 84.6% 48.2% (40% to 56%)
service user

Comparing the data from the 2014 and 2019 surveys suggests an increase in the
use of MMI and an increased involvement of service users. However these findings
should be treated with caution as the surveys differ in their inclusion criteria and
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although the HEE results in some cases are broken down by course, the information
regarding, interviewers, time of interview and service user involvement is for all

courses, including dentistry and medicine.

Resource use and costs of changes in recruitment processes

Approaches to VBR vary substantially, as illustrated in our survey responses and the
case studies. Group interviews, individual interviews or MMIs were the most
frequently adopted processes. Service users and clinicians were involved in
recruitment processes for many of the health care programmes as well as University
staff. The main potential for additional resource use from VBR might be from the
creation of MMIs and the inclusion of service users.

Collecting detailed data about staff time, use of space, observer expenses and other
resources devoted to VBR was outside the scope of this study, and in any case
would provide potentially biased data given that i) we were unable to collect baseline
pre-VBR data, and ii) during the transition phase, there are additional set-up costs
(e.g. creation of a bank of MMI questions and resources) which would be potentially

time-consuming but not recurrent.

There are a number of published sources of evidence focused on MMIs. A 2019
review (Yusoff 2019) synthesised international evidence on MMIs, including 64
studies of which ten were from the UK. Most of the studies in this review report
medical school processes; a few included dentists and pharmacists, one midwifery,
one nursing and one a health sciences faculty. UK papers in the review were
published between 2008 and 2014, 5 reported medical recruitment, two dental, one
medical and dental, one midwifery and one nursing programme. Overall, the review
reports that most MMI stations ranged from seven to 12 with a duration of 10
minutes per station. All the UK studies which provided this information reported five
minutes at each MMI station, and between 3 and 10 MMI stations overall.

The number of stations, length of time at each, and numbers of interviewers all
potentially affect the costs of this process. A Canadian study (Rosenfeld et al 2008)

explored the ‘cost efficiency’ of MMIs compared with traditional interviews over a
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five-year period. They included the costs of generating interview material, staff time,
infrastructure and other expenses such as lunch for the observers. These authors
concluded that MMIs, compared with traditional panel-based interviews, require
greater preparatory work, and more rooms in which to carry out the interviews.
Nevertheless, these are offset entirely by the MMIs requiring fewer person-hours of
effort. The authors (reporting processes at McMaster Medical School) demonstrate
that MMI is considerably more efficient in terms of hours taken to evaluate a cohort
of candidates and makes much better use of observer time. They found that relative
to their traditional interviews, MMIs require 67% of the observer hours per applicant
and 16% as much assessor time. It seems, therefore, unlikely that the use of MMIs
as part of overall VBR, would add to costs overall. This is particularly the case once
a bank of scenarios is created.

The involvement of service users will, however, add to the costs of recruitment.
NIHR recommends payment of £150 for involvement in an all-day meeting without
advance preparation, which may be a guide to the reimbursement of service users
as VBR observers.?! There is however a more general trend towards involving
service users in all aspects of health professional recruitment, regardless of formal
VBR processes, so it may be inappropriate to attribute this as a direct cost of VBR

per se.

CASE STUDY FOLLOW UP INTERVIEWS

Stage 2 reported on our in-depth case studies of two HEIs where changes to
recruitment processes had been implemented during 2016/17. We conducted follow-
up interviews with participants (n=13) from these universities in 2019: South
University (n=7) and North University (n=6). Participants included academics (n=5),
clinicians (n=2), students (n=4) and service users (n=2). The interviews offered an
opportunity for participants to: (i) reflect on the ways in which VBR had been
operationalised and any adaptations to recruitment since their first interview; (ii)
appraise VBR and its purpose; as well as (iii) consider its potential impacts.

21 https://www.nihr.ac.uk/documents/payment-guidance-for-researchers-and-professionals/27392
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Operationalising VBR: Changes to the process

Participants were asked to reflect on the ways in which VBR had been
operationalised within their programmes and university. Two of the health care
programmes at North University had altered their selection methods. The admissions
team for the Children’s Nursing programme trialled a MMI format to evaluate whether
this enhanced opportunities for assessing candidates’ values. However, after one
cycle of MMls, they reverted back to undertaking individual panel interviews, with
panel members comprised of an academic, clinician and service user. They
considered the MMI process did not offer depth of understanding about a candidate -
it was described as “rushed and superficial” (Stage 4: North University: Academic
Child Nursing 7), and preferred the panel interview when assessing the suitability of

candidates for the programme:

“But when you're doing a panel interview, even if it's not your question you're
going to pick up things that the person asking the question doesn't. So, it's
about that discussion afterwards and making a group judgement, rather than
an individual judgement.” (Stage 4: North University: Academic Child Nursing
7)

The Admissions Team for the Occupational Therapy programme had also changed
their processes: moving from MMIs plus a group task to an individual panel interview
plus group task. The rationale for this was based on the difficulties for this
programme team in resourcing the MMlIs (the team is comprised of 7 academic staff
of which 4 are part-time): they initially reduced the number of MMI stations from 5 to
4 prior to moving to the panel interview. The panel represents the mix of academic,
clinical, and public representatives, and the 10-minute interview asks the candidate
about their motivation to be an occupational therapist and then asks them questions
about the group task and their role in it. The group task is considered an important

part of the assessment:

“It [the group task] also gives us the opportunity as well, to observe whether
there’s any kind of red flags. You know, if they [the candidate] kind of do
anything or say anything that we would think would be inappropriate from
someone who’s going to train as a health professional. [I: Okay, what sort of
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things is that, that you’re on the lookout for?] | guess, people demonstrating
that, you know, they maybe have some particular prejudice or view, who, |
don’t know, demonstrate a particular way of thinking that wouldn’t be
conducive to working as a health professional.” (Stage 4: North University:
Academic OT 11)

At South University, all health care programmes (and the University) continued to be
committed to MMIs for their selection events. However, an important change had
occurred in the composition of the interview panel for the nursing programmes since
the first round of interviews: service users were no longer members of the MMI
panels. Academic staff offered explanation for this, focusing on the lack of
competence of service users for scoring candidates — “they hadn'’t quite got what
they were supposed to be doing” (Stage 4: South University: Academic Adult
Nursing 1), and inappropriate, or “rogue”, scoring of candidates — “either they scored
everyone as poor or they were the other end and scored everybody as excellent”
(Stage 4: South University: Academic Child Nursing 16). There were additional costs
associated with involving service users with VBR. Paying them for their involvement
in selection events and also preparing them for this role incurred additional expense.
Academic staff had concerns that there was not the time or resources to adequately

train service users for their role in recruitment:

“So, I think, there’s always that tension between the practicalities, you know,
getting people who come and perhaps do it once or twice a year, versus then
the quality of what they actually do.” (Stage 4: South University: Academic
Adult Nursing 1)

Academics reported patient voice as now incorporated into the MMIs using a film
about a patient’s experience of discharge. A service user reported their
disappointment at this decision and the lack of explanation for this decision by the
admissions team:

“A little while ago, was it two years, they decided to stop having members of
the public in on those interviews. | never quite got to the bottom of whether it

was an issue with the perceived competence of interviewers, or whether it
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was an issue of funding. They did give us a small amount of money to

participate, so | don’t know whether it was cost or competence. But whatever
it was, they decided they didn’t really need the input of Joe Public, which was
disappointing and a bit surprising, but that’s the decision they took.” (Stage 4:

South University: Service user 36)

In summary, the follow-up interviews demonstrated that admissions teams were still
refining and rationalising the processes being used to assess candidates’ values. An
important reported change was removing service users from MMIs for some of the
health care programmes at South University, particularly given the mandate from
HEE that service users should be involved at some stage of the recruitment process
and given other programmes at South University and North University continued with

service user engagement in the selection events, which used varied approaches.

Appraisal of VBR
Participants perceived there was a continued individual and collective commitment
to, and investment in, VBR across the health care programmes and universities to try

and recruit candidates who demonstrated the required values:

“I think we still are committed to having people who demonstrated those
values coming on the programme and doing our best to try and measure
those.” (Stage 4: South University: Academic Dietetics 23)

“I think they are because there’s an investment in the people that we’re going
to offer places to and those are the people that we are then going to be
teaching for the next three years and guiding and supporting and there’s a big
investment for staff to make sure we offer to the right people.” (Stage 4: South

University: Academic Child Nursing 16)

Stage two’s findings demonstrated varied approaches (or nuances within
approaches) to assessing candidates’ values. At follow-up, participants endorsed the
approaches that they were involved in. MMIs were still considered as supporting a
fairer, more consistent, assessment process and increasing objectivity in the
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assessment of candidates. This was because the score was based on more than

one interviewer’s opinion and or dominance:

“Il think what works well, is that there’s a consistency to the approach, that
every applicant very much has a similar experience... Everybody will be
asked a question and get to meet a service user as part of their interview.
Everybody will see a dietitian from practice.” (Stage 4: South University:

Academic Dietetics 23)

Participants using other approaches defended those. For example, the use of a
group task with an individual panel interview was considered to offer a more rounded
perspective of the candidate in terms of their communication and teamworking, as
well as personal values. It also enabled their performance to be assessed in both a

group and individual situation:

“We score them on how much they put in, whether it’s relevant, and whether
they don'’t say anything. Some people just sit there and because they don't
know anything about the actual content of the question they just don’t talk. But
then sometimes they turn out to be the best candidates when we do the face

to face questions.” (Stage 4: North University: Clinician 46)

“When we’re talking about values based, | suppose | would be thinking about
things, like the group, because you know that demonstrates things like
communication, it demonstrates things like respect, kind of caring attitudes,
problem solving, those kinds of things that we would be looking for in an

occupational therapist.” (Stage 4: North University: Academic OT 11)

Concerns were raised that each recruitment process had generated a range of
unintended consequences. MMIs were perceived to disadvantage certain
candidates, for example younger candidates. Conversely, concerns were raised that
group interviews might disadvantage quieter or more introverted candidates, or those
from cultures where it was discouraged to voice an opinion in a group setting. These

concerns were also raised in Stage 2 findings.
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Regardless of the approach used to assess candidates’ values, there were several
common appraisal points about VBR raised by participants in these follow-up
interviews. The VBR policy had increased the focus on values as part of the
assessment of candidate suitability for studying a health care programme, as well as
promoting structure and transparency of the processes used to achieve this
assessment. There was recognition that this may have influenced the student cohort
on particular programmes, in terms of widening access (this perception is
substantiated by Stage 2 findings (see also Chapter 4, Box 7, page 129):

“And the other thing is we've had a huge shift in diversity in our cohort as well
within children’s nursing. You know, children’s nursing traditionally was very
white middle-class type of recruit and now over 50 per cent of our students
are from a Muslim background. We’ve had a big shift in the diverse nature of
our children’s nursing cohort here at (name University). [I: Okay, and have
you been able to work out why that is?] | think it’s a mixture of having more
places and | think. children’s nursing, because it is competitive, it’s being seen
as attractive. And also because the values based recruitment doesn’t privilege
any type of entry, we have a wide entry gate in terms of what qualifications we
will accept to meet our entry requirement but that has meant that we have a
very, much more, diverse cohort now.” (Stage 4: South University: Academic
Child Nursing 16)

Participants recognised the challenge of assessing values and the need for varied

approaches to assess spontaneous and ‘non-rehearsed’ responses from candidates:

“You can tell, but quite a lot of candidates have been prepared to say these
are the values of the NHS ‘da da da da da’. You have to have questions that
don’t allow them to give a standardised answer, that they demonstrate the
values in different ways.” (Stage 4: South University: Academic Child Nursing
16)

“So, I think, it’s probably too easy just to say, oh well | am an empathetic

person and then give an example why but, | think, it’s hard, isn't it, to find out
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whether someone does actually have those values.” (Stage 4: North
University: Student OT 12)

“As far as the values are concerned, they should know them, or at least they
should know the one | ask about, and can beyond just parrot fashion telling
me what a particular value is, that they can show that they actually believe in
it, and have done something to prove that they have lived the value. And
that’s what I’'m looking for during an interview in connection with the values,
that it’s not just words, that the candidate can demonstrate that they have

lived the values.” (Stage 4: South University: Service user 36)

Participants appraised the importance of the mix of interviewers involved in the
assessment process. Achieving the optimal mix on panels was an important feature
of Stage 2 findings. While appreciating that service users were no longer members
of the selection panels for the nursing programmes at South University, other
participants discussed the continued important contribution of service users for the
selection of candidates and valuing this contribution. Service users and clinicians
described themselves as integral members of the recruitment teams and offering a
different perspective on candidates that is important for the future of health care and

services:

“Often we’re very similar, service users, the clinicians and the lecturers but
sometimes we’re not and just talking it over as a service user or patient, or
whatever you call us, might have got a better feeling, you might have thought,
yes they [the candidate] might not have had all the technical answers but
actually their demeanour and how they spoke about patients | felt I'd like them
to nurse me or look after me. And | think when you’re debating it you can
come over and they do have some value on who you’re going to recruit into
the health service.” (Stage 4: North University: Service user 30)

“l think they [candidates] get a more grounded experience because they’re
getting people [interviewers] from all different areas. So, the clinical side, the
educational side, from a service user led experience. So yeah, | think it’s not

just a person sat in a white coat that’s doing the interviews. They’re getting
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real people that have done training, that are working with people, that are
either receiving or giving care, so they get a better, rounded experience
before they even get accepted.” (Stage 4: North University: Clinician 46)

Participants appraised whether the changes in recruitment processes, and the focus
on values, had led to any changes in the people enrolled on healthcare programmes.
There was a general consensus and “gut feeling” (a phrase often used by academic
staff) that there had not been any substantial changes: this is supported by our
longitudinal analyses of the characteristics and profile of students before and after
the introduction of VBR (see pages 215-217). Our longitudinal analyses also clearly
showed that the biggest changes in characteristics and profile of students occurred
after the removal of bursaries, rather than directly after the introduction of VBR.
Participants in the follow-up study offered perspectives of the impact of this for their

programmes:

“Also, a very big change in the profile of applicants. So whereas historically
we would have attracted people who were, probably about half of our cohort,
year on year, would have been people who maybe had done another degree,
or had a different career, or coming back to education after having families.
We had a half mature cohort, and half school leaver cohort. Since the funding
reforms have happened, the majority of our applicants are school leavers. So,
there’s a very different profile of students.” (Stage 4: South University:

Academic Dietetics 23)

In addition, academic participants highlighted that the programmes were attracting
candidates who may wish to work in settings beyond the NHS. VBR focused on NHS
values. Academic staff revealed that the removal of the bursaries had not influenced
them with regard to whether or not they should still recruit for values. However, they
were considering the values that best represented the diversity of settings that
candidates might choose and how to attract such candidates by broadening the

appeal of the health care programmes that they were responsible for.

Other participants (including clinicians, service users and students) noted that,
intuitively, candidates being assessed for values was important and worthwhile.
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Students also suggested that the process allowed some candidates to de-select.
This was perceived as important for patients and care delivery, alongside benefits for

the individual and university:

“I think is better for everyone. So, the students don't waste their time or go in
to do a degree that they are not going to enjoy or are not well suited to. And, |
guess, maybe the same for the universities is that if people understand, | don't
know if they are matched better value wise in what they believe in, then they
might be less likely to drop out of the course. | don't know, but maybe.” (Stage
4: South University: Student Dietetics 41)

We now turn to the perceived impacts of VBR. Participants discussed impacts of VBR
in relation to alignment of personal values with NHS values, programme completion,

and its potential influence on teamwork and patient care.

Perceived impact of VBR

Academic staff expressed some uncertainties that VBR processes always supported
the alignment of an individual candidate’s values with those of the NHS. The
consequences of this lack of alignment were perceived in the impact for the student
and their lack of progression (or attrition), and the wider impact of another candidate
having been rejected due to limited capacity of the programme. Getting this process

right was therefore an important priority for academic participants.

Examples were also provided by participants of circumstances when first year
students (so those candidates recruited to a health care programme of study) did not
demonstrate values. Value alignment was considered a process of development that

extended beyond the recruitment or selection event:

‘I mean, you know, we find that even if there might be some difficulties in the
first year, generally, you know, when they qualify in the third year, they do
seem to, have all the attributes, or most of the attributes they need to go out
into practice as clinicians. We kind of laugh about it, because it almost seems
fo be a process when they get into the third year, they suddenly change, and
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they become quite, much more mature and more responsible. So, | think that
the majority of them do turn out well.” (Stage 4: North University: Academic
OT 11)

“So yeah, so anecdotally, we have students who have come through our
admissions processes, who have gone into the practice environment, and
demonstrated behaviours that are not consistent with the values. Very small
numbers, and very complex as to why that might be the case... | think then
that’s possibly a change we’ve seen as we’ve got younger students. Their
understanding of those values is perhaps not as developed across the boarad,
and what work we have to do, to try and develop those values as they
progress through the programme.” (Stage 4: South University: Academic
Dietetics 23)

Participants recognised students development through their programme of study and
that the health care professional that finally graduated from a programme was a
product of their recruitment and initial values, their learning and development, and
the assessment processes in place to ensure they graduated as knowledgeable,
skilled and competent practitioners with values. One service user suggested the
importance of “values-based learning” (Stage 4: North University: Service user 30)),
a process that extends beyond recruitment and throughout the programme of study.
Critical to this was the practice learning environment. An academic raised the issue
of an expectation gap and whether students recruited to a programme of study for
their values then experienced these values when undertaking a clinical placement:

“I don’t know, a thought that has occurred to me, and I’'m not sure to what
extent it’s true, is that by raising the bar on what values we expect from
students, | think we can get a bit of an expectation gap, if they don’t see those
values when they’re in the workplace... If people are not behaving in that way
towards them, and valuing them and respecting them, and involving them in
the team, or treating them compassionately in terms of giving feedback, | think
that can be quite difficult.” (Stage 4: South University: Academic Dietetics 23)
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One student nurse raised the importance of teamwork and values demonstrated

towards colleagues:

“There needs to be more focus on how people treat each other within the

profession.” (Stage 4: South University: Student Nursing 48)

A connection was made between the ways in which health care professionals work
together and their respect for each other as influencing patients’ experiences of care
and services. Whilst many participants implied that VBR was likely to have an
influence on patients, they also highlighted the lack of evidence for this assertion.

However, a service user highlighted the root causes of many patients’ complaints:

“And | always say to them [students] if you look at the complaints for the NHS
and boil them down, it often, the basic thing is bad communication. It’s not a
bad NHS, we have a marvellous NHS. It’'s the communication of the staff.”

(Stage 4: North University: Service user 30))

It was not known whether VBR had the potential to influence (longer-term) how a

health care professional performed in their role:

“I suppose, is there any evidence that recruits that don’t go through Values-
Based are any worse or better at their jobs, than those who do go through
Values-Based Recruitment? | don’t know if there is any evidence that that’s

the case.” (Stage 4: South University: Service user 36)

In summary, the follow-up interviews provided evidence of the continued individual
and collective commitment of key stakeholders (academic staff, clinicians, service
users and students) implementing VBR to recruit candidates to health care
programmes based on their values. Getting the right candidate, with personal values
aligned with NHS values, was important to these stakeholders. Following the
introduction of VBR there had been increased focus on values by admissions teams
and it had promoted structure and transparency in recruitment processes. In
addition, participants highlighted the importance of mix of interviewers (academic
staff, clinicians, service users) being involved with recruitment. It was reported that
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service users were no longer involved with recruitment for some health care

programmes.

Varied approaches continued to be used by different health care programmes and
universities. Changes to the approaches used had occurred for some programmes
since first interview: refining and rationalising of VBR processes were evident.
Participants defended the processes they themselves had adopted, sunk costs into
and reported the unintended negative consequences of the approaches they had
rejected: further supporting the continued rationalisation of approaches. Assessing
for values was recognised as challenging. There was also concern expressed about
an expectation gap for students who having been recruited for values were then
exposed to clinical environments where health care professionals may not
demonstrate and actively live these values. Determining the impacts of VBR
continued to be problematic for participants: student characteristics and profiles had
not significantly changed as a result of VBR but the removal of NHS bursaries was
considered to have impacted on number and age profile of applications. Participants
voiced continued commitment to promote values for health care students beyond
recruitment and throughout their learning, development, and assessment processes.
Participants revealed that they were considering the broader contexts that students
may work in when they graduated. This was also informing discussion about the
values that these candidates need to possess when being recruited to health care
programmes in the future. Not all graduates and future health care professionals

may choose to work for the NHS.

SUMMARY

This chapter presented findings of the longitudinal evaluation of the VBR policy in
English HEIs and reinforced the heterogeneity of approaches being used to assess
values. VBR was appraised as relevant and feasible to implement. Individual and
collective commitment to VBR processes was reported, as was shared
understanding about how values could be assessed. We did not determine any
significant changes in the characteristics, profile or continuation of students recruited
to health care programmes in England after the introduction of VBR. The biggest
changes occurred following the removal of NHS bursaries, rather than VBR.
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Unintended consequences of VBR processes included process components that
disadvantage some groups, tensions between different recruitment stakeholders
(academic and admissions staff or academics and service users) or between
organisational demands (recruiting a full complement of students to a programme)

and VBR’s principles.

There were concerns about whether questions or measures accurately assessed
values. Academic staff believe the assessment of future health care professional
should focus on more than values: academic ability; understanding of the profession
applied for, and appreciation of the academic and clinical demands of the

programme.
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CHAPTER 8: CONCLUSIONS AND IMPLICATIONS

In this final chapter we revisit the research aims and summarise our findings, noting
the strengths and limitations of our evaluation. Finally, we highlight some of the
implications of the study, including areas for consideration for policy makers,
universities, NHS providers and researchers.

STUDY AMBITIONS

Our overarching research question was: How have education and service providers

implemented VBR and what are the impacts on service delivery and care? This was

addressed by the following aims:

1. to better understand and conceptualise VBR in the context of health care
education and service delivery in order to unpack what works, for whom, why,
and under what conditions;

2. to identify the ‘active’ components of models of VBR and create a typology of
VBR models according to their constituent parts;

3. to understand the longitudinal impacts of VBR for HEIs recruited through the ‘first
cycle’ of VBR; and

4. to propose successful models of VBR to inform practice and policy.

Understanding and conceptualising VBR in the context of health care
education and service delivery

We addressed this aim to better understand and conceptualise VBR throughout our
research. Stage 1 (Chapter 3) informed the development of initial theories of VBR
which we tested in four case studies (Stage 2: Chapters 4 and 5), representing both
education and service providers. Based on these findings we developed and refined
our theories of VBR (Stage 3: Chapter 6).

Our study revealed the considerable investment made by education and service
providers in assessing patient-focused values of health care professionals and
students applying for a health care programme of study. Investment was not
dependent on a VBR mandate. Case studies demonstrated wide variations in
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approaches and processes for assessing values. The personal investment of
operational staff was an important driver for shaping the development of locally-
relevant VBR, implementing and embedding it in everyday recruitment. The VBR
policy promoted standardised (i.e. inclusion of patient-focused values) but
contextualised (i.e. tailored to the organisation) recruitment. Whilst our refined
programme theories explain circumstances under which VBR may work, for whom
and why, it should be borne in mind that VBR was an important initially necessary -

but not sufficient - process for embedding values in health care service delivery.

Identifying the ‘active’ components of models of VBR
In Stages 1 to 3 (presented in Chapters 3 to 6), we developed in-depth
understanding of how and why key resources for VBR - or the reasoning (cognitive
or emotional) of the people involved with VBR (mechanisms) — might trigger change
or effects (outcome), and those contexts necessary to sustain these. Active
components can be considered mechanisms and contexts that generate intended
and unintended consequences (outcomes) of VBR. Key mechanisms included:
e Operationalising standardised and transparent processes for the assessment
of a candidate’s values, tailored to the local context
e Resources (such as clear management commitment and support, and
appropriate infrastructure) supporting staff to implement VBR
e Engaging staff involved in local recruitment with the development and
implementation of VBR to enhance its meaning and relevance
¢ Recruitment processes that reduce interviewers’ unconscious bias and
subjectivity when assessing candidates
e Interviewers collaborating in new ways with confidence in each other’s
abilities and contribution to the recruitment processes
e Recruitment processes promoting two-way conversations between candidate
and interviewer and increasing candidate engagement

These mechanisms enhanced individual and collective engagement and
commitment to VBR. They promoted equity of opportunity for candidates to influence
individual and organisational outcomes. Determining the impact on individual (patient

or staff) and organisational outcomes was not feasible. This is because a variety of
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workforce policies were implemented simultaneously in sites and the challenges of
isolating the impact of VBR, as well as a lack of available organisational outcomes
data rendered causal inference invalid. The contextual conditions required for these
mechanisms to be triggered included factors such as: leaders who actively
embraced VBR; meaningful engagement of local opinion leaders and operational
staff; a rich mix of interviewers reflecting diverse backgrounds; recruitment training;
systematic evaluation of recruitment processes; and experience based transparency
and honesty about the challenging nature of health care work built into recruitment

processes.

The extensive variation in processes and approaches that national VBR policy
prompted at local level meant it was not feasible (or relevant) to develop a typology
of VBR. The active components we have identified in our study will be useful for
informing education and service providers implementing VBR. The lack of a typology

does not diminish the contribution of this work.

Understanding the longitudinal impacts of VBR for higher education
institutions

Stage 4 (Chapter 7), illustrates the longitudinal impacts of VBR for HEIls. This was
addressed successfully through: (i) a national survey of HEls; (ii) analyses of
national secondary data sets; and (iii) follow-up interviews with participants from HEI

case studies (Stage 2).

The national survey, building on Stage 2 findings, reinforced the varied approaches
and mix of interviewers used to assess values of candidates for health care
programmes of study. Respondents, on the whole, positively appraised the VBR
policy and its implementation in their organisation but were largely uncertain of the
optimal process to be aimed for and the impact of the new way of recruiting.

There were no significant changes in the characteristics, profile or continuation of
students recruited to health care programmes in England following the introduction of
VBR. Our descriptive analyses revealed the biggest changes in student
characteristics and profile followed the removal of NHS bursaries and not the
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introduction of VBR. Following the removal of NHS bursaries, the number of
applications to nursing courses decreased; the proportion of applications from 18/19-

year olds increased, with a decrease in applications from older students.

Follow-up interviews with Stage 2 staff participants from universities highlighted their
continued commitment to VBR - regardless of the removal of NHS bursaries. They
described the impact of the bursary removal on the number and age profile of
applicants. They also described the broader health care contexts that graduates may
choose to work in and whether this should be considered in the values that students
were recruited for. Participants defended their adopted approaches and highlighted
the unintended and negative consequences of those they rejected. Determining the
longer-term impacts of VBR remains problematic given the poor quality and relative

paucity of data.

Proposing successful models of VBR to inform practice and policy

VBR was implemented in varied ways by education and service providers. The
active components (as described above) offer an indication of what needs to occur
for the successful implementation of VBR - regardless of the approach or processes
deployed - and the contextual factors that will support this. Judging ‘success’ in the
context of this national policy intervention is challenging. If success means staff
engagement and commitment to VBR, and the standardisation and transparency of
processes which promote equity of opportunity of candidates, then our evaluation
highlights those mechanisms and circumstances that will enhance the chances of
success along these lines. We are less confident of the impact of VBR on individual
and organisational outcomes. We were unable to gather evidence of the success of
VBR on these. Proposing successful models for VBR shaping quality of care through
the values of a more diverse biographical and demographic mix of candidates is not
appropriate or feasible based on our evaluation.

STRENGTHS AND LIMITATIONS OF THE STUDY
As with all research, we must acknowledge the strengths and limitations of the study.
A key strength of this study was the use of mixed methods and their integration,

guided by robust middle-range theoretical frameworks - realist evaluation (Pawson
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and Tilley, 1997) and NPT (May and Finch, 2009). Our initial theories of VBR were
used to frame the main study and ensured the study directly built on what was
already known and what was intended. This enabled us to refine the programme
theories and offer explanations of the active components of VBR as an intervention
and the contextual factors required for its successful implementation. Our study also
includes a longitudinal evaluation. We adopted robust and established approaches in
our design, sampling, data collection, and analyses. Our work was enhanced
through discussion with our project advisory group, which included patient and public
involvement representatives. Their expertise and experience helped to guide our
study, and ensured we were able to take into account ongoing developments in
practice and policy. Alongside these strengths, there were some notable study

limitations.

Firstly, the work is observational and focuses on associations rather than causal
relationships. Our findings should be understood accordingly. Our analyses - guided
by realist methods - sought to identify plausible mechanisms by which VBR was
realised, the contextual factors that enhance its successful deployment and
subsequent consequences. NPT usefully framed our explanations of the work that
individuals and organisations had to carry out in order to embed and normalise VBR
into routine practice. But with limited organisational data to draw on, prospectively
and empirically validating these explanations was not possible.

Secondly, and by design, our study was limited to education and service providers in
England. We used mixed methods and aimed to gain representation of participants
who would contribute to understanding and insights regarding the implementation of
VBR. This depth limited the number of case studies and participants in the study.
There may be important contextual factors we were unable to select for. This may
limit the transferability of our findings. We included a diverse range of participants
(policy makers, academic staff, health care professionals, service users, and student
health care professionals) but we were unable to recruit applicants for health care
programmes rejected for a programme or job. We did include individuals who
accepted or rejected the offer of a university or NHS organisation in our student and
health care professional samples. The individuals who turned down a place offered
perspectives on why they selected to study or work at a different university of NHS
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Trust. We also did not include patients; working with service users involved in
recruitment to gather experiences and perspectives of VBR from an alternative

position.

Finally, it should be acknowledged that the study was conducted in a dynamic
organisational context with a range of workforce policies implemented during the
period of the study. It was not possible to disentangle the impact of VBR from that of
other policies implemented contemporaneously. The relevance of VBR in these
changing contexts was not known. For example, following the removal of NHS
bursaries there were concerns that VBR would lose its relevance, particularly for
universities. There was no indication in our findings that this occurred. The removal
of bursaries had impacted on the applicant profile, but staff maintained their

commitment to recruiting for values.

CONCLUSION

To the best of our knowledge, this is the first theoretically informed, mixed methods,
evaluation of VBR. The architects of VBR made the assumption that recruiting
individuals for their values, and then maintaining and encouraging these values in
the workplace, would lead to the desired improvements in quality of health care
provision. Since the policy framework was launched, and mandated for HElIs, there
have been considerable efforts by staff (with a remit for recruitment in HEIs and NHS
organisations) to develop VBR. Based on our findings, we cannot support the
assumption that VBR leads to the recruitment of individuals whose values are better
aligned with those of the NHS. Nor have we established whether VBR enhances the
quality of health care provision. Recruitment was perceived as an initial, but not only,
source of influence on the values of individuals. NHS workplace practices and
cultures were seen as more influential forces for socialising people into core NHS
values. Student health care professionals also identified workplace cultures (and
especially clinical placements) as important influences on the sustainability of
‘values’ of those working in the NHS. The Francis Inquiry (Francis, 2013) highlighted
the need for cultural values in the NHS to change. VBR was considered an important
policy for addressing this. Our findings suggest that VBR did not change the values
of the NHS workforce.
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It is difficult, if not impossible, to argue against the importance of recruiting health
care professionals and student health care professionals for their values. Health care
professionals are employed to meet the needs of patients (and the public) for care
and support. Addressing those needs and working in ways which value them is both
pertinent and desirable. This was an observation of many of the study participants
who reported that recruiting for values had always been undertaken in some shape
or form because of the importance and centrality of patients in health care provision.
VBR was perceived as increasing the focus on patient-centred values and promoting
structure and transparency of the processes used to achieve this. We did not find
evidence of the discriminatory power of VBR for recruiting people with the right
values or for rejecting those who did not possess the required values. The extremely
low rejection rate of applicants for health care programmes of study revealed that
almost everyone was assessed as possessing these values. The longer-term
benefits of embedding VBR in recruitment processes were difficult to assess with
any confidence.

The VBR policy was permissive. It promoted principles that organisations could
consider when developing approaches tailored to the local context. This created
wide variations in recruitment approaches and processes. In addition, VBR was often
introduced alongside a range of workforce initiatives. This adds complexity when
trying to disentangle impact and to isolate which intervention is having impact.

VBR needs to be understood within the broader context and influence of the cultures
in which individuals learn and work. As a singular policy intervention VBR will not
change the values of the health care workforce and ensure quality of care and
service provision for the public. However, it can help signify to new recruits the
expected values of organisations and provide a means by which those unwilling to
subscribe to these can opt out. VBR has an important formative role but it needs to
be embedded within cultures that are already compassionate and caring if these
values are to be sustained by the workforce.
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IMPLICATIONS
It is beyond the remit of this report to offer policy recommendations. However, there

are issues identified by our research that merit further consideration by

policymakers, providers, and researchers.

Implications for policy

Securing bottom-up buy-in and the co-design of VBR with education and service
providers supports the principles for good policy making (Rutter and Hallsworth,
2011)

Our study focused on education and service providers who had implemented
VBR and the varied ways in which the policy had been interpreted in recruitment
approaches and processes. However, there are many NHS organisations that
have not implemented VBR. Understanding the implementation of VBR across
different contexts (acute, mental health and community trusts) and considering
the implications for patient care and experience is an important area for future
policy

The lack of evidence of impact of VBR on areas that we could analyse for
university health care programmes (such as student profiles and characteristics
pre- and post-VBR, or MMIs as a filter for university offers) suggests that further
investment in this area should be scrutinised.

Understanding workplace practices and cultures and how these nurture and
support values is key for realising VBR in the broader context of values-based
learning and employment and future workforce policies and requires attention by
policy

Supporting organisations to establish systems for monitoring and evaluating
workforce policy initiatives is vital. This could usefully establish organisational
data sets for comparative evaluation purposes, as well as standardising audit and

monitoring by organisations

Implications for education and service provision

There is a need for education and service providers to reconsider the usefulness
of VBR for their local context (including its costs and benefits) and to consider
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how, when combined with the organisational culture in which individuals work or
learn, values will be nurtured

Efforts to align individual values with those of an organisation require well
designed organisational policy and human resource management which supports
values-based employment or learning, including a commitment to address poor
workplace practices and cultures directly and justly when necessary

Clear management engagement and commitment to recruit health care
professionals or students to programmes of study for their values is important
and will engender individual and collective responsibility of staff to embed VBR in
everyday practices. Health profession education programmes are delivered in
partnership with health (and social care) employers. A commitment to recruit
individuals for their values is therefore appropriate across the system and to bring
about mutual responsibility

Operationalising standardised and transparent VBR processes for the local
context is key for promoting meaning and relevance of values assessment in
recruitment processes for staff in the organisation

Ensuring adequate resources and systems are in place is a prerequisite for the
development and implementation of VBR and crucial for it becoming part of
everyday work

Systematising processes to evaluate and review VBR is important for staff to
appreciate VBR as a distinct approach for recruitment and to grasp the potential
value, benefits and importance of it for their own work and for the work of the

organisation of which they are part

Implications for research

Given the variation in approaches and processes for VBR there is scope to
undertake a longitudinal natural experiment to assess impact over time for
different approaches

Researchers should explore with education and service providers possibilities for
co-designing a core set of standardised process and outcome measures that
could be used for comparative workforce policy studies

Understanding how values are created, nurtured and sustained by the
organisations in which individuals work or study merits further investigation: VBR
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needs to be understood within the broader context of values-based employment

or learning which should be included in any further research

Further research is needed in the following areas, to:

6. Evaluate of patient/ service user perspectives, as well as the views of a wider
range of stakeholders (such as Royal Colleges, or Unions)

7. Explore a range of competing values and their respective impact on improving
care to determine: What are the most important values? Do some values, such
as effectiveness and efficiency, compromise other values, such as compassion?

8. Explore whether academic qualifications are more important in some areas than
values, and where/when does the ‘trade off’ occur?

9. Understand if different health care professions have different values and when
and how do these harmonise or clash in patient care This could include
exploration of the role of the professional bodies (for example the Royal College
of Nursing) in promoting the right values.

10. Evaluate whether poor patient care (when it occurs) is the result of poor individual
values (bad apples) or the culture of the organisation (bad barrels), the
profession (bad cellars) or the wider NHS (bad orchards) (Mannion et al., 2018).

CONCLUDING REMARKS

Current policy prescriptions that seek to nurture values-based cultures are in need of
a more secure evidential base. We have drawn on a mixed method study to sharpen
thinking about the implementation of VBR. Whilst we identify a wide range of issues
that need further consideration in implementing VBR style policies, it is beyond the
remit of this research to convert these concerns into specific recommendations of the
ways in which VBR can be improved. We hope others will use our evidence
summary, and in full partnership with services, to do this. There is still much to learn
regarding the implementation of this key policy and to this end we have highlighted a
number of important gaps in knowledge that are in need of sustained research-

based evolutionary development.
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APPENDIX 2: Ethics approval letter for Stage 1 interviews

Faculty of Medicine and Mealth
Resoarch Ofice

Faversty of Loty
Worsley Budding

arendon Wy ~
Leeds L52 9 !..

Ut Kng UNIVERSITY OF LEEDS

O 4408 113343 eay

25 July 2018

Professor Karen Splsbury
Investment Chair in Nuesing Research
Schoot of Hasthcare

Faculty of Mediche snd Health
Baines Wing

University of Leeds

LEEDS LS2 9T

Dear Professor Spdsbury
Rel no: SHREC/RPIS28
Title: mmmmmnm,mmmmcmm7

Mmhmmmﬂonhhmm Followng teview by the School of Heathcare
Rassarch Ethics Commigon (SHREC) | can confirm & fevourable ethical opinion basod on 1he documentation

recsived 8t date of 15 e,
Elhicer_Review_Form 10 | 15082018
VBR eomall toxt 10 | 15062016
VBR Topic Guide 10 | 15082008
VBR Consort Fom 20 | 1507201
VBR informaton-Sheet 20 | 1500208
Dot emasl re Gata repoBIory choico 10 | tavezom

Mmumimmnomwmbnmmnnnwnmd
s approval hmmmmmnwm-umammu
Implementation. Mwnrmwaambmmm
EMHUNENcsiieecs ac 14

Floase e muwnwoncuddapuwmmuu-wm-
Sampie corsent fums, and olfer documants relating 10 the study. This should be kapt iy your study fls, and may
be subject 16 an audl! spection. nmmunuunm.muuwnwzmm.

Ibouvmnmmmdlumwwnwmmwm.D-hmm
mmmummmm-nqu

Thooumb-nﬁnmmmul-mrm
Yours secersly
!I.V“ Gois t;L..’
Or Kukdip Bhaj. 0BE
Chair, School of Hoalthcare Research Ethics Cammittes

259



APPENDIX 3: Stage 1 participant invite by email

VBR 2tage One: Version 1 (12-06-15)

Email text
Values based recruitment: What works, for whom, why, and in what circumstances?

Initial contact
Dear Colleague

An invitation to take part in a study about values based recruitment: Values based
recruitment: Whar works, for whom, why, and in what circumstances?

Values based recruitment (VBR) is a strategy beng used 1o align the values and behaviours
of NHS staff and students - the future health care professional workforce - with the
expectations of the NHS and the public. Researchers at the Unwversity of Leeds have been
funded by the Department of Health Policy Research Programme to camry out a study to
evaluate the impact of this strategy. As an individual who has played a key role in the
development of this strategy and policy, we would like to hear your views and perceptions of
VER - including what you consider to be the advantages and disadvantages of VBR,
contextual influences (individual and organsational) on its implementation, mechanisms and
processes through which VBR outcomes will be achieved, and how VBR differs from
Further information about the study is attached to this emad (Participant Information Sheet
and Consent form). If you are potentially interested in contributing to this study, then please
reply to this emad and a member of the research team will get back to you to arange a
suitable tme 10 respond to any queres you may have and/ or to arrange 3 sutable tme for
the telephone nterview (lasting no more than 40 minutes). If you are not interested in taking
part in an merview (and do not want reminders sent to you) then please Jet me know. You
do not need to provide a reason, simply state in the email subject header - VBR
INTERVIEW DECLINED.

We appreciate that you will be very busy and thank you for taking the time to read this email.

Kind regards

Professor Karen Spilsbury (Principa Investigator)

School of Healthcare, Faculty of Medicine and Health, Universty of Leeds
Tel: 0113 343 1320

Email: k. ac uk

Further informaton about VER project is avadable at [nsert project web page]
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APPENDIX 4: Stage 1 Participant Information Sheet (PIS)

VER Stage One: Version 2 (15-07-15)

UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Participant Information Sheet
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being nwited to take part in the above named study. Before you decide whether or not to take pan
it is important to understand what thss research study is about and what will be involved # you decide you
would like to take part. Read this information sheet carefully and # there s anything you want to discuss in
more detal or that is unclear please contact the person named at the end of this nformation sheet Take as
much time as you need o decide whether or not to take part Your involvement is entirely voluntary.

The National Health Service (NHS) employs over a milion people and 2 is important to ensure the right’
people are recruted to NHS canng positions and to the educatonal programmes that train them in
universities. Values based recruitment (VBR) is an approach being used in the expectation that it will align
the values and behaviours of NHS staff and students with the values of the NHS and expectation of the
public. VBR assumes that recruiting for values and behaviours, and then mantaining and encouraging
these, wil improve the quality of healthcare provision. Whilst intuitively . there s no ewidence 1o
support this assumption. This research study aims 1o evaluate the effects of in particular to expiore its
implementation, how people respond, what s working well and what lessons can be leamed.

Who is doing the study?

study 1s being camed out by a research team from the Universites of Leeds, York and Birmingham,
alongside researchers from Firefly Resesarch and Evaluation. The study is being led by a Professor of
Nursing (Karen Spilsbury), employed n the Schoadl of Healthcare at the University of Leeds, and the team
includes other dlinicians, and experts on the culture of organsations and on evaluating health policy
change. Our study s funded by the Department of Health's Policy Research Programme.

Why have | been asked to participate?
You are being approached 10 take part in this study because you were involved in the development of VBR
strategy and policy. We dentified you through our analysss of iterature and policy documents on VBR.

What will be involved if | take part in this study?

The study involves four stages. For this stage (stage one) we are conducting telephone interviews with
semior staff from national organisations involved in the development of VER strategy and policy. We are
inviting you to take part in one telephone interview which wil last no more than 40 minutes. The nterview
wil be scheduled for 3 date and time that best suits you (in the next couple of weeks. The nterview will
focus on your perceptions of VBR, including advantages and disadvantages, contextual influences
(mdvuudmdagmdmemsesMMVBRmﬂbead\m
and how VER differs from ‘previous’ recruitment ntiatves. If you would like to take part, you will be asked
to sign a consent form. With your permission, the interview will be audio recorded and transcnbed word for
word so that we can dentify the main issues that you raise. We may use some anonymised direct

quotations that you provide n our study reporting.

If you have decided you do not wish to take part in the nterview, we would like to take this opportunity to
thank you for reading this information sheet and for giving this matter your consideration.

Wedommmmbe - mmnmhmmm your contribution
wil be greatly valued Mswsmwmfammnyssmnmmwhemmﬂ
implementation of VBR - what works, for whom, how, and in what circumstances. The findings will be
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VER Otage One: Version 2 (15-07-18)

important to patents and their relatives, the health care workforce and s students and trainees. educaton
required for mterventions that will best support NHS organisations recruiting, selecting, managing and
supporting health care professionals and students to deliver services and care in line with the aspiratons of
the NHS Constitution and the expectations of the public which the NHS serves.

Can | withdraw from the study at any time?

Even if you initally agree to take part, you are free to withdraw before or duning the interview without gi

a reason for your withdrawal. if you choose to withdraw then we will destroy any recordings. At the end of
the interview we will check that we can progress to transcribe your interview. You can withdraw from the
study up to one week post interview, without having to give a reason. Any data colliected will be destroyed
and not used for the purposes of the study f you withdraw within one week. After this time penod, we will
transcnbe your interview and analyse the data and we we would [ ke your consent 10 be able to use the
anonymised data.

Will the information | give be confidential?

Your mterview is confidential: only the research team (based in Leeds) will have access to the full audio
recording of your interview. When we have transcrbed your interview (word for word) we will destroy the
audio recording. We will use unique study identification (1D) number for you, rather than your name.  In the
report, we may use some of your words but any report will not allow identification of you — we will use your
study 1D and ensure no information is reported that may lead to your identification. We will keep al audio
recordings and interview notes on a password protected computer. We will store consent forms n a
separate electronic folder or in 3 locked filing cabinet (hard copies) We will comply with the Data
Protection Act 1888,

With your permission we would like to deposit your anonymised interview transcript in 3 data repesitory o

support data sharing with researchers studying smilar policy areas. We will share a copy of the

anonymised transcript with you (f you would like it). It is entirely up to you as to whether you provide this

permussion and you can withdraw permission at any stage up to it being deposited (at the end of the study:

30 September 2018). You decision related to this matter does not affect whether you can contribute to this
decision,

study. This 5 3 separate

What will happen to the results of the study?
‘e consider this research 1o be an mportant nationally study. The interview study you are being asked to
take part in is one part of the overall study. We will publish articles, produce reports and this work at

national conferences. mmm:mmmwmw
which will share haadiines from different parts of the study and

encourage engagement, discussion
debate about the findings amongst nterested partes. Ymnwmedbkeepwbdaewmmmw
Who has reviewed this study?
EMWMMWWNWMWRM%CM(&&M
reference number and date).'

If you agree to take part, would like more information or have any questions or concems about the
study please contact
Prof Karen Spisbury - Telephone 0113 343 1322 or email k_spilsbury@leeds ac uk

Thank you for taking the time to read this information sheet.

"All projects carried out In the School of Healthcare must be reviewsd and approvad by ihe School's Research Ethics
Committee before It goes anead. Approval means Nat the Commities s Satisfad that your nights wil e respecied,
that any risks Nave been raguced 10 3 MINIMUM an0 balanced agalnst possible banents, and that you have been given
sufficient Information on which {0 make an informed decision about whather 10 1ake part or not.
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APPENDIX 5: Stage 1 Consent form

VER Singe One: Vertien 2 (15-07-15)
SHRECRFEIS

UNIVERSITY OF LEEDS
Participant Consent Form

Mame of Centre: School of Healthcare, Faculty of Medicne and Health
Title of Study: Values based recruitment: What works. for whom, why, and in what circumstances?

Fisace confim
agmeemmant bo the
cltatements by putting
¥our inftiaks n

e box below

| hawe read and understood the pamicipant informaton sheet [Stage One, V.2, 15-07-15)

| hawve had the opportunity to ask questions and discuss this study

| have receved satsfactory answers to all of my questons

| have recaived enough information about the study

| understand that | am free to withdraw from the study:-

1 Al any emefup to one week post-interview,

2 Without hawing to give a reason for withdrawing; and

3 That data collected will b2 destroyed and not usad for the purposes of the study i |
withdraw within one week

| understand that my nteniew wil be audio-recorded with my permission

Tunderstand that any information | provide. nciuding personal detais, will be kept
configentia, stored securely and only accessed by those camying out the study

| understand that any informaton | give may be ncluded n published documents but al
information will be anonymised

Tagree 1o ke part m this swdy

| agree to an anonymised ranscnpt of my interview beng deposited in a data shanng
reposdory

| understand a copy of this anonymisad msu'iptﬁbeshmdnﬂlmandmaﬂ can
withdraw this consent at any time up until it is deposited (at the end of the study: 30

September 2018)
Name of Paricpant
Mame of Researcher

Thank you for agreeing to take part in this study.
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APPENDIX 6: Topic guide for Stage 1 stakeholder interviews

ABOUT YOU:
¢ What has been your personal involvement or interest in the development of VBR
strategy and policy? (Asking this preliminary question gives us the context for your views)

PERCEPTIONS OF VBR:
¢ How do you see VBR as different from previous practices in NHS recruitment?
¢ What do you see as advantages of VBR?
¢ What do you see as disadvantages of VBR?

CONTEXT, MECHANISMS & PROCESSES:

o What factors do you see as likely to affect the extent to which VBR becomes
embedded in practice? (we're seeking to understand the context in which VBR is being
implemented, so wish to identify factors — whether at the level of organisations or individuals -
which might help or hinder its implementation)

e What mechanisms and processes are you aware of being used in practice to deliver
VBR outcomes?

PROGRESS TO DATE:

o How well do you think VBR is progressing? (this might be progress by HEIs, by NHS
Trusts and/or the partnership between HEIs & NHS Trusts, depending on your personal
knowledge)

e Do you have any examples of how aspects of VBR are being implemented that you
think might be of interest to the research team? (the project will be using a case study
approach, working in 2 HEIs and 2 NHS Trusts)

FUTURE/VISION:
e Looking to the future, how do you envisage VBR developing?
e How does the development of VBR link with other key policies and strategies?

ANYTHING ELSE?
Are there any other aspects of VBR which you think important for us to consider?
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APPENDIX 7: HRA approval letter for Stage 2

NHS|

Health Research Authority

Professor K Spisbury
Investment Chair n Nursing Emakt hra.approvainhs net
Unaversity of Leeds
School of Healthcare, Faculty of Medicne and Health
Baines Wing
Ls2eJt
k. ac.uk
14 Aprl 2018
Dear Professor Spilsbury
Study title: Values Based Recruitment: What works, for whom, why, and

in what circumstances?
IRAS project ID: 197167
Protocol number: HREC15-041
Sponsor University of Leeds
| am pleased to confim that HRA Approval has been gven for the above referenced study, on the
basis described in the application form, protocol, supporting documentation and any clarifications
noted in this letter.

Participation of NHS Organisations in England
The sponsor should now provide a copy of this letter to all participating NHS organisations in England.

Appendix B provides important information for sponsors and participating NHS organisations in
England for aranging and confimming capacity and capability. Please read Appendix B carefully, in
particular the following sections:

« Parficipafing NHS organisations in England — this darifies the types of particpating
organsations in the study and whether or not all organisations will be undertaking the same

« Confirmation of capacity and capability - this confirms whether or not each type of participating
NHS organisation in England is expected to give formal confirmation of capacity and capabiity.
Where formal confirmation is not expected, the section also provides details on the time imit
given to participating organisations to opt out of the study, or request additional ime, before
their particpation s assumed.

« Allocation of responsibiiiies and nights are agreed and documented (4.1 of HRA assessment
critena) - this provides detail on the form of agreement to be used in the study to confirm
capacity and capability, where applicable.

Further information on funding. MR processes, and compliance with HRA cntena and standards is also
provided.

Pagetofs
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[ mas project 0 | ve7187

It is critical that you involve both the research management function (e.g. R&D office) supporting each
organisation and the local research team (where there is one) in sefting up your study. Contact detals
and further information about working with the research management function for each organisation

can be accessed from vaww.hra nhs uk/hra-approval

Appendices
* A- Lt of documents reviewed during HRA assessment
« B - Summary of HRA assessment

After HRA Approval

The attached document “Affer HRA Approval - guidance for sponsors and investigators” gives
detaded guidance on reporting expectations for studes with HRA Approval, including:

|

The HRA website also provides guidance on these topies and s updated n the light of changes in
reporting expectations or procedures,

Scope
HRA Approval provides an approval for research involving patients or staff in NHS organisations in
England.

If your study nvolves NHS organisations in other countries in the UK. please contact the relevant
national coordinating functions for support and advice. Further nformation can be found at
http-/ivewws hra nhs ukiresources/applyng-for-reviews/nhs-hsc-ro-review’.

If there are participating non-NHS organisations, local agreement should be obtained in accordance
with the procedures of the local participating non-NHS organsation.

User Feedback

The Health Research Authority s continually striving to prowide a high quality service to all applicants
and sponsors. You are invited to gwe your view of the service you have received and the appiication
procedure. If you wish to make your views known please email the HRA at hra_approvalinhs net.
Additonaly, one of our staff would be happy to call and discuss your expenence of HRA Approval.

HRA Training
We are pleased to welcome researchers and research management staff at our training days - see
detaids at hitp//weay hra nhs ulhra-raining!

Fage20crs
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| mas project 0 | 197187

[leRASprdodDisiNﬁlPh&thsonalmmm.

Yours sncerely

Miss Lauren Allen

Assessor

Emai: hra.approvai@nhs net

Copy fo:

Dr Carole Wnght, (Key Inveshigator’colaborator), CIW&:M&
Claire Skinner, (Sponsor contact), govemance-ethics@ieeds.ac.uk

Dr Jane Dennison, Bradford Teaching Hospials, (Lead NHS R&D contact),

bradfordresearch applications@bthft. nhs. uk

NIHR CRN Portfolio Applications Team
Participating NHS organisations in England
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Appendix A - List of Documents

| ®AS project 0 | 107147

The final document set assessed and approved by HRA Approval is Iisted below.

Document Version Date
ConTactStudy Agreement [DH Research Contract Version SA/12] |SA/12

EVIOeNce O SPONSOr INSUrance of INdemniy (non NHS Sponsors 22 Sepiemoer 2015
mr)mwmuwcmupm 10 December 2015 |
IRAS Application Form [IRAS_Form_21032016) 21 March 2016
Letter from funder DS November 2014
[Cetier from sponsor 15-041| 15 March 201
I__ " Updated

Lefiens of NVILANoN 10 PArICipant [CONLaCE Form emall or etter] 10 Decemper 2015 |
Other [Fieldwork Risk Assassment] 03 Fedruary 2016
Other [Statement of ACIVTIES) 2

[Other [Schesule of Evenis) 2

[Other [Cotaboraton Agreement]

17 September 2015

Partcipant consant form [PubiiC 83Mp, Panent Reps INtvas) 2 23 March 2016
consam P Professionals |2 23 March 2016
CONS2NT form [Sial &amp, Trainee Heallh Professionals |2 23 March 2016
Intvws]

articipant CoNSant form [PUDIC &3mp, Patent Reps  Gs] 2 23 March 2016
,PWIMM%(P‘S)PISSWDW; Trainee Heaith |2 23 March 2016

Professionais]
[Participant Information sheet (PIS) [PIS Focus Groups) 2 23 March 2018
2 23 March 2016

lgamq:mt Information sheet (PIS) [PIS PublicPatient Reps)

Research protocol Of Droject proposal [Revised Proposal Jan 15]

Summary CV for Chief Investigator (C1) [CV K Spllsbury]
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Appendix B - Summary of HRA Assessment

This appendix provides assurance to you, the sponsor and the NHS in England that the study, as
reviewed for HRA Approval, is compliant with relevant standards. It also provides information and
clarfication, where appropriate, to particpating NHS organisations in England to assist in assessing

For information on how the nsor should be with icipating NHS isati in
E refer to the icipating NHS K ity and ility and
Allocation of ibilities and i sections in this <

The following person s the sponsor contact for the purpose of addressing participating organisation
questions relating to the study:

Clare Skinner (Telephone: 01133437587, Email: govemance-ethics@leeds.ac.uk)

HRA assessment criteria
[Section | HRA Assessment Criteria | Compliant with Comments
Standards

11 IRAS application completed | Yes No comments
correctly

2.1 Particpant information/consent | Yes It has been clanfied that 3 ‘key-person’
documents and consent will be identfied at particpating
process organisatons through existing contacts

that the Unwversty has wih the
organisabons. Potential participants’
contact detads will be accessed through
this key-person’. The research team
350 have existing contacts from stage
1 of the research who may be nvited to
particpate.

31 Protocol assessment Yes It has been confirmed that the focus
group topics will be guided by the
same content as the interviews.

4.1 Allocation of responsibities Yes The Statement of Activities wil act as
and rights are agreed and the only agreement between the
documented sponsor and participating organisatons

and to confirm capacity and capabdity.

Page §ors
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| maz project D | 187187 |

Section | HRA Assessment Criteria | Compliant with Comments
Standards
42 Insurance/indemnity Yes Where appiicable, independent
arrangements assessed contractors (e.g. General Practtioners)
should ensure that the professional
indemnity provided by their medical
defence organisation covers the
actvities expected of them for this
research study
43 Financal arrangements Yes No comments
assessed
5.1 Conplmoewlhthe-oaa Yes No comments
Protection Act and data
securnty issues assessed
52 CTIMPS — Arangements for | Not Applicable | No comments
compliance with the Clinical
Trials Regulations assessad
53 Compliance with any Not Applicable | No comments
applicable laws or regulatons
6.1 NHS Research Ethics Not Apphcable | No comments
Committee favourable opinson
received for applcable studes
5.2 CTIMPS — Clmacal 1nals Not Apphicable | No comments
Authonsation (CTA) letter
receved
5.3 Devices — MHRA notice of no | Not Appiicable | No comments
64 Other reguiatory approvals Not Appliicable | No comments

Participating NHS Organisations in England

e ]
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There s one site-type. Interviews and focus groups wil take place at panticpating organisatons.
Some particpants may also be recruited outside the NHS. HRA approval does not cover activity
outside the NHS, Before recruiting outside the NHS the research team must follow the procedures

and govemance arangements of responsible organisations.

The Chief Investigator or sponsor should share relevant study documents with participating NHS
organsations n England in order to put arrangements in place to deliver the study. The documents
should be sent to both the local study team, where applicable, and the office prowiding the ressarch
management function at the participating organisation. For NIHR CRN Portfolio studies, the Local
LCRN contact should also be copied nto this comespondence. For further guidance on working with

if chief nvestigators, sponsors or principal investgators are asked to complete site level forms for
particpating NHS organisations in England which are not provided in IRAS or on the HRA website,
the chief investigator, sponsor or principal investigator should notfy the HRA mmediately at

hra.approval@nhs.net. The HRA will work with these organisations to achieve a consistent approach
to mformation provision.
Confirmation of Capacity and Capability
CEsCrDes whether capaciry and Is
organisations in England.

Participating NHS organisations in England that are will be expected to formally confirm
their capacity and capability to host this research. Staff will be invited 1o take partin an
interview or focus group. Participating organisations will also be asked to provide aggregate
or anonymised data sets to the research team for secondary analysis.

¢ Following issue of this letter, participating NHS organisations in England may now
confirm to the sponsor their capacity and capability to host this research, when ready
to do so. How capacity and capacity will be confirmed is detailed in the Agreement
section of this appendix.

« The Assessing, Arranging, and Confirming document on the HRA website provides
further information for the sponsor and NHS organisations on assessing, arranging and
confirming capacity and capability

Principal Investigator Suitability
[ TAIS CONMMS WhHEMES e SPONSOr POSTIoN On WHEINer 3 P, LT or NEANEr ShoWd De IN Piace 15 COMect for 2ach |

type of participating NHS organisation in Engiang and the minimum expeciations for education, raining and
2penence that Pis should meer (whers appicadie).

A Local Collaborator is required where central study sta®f will be present at the NHS organisation to
undertake research procedures. The sponsor has confirmed no formal training will be required.

Page7ofs
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]

GCP training is not a generic fraining expectation, in line with the HRA statement on Faming
Expectations

HR Good Practice Resource Pack Expectations

This canfrms the HR Good Practice RESOuUTe PIck SXPECItons for the STy and Ihe pre-engagemant Checks
hal SHOURD and Showd nol De ncertsken

A Letter of Access will be required for the reseancher 1o camy out research activiies for this study
the research activity is beng carmied out within a care setting on the premises of panicipating NHS
ogansations. No Disdosure and Baming Senice o Octupational Health checks will be needed
where a letter of acocess is required.

Other Information to Aid Study Set-up

This getails any omher information tal may 02 HeDi B SH0NGHS and pardcipating NHE arganizations in
England 1o aid study $el-up.

= The applicant has indicated that they intend to apply fior inclusion on the NEHR CRN Portfolio
= The research is in 4 stages. HRA Approval is for stages 2 and 3 of the project only.

FageBofl
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APPENDIX 8: University of Leeds governance approval letter for Stage 2

Foatulty of Medicine and Mealth
Rosaarch Offios

Nivirsdly o Lewds

Worvey Budng
Carendon Wy
Lewds LSS SN p'

United Kiackor

O 444 (0] 113 383 Y002 UN'VERS'TY OF LEEDS

Uryveraty
LEEDS LSs2JT

Desir Professor Splisbury

Ref no: HREC15-041

Title:  VEBR: What warks, for whom, wiy, and In what citcumstances?

Mmbwmm-unmunmnm. Following rerdaw by the School of Healihcars

Research Ethics Cormmttee (SHREC) | can corfirm a favouratio ethicol opinion based on the documentation

WﬂMdMWMWIMbNhWMMIk
mummmmumumnmmwn

commencemont of the research

Docurment Varsion g‘:w

IRASFormVBRS 2 16 athics app 1.0 11022016
Freidwork signadwe page 10 12X02/2018
Fieldwork_Assewsoact_Form_low_rsk_finad_protected_nov 15 10 121022018
Spllsbury VBR_Renised propossl_Jancary 2015_FINAL 01-15 10 1022018
VBR ConsoniForm STAGEZ 10 110272016
VBR Contact fast 10 110212018
VBR intormation-Shest STAGE2 staff 1.0 11022018
VBR Information-Shest STAGE2F OCUSGROUPS 10 110272016
VER Topk: Gukde 10 11022016

anmn’wmnmnmbhmmmuwnmd
this approval. muwmmymummumwmm
Implementation. Pleasa contact the Faculty Research Ethics Admivsirator foe further information
FMHUnEncsiioods ac uk
Emwmmnw,wmmWldmbommwttdﬂumammu
premises of the Univarsty of Leeds. Nar doas it brgly any fight of access 10 196 pramises of any other anganissson,
Inchuding clinkal sruos. NMDmmwmmmnmnmﬂ.mmm
prioe 1o, during or falowing your ressarch activitios.

Floase note You sre axpected to keep @ recoed of all your apgroved documaniation, as wel as documents such ag
sarpie consent farms, and other documenss redating 1o the study This should be kept 1 your study fie, and may
be sutfact 10 an sudit inspacton ¥ your peoject is 19 be sudied, you will D given ot (east 2 weoks notics

waMbmmMRSNWHmmM“M.MMM
any other legel sdior profossional guideines there may be.
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The commition wishes you every success with your project.
Yours sincerely

ek

Ur Ruddip Bhas), UE
Chair, School of Healthcare Research Ethics Commities

274



APPENDIX 9: Stage 2 email contact

VER Stage Two: Version 1 (10-12-15) IRAS ID 187187

Values based recruitment: What works, for whom, why, and in what circumstances?
Initial contact by email or letter
[University of Leeds letter head]
[Date]
Dear [Name]

An invitation to take part in a study about values based recruitment: Values based
recruitment: What works, for whom, why, and in what circumstances?

Values based recruitment (VBR) is a strategy being used to align the values and behaviours
of NHS staff and students - the future heaith care professional workforce - with the
expectations of the NHS and the public. Researchers at the University of Leeds have been
funded by the Department of Health Policy Research Programme to carry out a study to
evaluate the impact of this strategy. As an individual who has played a key role in the
delivery of this strategy and policy, we would like to hear your views and perceptions of VBR
- including what you consider to be the challenges, opportunities and impacts of VBR.

Further information about the study is attached to this email (Participant Information Sheet
and Consent form). If you are potentially interested in contributing to this study, then
please reply to this email and a member of the research team will get back to you to arrange
a suitable time to respond to any queries you may have and/or to arrange a suitable time
for an interview (lasting no more than 40 minutes). If you are not interested in taking part
in an interview (and do not want reminders sent to you) then please let me know. You do
not need to provide a reason.

We appreciate that you will be very busy and thank you for taking the time to consider your
involvement in this research

Kind regards

Professor Karen Spilsbury (Principal Investigator)
School of Healthcare, Faculty of Medicine and Health, University of Leeds
Tel: 0113 343 1329

Email: k.spilsbury@leeds.ac.uk
Further information about VBR project is available at http //medheaith.leeds.ac. uk/VBR
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UNIVERSITY OF LEED

School of Healthcare
Faculty of Medicine and Health

Participant Information Sheet (staff and trainee health professionals)
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to take part in the above named study. Before you decide whether or not to take pan
it is important to understand what this research study is about. and what will be involved if you decide you
would like to take part. Please read this information sheet carefully, and if there is anything you want to
discuss in more detail, or if there is anything that is unclear, please contact the person named at the end of
this information sheet Take as much time as you need, to decide whether or not to take part. Your
involvement is important to us, but it is entirely voluntary.

What is the of this

The National Health Service (NHS) employs over a million people, and it is important to ensure the right’
people are recruited to NHS caring positions and 1o the educational programmes that train them in
universities. Values based recruitment (VBR) is an approach being used with the expectation that it will
align the values and behaviours of NHS staff and students with the values of the NHS, and expectations of
the public. VBR assumes that recruiting for values and behaviours, and then maintaining and encouraging
them, will improve the quality of healthcare provision. Whilst this is appealing. there is no evidence to
support this assumption. This research study aims to evaluate the effects of VBR, in particular to explore its
implementation, how people respond, what is working well and what lessons can be learned.

Who is doing the study?

This study is being camied out by a research team from the Universities of Leeds, York and Birmingham,
alongside researchers from Firefly Research and Evaluation. The study is being led by 3 Professor of
Nursing (Karen Spilsbury). employed in the School of Healthcare at the University of Leeds. The team
includes other clinicians, as well as experts on the culture of organisations and on evaluating heaith policy
change. Our study is funded by the Department of Health's Policy Research Programme.

Why have | been asked to participate?
You are being approached to take part in this study because you are either a healthcare professional or
trainee healthcare professional, or you are involved in the delivery of values based recruitment in a

university or hospital setting.
What will be involved if | take part in this study?

The study involves four stages. In this stage (stage two), we are conducting interviews with people involved
with, or affected by values based recrutment. including trainee healthcare professionals, patients and their
relatves, NHS staff, and representatives from education providers. We are inviting you to take part in one
interview (face to face or telephone), that will last no more than 40 minutes. The interview will be scheduled
for a date and time that best suits you (in the next couple of weeks), and will be at your place of work. The
interview will focus on your perceptions of VBR, including the challenges and opportunities presented by
VBR and its impacts. If you would like to take part. you will be asked to sign a consent form. With your
permission, the interview will be audio recorded and transcribed word for word so that we can identify the
main issues that you raise. We may use some anonymised direct quotations that you provide in our study
report.

If you have decided not to take part in the interview, we would like to take this opportunity to thank you for
reading this information sheet and for giving this matter your consideration.

*

SMes O f..L" .,A..l
rsonal advantages to you for taking part However, your contnbution
will be greatly valued. The study is important for understanding the key issues in relation to the national

yvnat are ntages

JIE SUN I SHoauy
We do not consider there to be any pe
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implementation of VBR - what works, for whom, how, and in what circumstances. The findings will be
important to a wide range of people: patients and their relatives, the heaith care workforce and its students
and trainees, education and service providers, commissioners and regulators. Ultimately, this study aims to
model the ‘ingredients’ required for interventions that will best support NHS organisations recruiting,
selecting, managing and supporting health care professionals and students to deliver services and care in
line with the aspirations of the NHS Constitution and the expectations of the public which the NHS serves.

Can | withdraw from the study at any time?
Even if you initially agree to take part, you are free to withdraw before or during the interview without giving
a reason for your withdrawal. If you choose to withdraw then we will destroy any recordings. At the end of
the interview we will check that we can progress to transcribe your interview. You can withdraw from the
study any time up to one week post interview, without having to give a reason. If you withdraw within one
week, any data collected will be destroyed and not used for the purposes of the study. After this time
period, we will transcribe your interview and analyse the data, and we would like your consent to be able to
use the anonymised data.

Your interview is confidential: only the research team (basad in Leeds) will have access to the full audio
recording. However, if you disclose information that indicates the safety of patients may be at nsk, it is the
duty of the research team to report this information through the appropriate reporting systems. When we
have transcribed your interview (word for word) we will destroy the audio recording. We will use a unique
study identification (ID) number for you, rather than your name. In the report, we may use some of your
words, but any report will not allow identification of you — we will use your study ID and ensure no
information is reported that may lead to your identification. We will keep all audio recordings and interview
notes on a password protectad computer. We will store consent forms in a3 separate electronic folder or in
a locked filing cabinet (hard copies), and will comply with the Data Protection Act 1888,

With your permission we would like to deposit your anonymised interview transcript in a data repository to
support data sharing with researchers studying similar policy areas. We will share a copy of the
anonymised transecript with you (if you would like it). It is entirely up to you whether you provide this
permission, and you can withdraw permission at any stage up to it being deposited (at the end of the study:
30 September 2018). Your decision related to this matter does not affect whether you can contribute 1o this
study. This is a separate decision.

What will happen to the results of the study?

We consider this research to be an important national study. The interview study you are being asked to
take part in is one part of the overall study. We will publish articles and produce reports on this work at
national conferences. We have created a project web page and blog (hitp:/medheaith |eeds ac uk/VBR)
which will share headlines from different parts of the study and encourage engagement. discussion and
debate about the findings amongst interested parties. You are invited to keep up to date with the study and
join the blog discussion.

Who has reviewed this study?
Ethical appt?val has been granted by the School of Healthcare Research Ethics Committee (HREC 15-041,
15-3-2018).

If you agree to take part, would like more information or have any questions or concerns about the
study please contact

Dr Kate Farley — Telephone 0113 343 1263 or email k.fadeyieeds ac uk
Prof Karen Spilsbury - Telephone 0113 343 1320 or email k. spilsbury@ieeds ac uk

Thank you for taking the time to read this information sheet.

"All projects carried out in the School of Healthcare must be reviewed and approved by the School's Research Ethics
Committee befors it goes ahead. Approval means that the Committee s satsfied that your nghts will be respected,
that any risks have been reduced to a minimum and balanced against possible benefits, and that you have been given
sufficient informaton on which to make an informed decision about whether 1o take part or not.
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mn
UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Participant Information Sheet (public and patient representatives)
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to take part in the above named study. Before you decide whether or not to take pant
it is important to understand what this research study is about and what will be involved if you decide you
would like to take part. Read this information sheet carefully and if there is anything you want to discuss in
more detail or that is unciear please contact the person named at the end of this infformation sheet. Take as
much time as you need to decide whether or not to take part. Your involvement is entirely voluntary.

What is the purpose of this study?

The National Health Service (NHS) employs over a million people and it is important to ensure the right’
people are recruited to NHS caring positions and to the educational programmes that train them in
universities. Values based recruitment (VBR) is an approach being used in the expectation that it will align
the values and behaviours of NHS staff and students with the values of the NHS and expectation of the
public. VBR assumes that recruiting for values and behaviours, and then maintaining and encouraging
these, will improve the quality of healthcare provision. Whilst intuitively appealing, there is no evidence to
support this assumption. This research study aims to evaluate the effects of VBR, in particular to explore its
implementation, how people respond, what s working well and what lessons can be learned.

Who is doing the study?

This study is being camied out by a research team from the Universities of Leeds, York and Birmingham,
alongside researchers from Firefly Research and Evaluation. The study is being led by a Professor of
Nursing (Karen Spilsbury). employed in the School of Healthcare at the University of Leeds, and the team
includes other clinicians, and experts on the culture of organisations and on evaluating health policy
change. Our study is funded by the Department of Health's Policy Research Programme.

2

Why have | been asked to participate?
You are being approached to take part in this study because you are a member of the public or a patient
representative that is, or has been, involved in processes associated with VBR.

What will be involved if | take part in this study?

The study involves four stages. In this stage (stage two) we are conducting telephone interviews with
people involved with or affected by values based recruitment. including trainee healthcare professionals,
patients and their relatives, NHS staff. and representatives from education providers. We are inviting you to
take part in one interview (either face 10 face, or by telephone) which will [ast no more than 40 minutes. The
interview will be scheduled for a date and time that best suits you (in the next couple of weeks). The
interview will focus on your perceptions of VBR, including the challenges and opportunities presentad by
VEBR and its impacts. [f you would like to take part, you will be asked to sign a consent form. With your
permission, the interview will be audio recorded and transcribed word for word so that we can identify the
main issues that you raise. We may use some anonymised direct guotations that you provide in our study
reporting.

If you have decided you do not wish to take part in the interview, we would like to take this opportunity to
thank you for reading this information sheet and for giving this matter your consideration.

What are the advantages and disadvantages of taking part?

We do not consider there to be any personal advantages to you for taking part. However, your contribution
will be greatly valued. The study is imporiant for understanding the key issues in relation to the national
implementation of VBR - what works, for whom, how, and in what circumstances. The findings will be
important to patients and their relatives, the health care workforce and its students and trainees, education
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and service providers, commissioners and regulators. Ultimately, this study aims to model the “ingredients’
required for interventions that will best support NHS organisations recruiting, selecting, managing and
supporting health care professionals and students to deliver services and care in line with the aspirations of
the NHS Constitution and the expectations of the public which the NHS serves.

Can | withdraw from the s at any time?

Even if you initially agree to take part, you are free to withdraw before or during the interview without giving
a reason for your withdrawal. If you choose to withdraw then we will destroy any recordings. At the end of
the interview we will check that we can progress to transcribe your interview. You can withdraw from the
study up to one week post interview, without having to give a reason, Any data collected will be destroyed
and not used for the purposes of the study if you withdraw within one week. After this time penod, we will
transcribe your interview and analyse the data and we we would like your consent to be able to use the
anonymised data.

Will the information | be confidential?

Your interview is confidential: only the research team (based in Leeds) will have access to the full audio
recording of your interview. However, if you disclose information that indicates the safety of patients may
be at nsk, it is the duty of the research team to report this information through the appropriate reporting
systems. When we have transcribed your interview (word for word) we will destroy the audio recording. We
will use unique study identification (ID) number for you, rather than your name. In the report, we may use
some of your words but any report will not allow identification of you — we will use your study ID and ensure
no information is reported that may lead to your identification. We will keep all audio recordings and
interview notes on a password protected computer. We will store consent forms in 3 separate electronic
folder or in a locked filing cabinet (hard copies). We will comply with the Data Protection Act 1998,

With your permission we would like to deposit your anonymised interview transcript in a data repository to
support data sharing with researchers studying similar policy areas. We will share a copy of the
anonymised transeript with you (if you would like it). It is entirely up to you as to whether you provide this
permission and you can withdraw permission at any stage up to it being deposited (at the end of the study:
30 September 2018). You decision related to this matter does not affect whether you can contribute to this
study. This is a separate decision.

What will happen to the results of the study?

We consider this research to be an important national study. The interview study you are being asked o
take part in is one part of the overall study. We will publish anicles, produce reports and this work at
national conferences. We have created a project web page and blog (hitp/medheaith leeds ac uk/VBR)
which will share headlines from different parts of the study and encourage engagement, discussion and
debate about the findings amongst interested parties. You are invited to keep up to date with the study and
join the blog discussion.

Who has reviewed this study?

Ethical appr?vd has been granted by the School of Healthcare Research Ethics Committee (HREC 15-041,
15-3-2018).

If you agree to take part, would like more information or have any questions or concerns about the
study please contact

Dr Kate Farley — Telephone 0113 243 1283 or email k fareyiieeds ac uk

Prof Karen Spilsbury - Telephone 0113 343 1320 or email k_spilsbury@leeds ac uk

Thank you for taking the time to read this information sheet.

‘NIMWMMMWJWRMMMNWWMSMSRM Ethics
Committee before it goes ahead. Approval means that the Committee s satsfied that your nghts will be respected,
that any risks have been reduced to a minimum and balanced against possible benefits, and that you have been given
sufficient information on which to make an informed decision about whether to take part or not.
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UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Participant Information Sheet — Focus Groups
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to take part in the above named study. Before you decide whether or not to take part
it is important to understand what this research study is about. and what will be involved i you decide you
would like to take part. Please read this information sheet carefully, and i there is anything you want to
discuss in more detail, or if there is anything that is unclear, please contact the person named at the end of
this information sheet. Take as much tme as you need, to decide whether or not to take part. Your
involvement is important to us, but it is entirely voluntary.

What is the purpose of this study?

The National Health Service (NHS) employs over a milion people, and it is important to ensure the ‘right’
people are recruited to NHS caring positions and to the educational programmes that train them in
universities. Values based recruitment (VBR) is an approach being used in the expectation that it will align
the values and behaviours of NHS staff and students with the values of the NHS and expectations of the
public. VBR assumes that recruiting for values and behaviours, and then maintaining and encouraging
them, will improve the quality of healthcare provision. Whilst this is appealing, there is no evidence to
support this assumption. This research study aims 0 evaluate the effects of VBR, in particular to explore its
implementation, how people respond, what is working well and what lessons can be learned.

Who is doing the study?

This study is being camied out by a research team from the Universities of Leads, York and Birmingham,
alongside researchers from Firefly Research and Evaluation. The study is being led by a Professor of
Nursing (Karen Spilsbury). employed in the School of Healthcare at the University of Leeds. The research
team also includes other clinicians, as well as experts on the culture of organisations and health policy
evaluation. Our study is funded by the Department of Health's Policy Research Programme.

Why have | been asked to participate?
You are being approached to take part in this study because you are an employee, a frainee health
professional. or a member of the public that is, or has been, involved in processes associated with VBR.

What will be involved if | take part in this study?

The study involves four stages. In this stage (stage two), we are conducting focus groups with people
involved with, or affected by values based recruitment, including trainee healthcare professionals, patient
and service user representatives and their relatives, NHS sta®, and representatives from education
providers. We are inviting you to take pan in one focus group that will last no more than ninety minutes.
The focus group will be scheduled for 3 date, ime and location that best suits you (inthe next4 10 8
weeks). The focus group will explore your perceptions of VBR. including the challenges and opportunities
presantad by VBR and its impacts. If you would like 10 take part, you will be asked to sign a consent form.
With your permission, the focus group will be audio recorded and transcribed word for word so that we can
identify the main issues that you raise. We may use some anonymised direct quotations that you provide in
our study report.

If you have decided not to take part in the focus group, we would like to take this opportunity to thank you
for reading this information sheet and for giving this matter your consideration.

What are the adva and disadvan of art?

We do not consider there to be any personal advantages to you for taking part. However, your contribution
will be greatly valued. The study is important for understanding the key issues in relation to the national
implementation of VBR - what works, for whom, how, and in what circumstances. The findings will be
important to a wide range of people: patients and their relatives, the haalth care workforce and its students
and trainees, education and service providers, commissioners and regulators. Ultimately, this study aims to
identify the ‘ingredients’ required for interventions that will best support NHS organisations. This includes
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things like recrutment, selection, and the management and support for heaith care professionals and
students. This is so care and services are delivered in line with the values of the NHS Constitution and
public expectations.

Can | withdraw from the study at any time?

Even if you initially agree to take part, you are free to withdraw before the focus group takes place, without
giving a reason for your withdrawal. At the end of the focus group we will check that we can progress o
transcribe the focus group discussion. You can withdraw from the study up to one week after you have
taken part in the focus group, without having to give a reason. If you choose to withdraw after you have
taken part in the focus group, we would like your permission to use the recording, because this will contain
the views of other panicipants. However, we can omit your contribution if you would prefer. After this time
period, we will transcribe the focus group and analyse the data and we would like your consent to be able
to use the anonymised data.

Will the information | give be kept confidential?

The focus group discussion is confidential: only the research team (based in Leeds) will have access to the
full audio recording of the focus group. However, if you disclose information that indicates the safety of
patients may be at nsk, it is the duty of the research team to report this information through the appropriate
reporting systems. When we have transcribed the focus group (word for word) we will destroy the audio
recording. We will use unique study identification (1D) number for you and other participants, rather than
your name. When we write up our report, we may use some of your words, but we will only use your study
ID and ensure no information is reported that may lead to your identification. We will keep all audio
recordings and focus group notes on a password protected computer. We will store consent forms in a
separate electronic folder or in a locked filing cabinet for hard copies. We will comply with the Data
Protection Act 1808 at all imes.

With your permission, we would also like to deposit your anonymised focus group transcript in a data
repository to support data sharing with researchers studying similar policy areas. We will share a copy of
the anonymised transcript with you (if you would like it). It is entirely up to you whether you provide this
permission and you can withdraw permission at any stage up to it being deposited (at the end of the study:
30 September 2018). Your decision on this will not affect whether you can contribute to this study, as this is
a separate decision.

What will happen to the results of the study?

We consider this research to be an important national study. The focus group study you are being asked to
take part in is one part of the overall study. We will publish anticles, and produce reports on this work at
national conferences. We have also created a project web page and blog
(http-//medhealth leeds ac uk/VBR) where we will share key findings from different parts of the study, and
encourage engagement, discussion and debate. You are invited to keep up to date with the study and join
the blog discussion.

Emuwmmmdwmwammn Research Ethics Committee (HREC 15-041,
15-3-2018).

If you agree to take part, would like more information or have any questions or concerns about the
study please contact

Dr Kate Farley — Telephone 0113 243 1283 or email k farey(@leeds ac uk

Prof Karen Spilsbury - Telephone 0113 243 1320 or email k.spilsburyi@leeds ac uk

Thank you for taking the time to read this information sheet.

"All projects carried out in the School of Healthcare must be reviewed and approved by an Ethics Committee before #t
goes ahead. Approval means that the Committee is satsfied that your rights will be respected, that any nsks have
been reduced to 3 minimum and balanced against possible benefits, and that you have been given sufficent
information on which to make an informed decision about whether to take part or not.
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VBR Stage Two: Version 3 (25-10-16) IRAS ID 197167

UNIVERSITY OF LEEDS
School of Healthcare, Faculty of Medicine and Health

Participant Consent Form for Public and Patient Representatives — Interviews
Title of Study: Values based recruitment: What works, for whom, why, and in what circumstances?

Please eoll.;u;'
statements by putting
your initials In
the box below

| have read and understood the participant information sheet for public and patient

representatives (Stage Two, Version 3, 25-10-18)

| have had the opportunity to ask questions and discuss this study

| have received satisfactory answers to all of my questions

| have received enough information about the study

| understand that | am free to withdraw from the study:-

1 At any time/up to one week post-interview;

2 Without having to give a reason for withdrawing; and

3 That data collected will be destroyed and not used for the purposes of the study if |

withdraw within one week

| understand that my interview will be audio-recorded with my permission

| understand that any information | provide, including personal details, will be kept

confidential and stored securely, in line with the Data Protection Act, and the University of

Leeds Data Protection Code, and will only be accessed by those carrying out the study

| understand that if | disclose information that may indicate risk or future risk to myself,

patients, or others then it may be necessary for the research team to report this information

through appropriate reporting systems in my organisation

| understand that any information | give may be included in published documents but all

information will be anonymised

| agree to take part in this study

| agree to an anonymised transcript of my interview being deposited in a data sharing Yes No

repository for possible future use

| understand a copy of this anonymised transcript will be shared with me and that | can

withdraw this consent at any time up until it is deposited (at the end of the study: 30

September 2019)

Particlhant SEeelion - .o i Date

Name of Participant

RS amraer S NI . i i L Date

Name of Researcher

Note: Participants to receive signed original. Copy to be kept in the investigator file.

Thank you for agreeing to take part in this study.
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APPENDIX 14: Stage 2 consent forms for focus group with patient and public
representatives

VOR Siage Two: Vemion 3 [25-10-18) IRAS 1D 187167

UNIVERSITY OF LEEDS
School of Healthcare, Faculty of Medicine and Health

Participant Consent Form for Public and Patient Representatives — Focus Groups
Title of Study: Values based recrutment: What works, for whom, why, and in what circumstances?

Pleaas confirm
to the
m::ymtmp
your Inftials in
the box below
| have read and understood the participant information shest for focus groups (Stage Two,
Version 3, 256-10-18)
| have had the opportunity to ask guestions and discuss this study
| have receved satisfactory answers 1o all of my gquestions
| have received enough information about the study
| understand that | am free to withdraw from the study:-
1 Atany timeup to one week post-focus group discussion;
2 Without having to give a reason for withdrawing; and
3 That my participation in the focus group discussion will be deleted from the
transcription and for the purposes of the study if | withdraw within one week. |
undersiand that data from other participants in the discussion will be included in the
study.
| understand that the focus group will be audio-recorded with my permission
| understand that any information | provide, including personal details. will be kept
confidential and stored sacurely, in fine with the Data Protection Act, and the University of
Leeds Data Protection Code, and will only be accessed by those camying out the study
| understand that if | disciose information that may indicate nsk or future nek 1o myssif,
patients, or others then it may be necessary for the research team to report this information
through appropriate reporting systems in my organisation
| understand that any information | give may be inciuded in published documents but all
information will be anonymised
| agree to take part in this study
| agres to an anonymised transcript of the focus group being deposited in a data shanng Yes Mo
repository for possible future use
| understand a copy of this anonymisad transcript will be shared with me and that | can
withdraw this consent at any time up until it is deposited (at the end of the study: 30
September 2018)
ParBcipant Sagnalme . iieiiieiaceiiiiiimesasedeisedeassisis Date
MName of Farticipant
Resaarcher SIPNEIINS ... i e imsas s ms bmionasan Sessans s Date
| Name of Researcher
Mote: Participants o receive signed oniginal. Copy to be kept in the investigator file.

Thank you for agreeing to take part in this study,
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UNIVERSITY OF LEEDS
School of Healtheare, Faculty of Medicine and Health

Participant Consent Form for Staff and Trainee Health Professionals — Interviews
Title of Study: Values based recruitment: What works, for whom. why. and in what circumstances?

Ph.lum

E |
:m:yypum
your initials in

tha box

| have read and understood the participant information sheet staff and transs health
professionals (Stage Twe, Version 3, 25-10-18)

| have had the oppartunity to ask questions and discuss this study

| have received satisfactory answers o all of my questions

| have received enough information about the study

| understand that | am free to withdraw from the study:-

1 Atany tme/up to one week post-interview.

2  Without having to give a reason for withdrawing; and

3 That data collected will be destroyed and not used for the purposes of the study if |
withdraw within one week

| understand that my intenview will be audio-recorded with my permission

| understand that any information | provide. including personal details, will be kept
confidential and stored securely, in line with the Data Protection Act, and the University of
Leads Data Protection Code, and will only be accessed by those camying out the study

| understand that if | disciose information that may indicate risk or future risk to myself.,
patients, or others then & may be necessary for the research team to repont this information
through appropriate reporting Systems in my organisation

| understand that any information | give may be included in published documents but all
information will be anonymised

| agree to take part in this study

| agree to an anonymised transcript of my interview being deposited in a data sharing Yes Mo
repository for possible future use

| understand a copy of this anonymised transcript will be shared with me and that | can
withdraw this consent at any time up until it is deposited (at the end of the study: 30
September 2018)

Parbolpant SIgRGIINE ... ... .o oot rieimisi s s Sasaasnessiie e n seraas Date

Name of Participant

Ressancher Signatume ... ... ...l Date

MName of Ressarcher

Note: Participants to receive signed original. Copy to be kept in the investigator file.

Thank you for agreeing to take part in this study.
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VBR Stage Two: Version 3 (25-10-16) IRAS ID 197167

UNIVERSITY OF LEEDS
School of Healthcare, Faculty of Medicine and Health

Participant Consent Form for Staff and Trainee Health Professionals — Focus Groups
Title of Study: Values based recruitment: What works, for whom, why, and in what circumstances?

m.eom:’n‘la.
s temnts by putting
your Initials in
ihe box below
| have read and understood the participant information sheet for focus groups (Stage Two,
Version 3, 25-10-16)
| have had the opportunity to ask questions and discuss this study
| have received satisfactory answers to all of my questions
| have received enough information about the study
| understand that | am free to withdraw from the study:-
1 At any time/up to one week post-focus group discussion;
2 Without having to give a reason for withdrawing; and
3 That my participation in the focus group discussion will be deleted from the
transcription and for the purposes of the study if | withdraw within one week. |
understand that data from other participants in the discussion will be included in the
study.
| understand that the focus group will be audio-recorded with my permission
| understand that any information | provide, including personal details, will be kept
confidential and stored securely, in line with the Data Protection Act, and the University of
Leeds Data Protection Code, and will only be accessed by those carrying out the study
| understand that if | disciose information that may indicate risk or future risk to myself,
patients, or others then it may be necessary for the research team to report this information
through appropriate reporting systems in my organisation
| understand that any information | give may be included in published documents but all
information will be anonymised
| agree to take part in this study
| agree to an anonymised transcript of the focus group being deposited in a data sharing Yes No
repository for possible future use
| understand a copy of this anonymised transcript will be shared with me and that | can
withdraw this consent at any time up until it is deposited (at the end of the study: 30
September 2019)
Pt g - e i Date
Name of Participant
Researcher SIgNature ... Date
 Name of Researcher
Note: Participants to receive signed original. Copy to be kept in the investigator file.

Thank you for agreeing to take part in this study.
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APPENDIX 17: Example of Stage 2 topic guide

STAGE 2 INTERVIEWS - PHASE 1 (UNIVERSITY)

NHS Constitution Values:
1. working together for patients; 2. respect and dignity; 3. everyone counts; 4.
commitment to quality of care; 5. compassion; 6. improving lives.

e DID YOU EXPECT THAT?
e WAS THAT SUPPOSED TO HAPPEN?

Open Questions
1. Can you tell me about your own involvement in values based recruitment here at [UNI]?

Prompt: check when VBR (change in recruitment process) commenced — When was it
implemented?

2. Can you talk me through the VBR process here, please?

3. (A) Were you (or your organisation) using a form of values based recruitment before
April 2015 when it was mandated by HEE?

If so, how is this method different? What has changed?

Prompts: different questions; measuring different values; increase standardisation;
difference in outcomes; ease of use; equality and diversity; resources required;
interpretation; advantages or benefits; any disadvantages?

(B) Do you think implementing the VBR framework might be easier for universities who
were already using some form of values based recruitment?

4. Can you tell me what you know about why VBR is being used to recruit students onto
healthcare educational programmes?

Prompts: from your own personal and organisational perspective/ is there a difference?

5. The aim for HEE is to promote and support the embedding of the NHS Constitution
values into education and training. Are you aware of the resources developed by HEE for
this purpose?

Prompts: values based framework and facilitated workshops; readiness check list;
guidance on choosing a selection method; equality and diversity document, interview
training course/training pack; Framework 15

6. (A) Were you (or your organisation) using a form of values based recruitment before
April 2015 when it was mandated by HEE? ...

If so, how is this method different? What has changed?
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Prompts: different questions; measuring different values; increase standardisation;
difference in outcomes; ease of use; equality and diversity; resources required;
interpretation; advantages or benefits; any disadvantages?

(B) Do you think implementing the VBR framework might be easier for universities who
are already using some form of values based recruitment?

7. HEE indicate a number of stages for VBR: attraction, pre-screening and selection. Can
you describe what and who is involved in your arganisation for each of these stages?

Prompts: Are there leads for each stage; who/which department is responsible? Does
each department work well together: are there any policies or protocols in place; does
the system work well as a whole?

8. Can you tell me how the pre-screening stage works?
Prompts: criteria for grades/personal statements/is it standardised/any training?
Programme Theory Questions

9. {A) The thinking is that VBR will enhance existing recruitment processes, do you think it
has? Do you find your colieagues share your view?

Prompts: Involving Service Users; having a collective understanding of the NHS
Constitution Values, embedding the values into each stage — attraction, pre-screening,
selection.

(8) Some people have talked about the possibility that the more interviews student
apps. attend, the more proficient at demonstrating their values they become.

10.The official line is that VBR provides an objective measure for assessing candidate’s
values during the interview process, do you think it does? How do you know?
Prompts: training interviewers; unconscious bias

11. (A) One of the expected outcomes of using VBR is that it will increase student retention,
do you have any thoughts about this? Are you aware of any figures for student
retention?

(B) Another expectation was that VBR would promote a fairer system, do you think it
does? What do you to ensure this? Have any changes been made? How do you know -
monitoring/evaluation?

Prompts: equality and diversity framework; feedback from students/to students?
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{C) Do you always stick to the assessment method's criteria, or are there occasions when
different decisions are made using different criteria,

Prompts: individual or team judgement/departmental/organisational?
(D) Are you aware of any other expected outcomes that you can comment on?

12. Do you think there are any downsides to VBR?
Prompts: unintended consequences; dysfunctional outcomes

13. (A) Do you consider VBR embedded in your organisation — how would you know this?
Do you monitor or evaluate the system?

(B) Does the new/adapted method take longer than it used to? if yes, can you say how
much longer, and what factors contribute to this?

Prompts: equipment; staff, service user numbers; time; any other resources.
14. What difference has this approach made to your recruitment? Monitor/Evaluate?
Prompts: how do you know; are you aware of any data that has been/will be recorded

from this new process, and if so, which data, and do you know how it might be used in
the future?

15. Having gone through the VBR process in your organisation (X times) can you give me
any examples of how you have changed the way you have developed this approach/
plan to develop this approach?

16.Do you think anything will change about the recruitment process when NHS bursaries
are removed?

Prompts: Jurisdiction and government/HEE regulation.
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APPENDIX 18: Ethics approval Stage 4

i
Il

UNIVERSITY OF LEEDS

Professor Karen Spilsbury
Professor of Nursing

School of Healthcare

Faculty of Medicine and Health
Baines Wing Rm 2.28
University of Leeds

LEEDS LS29JT

21 June 2019

Dear Karen

Ref no: HREC 18-027

Title: VBR: What works, for whom, why, and in what circumstances?

Thank you for submitting your documentation for the above project. Following review by the School of Healthcare

Research Ethics Committee (SHREC), | can confirm a favourable ethical opinion based on the documentation
received at date of this letter:

Document Received verson 2%
Spilsbury_VBR_Ethical_Review_Form_V3 30 11/0472018
REC ID INSERTED_VBR STAGE 4 interview contact text by email v1 11.04-19 10 03/06/2019
REC ID INSERTED_VBR STAGE 4 Interview topic guide 11 03/06/2018
REC ID INSERTED_VER STAGE 4 survey contact text by emall vi 11-04-19 10 03/06/2018
[Revised_VER Consent Foim STAGE 4 pUbIC and pabent representatves INTERVIEWS] -~ 03/06/2019
Version 2 03-06-12

g;:t;ea_van Consent Form STAGE 4 staff and students INTERVIEWS Version 203 03062019
Revised_VBR info Sheet STAGE 4 staff and student Version 2 03-06-19. 20 03/06/2018
Revised_VBR Info Sheet STAGE4 public and patient reps Version 2 03-06-19 20 03/08/2019
Revised VBR STAGE 4 draft survey v2 03-06-19 20 030672019
Spilsbury_ VBR_Revised proposal_January 2015_FINAL_8-1-15 10 110472018

Please notify the committee if you intend to make any amendments to the original research as submitted at date of
this approval. This includes recruitment methodology and all changes must be ethically approved prior to
implementation. Please contact the Faculty Research Ethics Administrator for further information
EMHUniEthics@leeds.ac.uk

Ethical approval does not infer you have the right of access to any member of staff or student or documents and the
premises of the University of Leeds. Nor does it imply any right of access to the premises of any other organisation,
including clinical areas. The SHREC takes no responsibility for you gaining access to staff, students and/or premises
prior to, during or following your research activities.

Please note: You are expected to keep a record of all your approved documentation, as well as documents such
as sample consent forms, risk assessments and other documents relating to the study. This should be kept in your
study file, and may be subject to an audit inspection. If your project is to be audited, you will be given at least 2
weeks notice.

It is our policy to remind everyone that it is your responsibility to comply with Health and Safety, Data Protection and
any other legal and/or professional guidelines there may be.
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The commities wishes you every success with your project

Yours sincerely

H ¢ e H_LB

Helen Convey
Chair, School of Healthcare Research Ethics Committee
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APPENDIX 19: National survey of the implementation of VBR in HEIs for the
recruitment of students to health care (Stage 4)

[o]

UNIVERSITY OF LEEDS

School of Healthcare

Faculty of Medicine and Health

Values based recruitment: What works, for whom, why, and in what circumstances?

PARTICIPANT INFORMATION SHEET
SURVEY

You are being invited to take part in the above-named study. Before you decide whether or not to
take part it is important to understand what this research study is about, and what will be involved if
you decide you would like to take part. Please read this information sheet carefully, and if there is
anything you want to discuss in more detail, or if there is anything that is unclear, please contact the
person named at the end of this information sheet. Take as much time as you need, to decide
whether or not to take part. Your involvement is important to us, but it is entirely voluntary.

What is the purpose of this study?

The National Health Service (NHS) employs over a million people, and it is important to ensure the
‘right’ people are recruited to NHS caring positions and to the educational programmes that train
them in universities. Values based recruitment (VBR) is an approach being used with the expectation
that it will align the values and behaviours of NHS staff and students with the values of the NHS, and
expectations of the public. VBR assumes that recruiting for values and behaviours, and then
maintaining and encouraging them, will improve the quality of healthcare provision. Whilst this is
appealing, there is no evidence to support this assumption. This research study aims to evaluate the
effects of VBR, in particular to explore its implementation, how people respond, what is working well
and what lessons can be learned.

Who is doing the study?

This study is being led by a Professor of Nursing (Karen Spilsbury), employed in the School of
Healthcare at the University of Leeds. The research team is made up of a range of individuals from
other universities and a researcher from Valid Research (http://validresearch.co.uk) to ensure the
right skills and expertise are in place to conduct the study and to understand the relevance of the
findings for the sector.

Why have | been asked to participate?
You are being approached to take part in this study because you are an admissions tutor for a health
care programme delivered in your university.

What will be involved if | take part in this study?

In this final stage (stage four) of our study, we are asking you to complete one online survey. The
survey asks you questions about implementation of VBR in your organisation and you perceptions of
its impact. We ask that you complete the survey at a time most convenient for you in the next 2
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weeks: it will take you no more than 30 minutes to compete. If you would like to take part, then
please progress with completion of the survey. You do not need to sign a consent form: completion
of the survey is sufficient indication of your willingness to take part. We may use some anonymised
direct quotations that you provide in our study report.

If you have decided not to take part in the survey, we would like to take this opportunity to thank
you for reading this information sheet and for giving this matter your consideration.

What are the advantages and disadvantages of taking part?

We do not consider there to be any personal advantages to you for taking part. However, your
contribution will be greatly valued. The study is important for understanding the key issues in
relation to the national implementation of VBR - what works, for whom, how, and in what
circumstances. The findings will be important to a wide range of people: patients and their relatives,
the health care workforce and its students and trainees, education and service providers,
commissioners and regulators. Ultimately, this study aims to model the ‘ingredients’ required for
interventions that will best support organisations for recruiting, selecting, managing and supporting
health care professionals and students to deliver services and care in line with the aspirations of the
NHS Constitution and the expectations of the public which the NHS serves.

Can | withdraw from the study at any time?

Even if you initially agree to take part, you are free to withdraw at any time during completion of the
survey. Once you submit your responses to the survey questions then the information already
collected from you will be included in the final study analysis unless you specifically request that we
do not use it.

Will the information | give be kept confidential?

Your information will be kept confidential and securely stored at the School of Healthcare, University
of Leeds. You will be given a unique study number (ID) and only researchers involved in the study
will be able to link your ID to the information you provide on your role. This anonymised ID will be
used when using any of your words (as illustrative quotes) in the report of findings.

Once the study findings have been published, the anonymised survey responses will be securely
archived for 2 years and then destroyed.

Who is responsible for handling any data collected for this study?

The University of Leeds is the sponsor for this study based in the United Kingdom. We will be using
information from you in order to undertake this study and will act as the data controller for this
study. This means that we are responsible for looking after your information and using it properly.
The University of Leeds will keep identifiable information about you for 1 year after the study has
finished.

Your rights to access, change or move your information are limited, as we need to manage your
information in specific ways in order for the research to be reliable and accurate. If you withdraw
from the study, we will keep information about you that we have already obtained. To safeguard
your rights, we will use the minimum personally-identifiable information as possible.

You can find out more about how we use your information at
https://dataprotection.leeds.ac.uk/wp-content/uploads/sites/48/2019/02/Research-Privacy-
Notice.pdf or by contacting one of the researchers named at the end of this information sheet.
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What will happen to the results of the study?

We consider this research to be an important national study. The survey you are being asked to take
part in is one part of the overall study. We will publish articles and produce reports on this work at
national conferences. We have created a project web page (http://medhealth.leeds.ac.uk/VBR)
which will share headlines from different parts of the study and encourage engagement, discussion
and debate about the findings amongst interested parties.

Who has reviewed this study?
Ethical approval has been granted by the School of Healthcare Research Ethics Committee (HREC 18-
027).

Thank you for taking the time to read this information sheet.

If you would like more information or have any questions or concerns about the study please
contact:

Prof Karen Spilsbury - Telephone 0113 343 1329 or email k.spilsbury@Ieeds.ac.uk

If you are happy to take part then please progress to the survey.
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a
-

[e]

UNIVERSITY OF LEEDS

Values based recruitment: What works, for whom, why, and in what circumstances?

Survey instructions

This survey forms part of a study being funded by the National institute for Health research Policy
Research Programme. The aim of the study is to evaluate the effects of VBR, in particular to explore
its implementation, how people respond, what is working well and what lessons can be learned.

The survey asks you questions about implementation of VBR in your university and your perceptions
of its impact. You have been invited to participate because you have an admissions role for
undergraduate health care programmes within your university. We ask that you complete the survey
at a time most convenient for you in the next 2 weeks.

Please try to answer all questions. Most of the questions can be answered with only a single
selection (by ticking a box). Some questions ask you about your level of agreement with a statement
(from strongly agree to strongly disagree). Where appropriate, a space has been provided for you to
add any additional information that you feel is important, but not captured by the survey questions.
The survey should take no more than 30 minutes. Completion of the survey constitutes your consent
to take part (there is no separate consent form for you to complete).

Click ‘next’ to proceed.
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Which University do you work for?

1. Do you work in an admissions role for any of the following undergraduate degree programmes?

Undergraduate degree programmes* Answer
Occupational therapy Yes/No
Physiotherapy Yes/No
Diagnostic radiography Yes/No
Dietetics Yes/No
Podiatry Yes/No
Speech and language therapy Yes/No
Midwifery (3 years) Yes/No
Midwifery (18 months) Yes/No
Adult nursing Yes/No
Children’s nursing Yes/No
Learning disabilities nursing Yes/No
Mental health nursing Yes/No
Other (please state)

*Participants will be required to answer Q2-6 for each undergraduate degree programme selected.

2. Are values promoted in the marketing materials (for example web pages, prospectus)? Please tick
the relevant response:
Please tick

Yes
No

If you answered yes, please provide detail in the box below:

Goto Q.3

3. What methods do you use for screening potential students? Please tick all relevant responses:

Please tick

Application form

Social Judgement Test

Personality test

Other (please state):

4. What methods do you use for selecting potential students? Please tick all relevant responses:

Please tick

Social Judgement Test

Personality test

Group interview (task)

Multiple mini interview

Structured interview

Other (please state):
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5. Are public or patient representatives involved in recruitment processes? Please tick the relevant
response:

Please tick

Yes
No

If you answered yes please indicate which stages of the process public and patient representatives
are involved in. Please tick all relevant responses:

Please tick

Screening applicants
Selecting applicants
Other (please state):

Goto Q.6
6. Are clinical partners (i.e. health care professionals from partner NHS Trusts) involved in
recruitment processes? Please tick the relevant response:
Please tick

Yes
No

If you answered yes please indicate which stages of the process clinical partners are involved in.
Please tick all relevant responses:
Please tick

Screening applicants
Selecting applicants
Other (please state):

7. | consider VBR to have relevance when recruiting potential students
Please tick

Strongly agree

Agree

Neither agree or disagree
Disagree

Strongly disagree

8. | believe it is possible to measure values in potential students
Please tick

Strongly agree

Agree

Neither agree or disagree
Disagree

Strongly disagree
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9. Recruiting students based on their values has a positive impact on the programme (for example,
reduced attrition of students from the programme)

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

10. Recruiting students based on their values has a positive impact on their first professional post
(for example, showing empathy to their patients)

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

11. VBR leads to a positive impact for patients (for example, improved standards of care) because
care is being delivered by people with the right values

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

12. VBR leads to a positive impact on the health care system (for example increased staff
commitment to their role) because their values align with the system in which they work

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree
Strongly disagree

13. | believe there is a commitment in my organisation to embed VBR in our recruitment of students
Please tick

Strongly agree

Agree

Neither agree or disagree
Disagree

Strongly disagree

297




14. | believe it is sufficient to recruit students for a health care programme of study solely on their
values

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

15. Our approach to VBR is well designed and implemented when recruiting potential students

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

16. When assessing potential students we ensure they understand the challenging nature of
healthcare work to align the values of the individual with the system in which they will work.

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

17. | believe my colleagues are committed to engaging with VBR when recruiting potential students

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree

18. Among my colleagues there is a consistent view about how values should be assessed when
recruiting students

Please tick

Strongly agree

Agree

Neither agree or disagree

Disagree

Strongly disagree
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19. Please use the space below if there is anything you think is important to share with us about
your experiences of VBR, using the approach, and the impact on the undergraduate health care
programmes at your university?

We will share a report of the survey findings towards the end of this year. Please provide your email
address if you would like a copy of the survey findings.

Thank you for completing this survey.

Click 'finish' to submit your responses.
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APPENDIX 20: National survey initial email contact

a
-

[e]

UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Values based recruitment: What works, for whom, why, and in what circumstances?
Initial contact by email
[Date]
Dear [Name]

Your help needed for a national funded study:
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to help us with a study funded by the National Institute for Health Research
which seeks to evaluate the effects of values based recruitment (VBR), an approach being used with
the expectation that it will align the values and behaviours of NHS staff and students with the values
of the NHS, and expectations of the public.

You are being approached as an admissions tutor for a health care programme being provided by
your university to participate in a survey. The survey aims to gather your views and experiences of
implementing VBR and perceptions of impact.

The link to our survey is XX and further study information is included in the front pages of the
survey. You will only be asked to complete the survey once and it should take no more than 30
minutes.

If you are interested in taking part then please go to the survey and complete this at a time most
convenient for you in the next 2 weeks. If you have any questions prior to completing the survey
then please do not hesitate to contact me (details below).

We appreciate that you will be very busy and thank you for taking the time to consider taking
part in this study.

Kind regards
Professor Karen Spilsbury (Principal Investigator)
School of Healthcare, Faculty of Medicine and Health, University of Leeds

Tel: 0113 343 1329
Email: k.spilsbury@leeds.ac.uk
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APPENDIX 21: Initial contact by email for Stage 4 follow-up interview

o

UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Values based recruitment: What works, for whom, why, and in what circumstances?

Initial contact by email
[Date]

Dear [Name]

Your help needed for a national funded study:
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to help us with a study funded by the National Institute for Health Research
which seeks to evaluate the effects of values based recruitment, an approach being used with the
expectation that it will align the values and behaviours of NHS staff and students with the values of
the NHS, and expectations of the public.

You have already participated in an earlier interview for this study and gave your permission for us
to contact you about a follow-up interview at a later date. We attach a study information sheet to
this email which explains more about the study and what would be involved. We are asking you to
consider taking part in one interview that will last no more than 30 minutes.

If you are interested in taking part then please reply to this email (please reply to all) at your earliest
convenience. Our colleagues at Valid Research Limited (Cath Jackson and Nicola Gallagher) will then
contact you to arrange a date and time to discuss the study further with you and/or to conduct the
interview.

We will follow-up our email after 7 and 14 days if we do not hear back from you. If you would rather
not take part in the study then please let us know.

We appreciate that you will be very busy and thank you for taking the time to consider taking
part in this study.

Kind regards
Professor Karen Spilsbury (Principal Investigator)
School of Healthcare, Faculty of Medicine and Health, University of Leeds

Tel: 0113 343 1329
Email: k.spilsbury@leeds.ac.uk
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APPENDIX 22: Participant information sheet for Stage 4 follow-up interviews
(public and patient representatives)

VEBR Stage Four Version 2.1 (28-10-18) REC ID: HREC 18-027

UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Participant Information Sheet (public and patient representatives)
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to take part in the above named study. Before yvou decide whether or_nof to take part
it is important to understand what this research study is about and what will be involved if you decide you
would like to take part. Read this information sheet carefully and if there is anything you want to discuss in
more detail or that is unclear please contact the person named at the end of this information sheet. Take as
much time as you need to decide whether or.not to take part. Your involvement is entirely voluntary.

What is the purpose of this study?

The National Health Service (NHS) employs aver a million people, and it is important to ensure the ‘right
people are recruited to MHS caring positions and to the educational programmes that train them in
universities. Values based recruitment (VBR) is an approach being used with the expectation that it will
align the values and behaviours of MHS staff and students with the values of the MHS, and expectations of
the public. VBR assumes that recruiting for values and behaviours, and then maintaining and encouraging
them, will improve the quality of healthcare provision. Whilst this is appealing, there is no evidence to
support this assumption. This research study aims to evaluate the effects of VBR, in_pariicular to explore its
implementation, how people respond, what is working well and what lessons can be leamed.

Who is doing the study?

This study is being led by a Professor of Nursing (Karen Spilsbury), employed in the School of Healthcare
at the University of Leeds. The research team is made up of a range of individuals from other universities
and a researcher from Valid Research (httpo/fvalidresearch.co.uk) to ensure the right skills and experise
are in place to conduct the study and to understand the relevance of the findings for the sector.

Why have | been asked to participate?

Y ou are being approached to take part in this study because you are a member of the public or a patient
representative that is, or has been, involved in processes associated with VBR in a university setting. You
have already participated in an earier interview for thiz study and gave us permission to contact you again
to conduct a follow-up interview with you.

What will be involved if | take part in this study?

The study invalves four stages. In this final stage (stage four), we are conducting interviews with people
involved with, or affected by values hased recruitment, including trainee healthcare professionals and
representatives from education providers. We are inviting you to take part in one short telephone interview
that will Iast no more than 30 minutes. If you prefer we can arrange a video call via Skype or Zoom. The
interview will be scheduled for a date and time that best suits you (in the next couple of weeks). The
interview will focus on your perceptions of VER, including the challenges and opportunities presented by
VEBR and its impacts. If vou would like to take part, you will be asked to sign a consent form. With your
permission, the interview (whether conducted by telephone ar video call) will be audio recorded and
transcribed ward for word 5o that we can identify the main issues that you raise. We may use some
anonymised direct quotations that you provide in our study report.

If you have decided not to take part in the intenview, we would like to take this opportunity to thank you for
reading this information sheet and for giving this matter your consideration.

What are the advantages and disadvantages of taking part?

We do not consider there to be any personal advantages to you for taking part. Howewver, your contribution
will be greatly valued. The study is important for understanding the key issues in relation to the national
implementation of VER. - what works, for whom, how, and in what circumstances. The findings will be
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VBR Stage Four: Version 2.1 (28-10-19) REC ID: HREC 18-027

important o a wide range of people: patients and their relatives, the health care workforce and its students
and trainees, education and service providers, commissioners and regulators. Ultimately, this study aims to
model the ‘ingredients’ required for interventions that will best support organisations for recruiting,
selecting, managing and supporting health care professionals and students to deliver senvices and care in
line with the aspirations of the NHS Constitution and the expectations of the public which the NHS serves.

Can | withdraw from the study at any time?

Even if you initially agree to take part, you are free to withdraw before or during the interview without giving
a reason. If you choose to withdraw then we will destroy any recordings. At the end of the interview we will
check that we can progress to transcribe your interview. If yvou withdraw at a later date then the information
already collected from you will be included in the final study analysis unless you specifically request that we
do not use it.

Will the information | give be kept confidential?

Your personal information will be kept confidential and securely stored at the School of Healthcare,
University of Leeds. With your permission, the interview will be audio recorded and transcribed word for
word so that we can identify the main issues that you raise. We will use a University approved franscribing
service who have a confidentiality agreement with the University of Leeds. You will be given a unigue study
number (10} and only researchers involved in the study will be able to identify you from your ID. This
anonymised 1D will be used when using any of your words (as illusirative quotes) in the report of findings.
Mo personal information will ever be used. However, in the very unlikely event that you disclose any
information that the researcher considers may threaten patient safety then the research team may have to
disclose this information to the relevant bodies. In this situation we would have to disclose personal
information.

The recordings of the interviews will be destroyed once the study is completed. Once the study findings
have been published, the anonymised transcripts will be securely archived for 2 years and then destroyed.

Who is responsible for handling any data collected for this study?

The University of Leeds is the sponsor for this study based in the United Kingdom. We will be using
information from you jo_grder to undertake this study and will act as the data controller for this study. This
means that we are responsible for looking after your information and using it properly. The University of
Leeds will keep identifiable information about you for 1 year after the study has finished.

Your rights to access, change or move your information are limited, as we need to manage your information
in specific ways jn_order for the research to be reliable and accurate. If you withdraw from the study, we will
keep information about vou that we have already obtained. To safeguard your rights, we will use the
minimum personally-identifiable information as possible.

You can find out more about how we use your information at hitps-//dataprotection.leeds ac.ukinp-
contentiuploads/sites/48/2019/02/Research-Privacy-MNotice pdf or by contacting one of the researchers
nmamed at the end of this information sheet.

When you agree to take part in this research study, we would like your permission to deposit your
annnymised interview franscript in a data repository to support data sharing with researchers running other
research studies in this grganisation and in other organisations studying similar practice or policy areas.
These organisations may be universities, or health and care organisations in this country or abroad. Your
information will only be used by organisations and researchers to conduct research in accordance with the
Uk Policy Framewaork for Health and Social care Research. This information will not identify you and will
not be combined with other information in a way that could identify you. The information will only be used
for the purpose of health and care research_and cannot be used to contact you. We will share a copy of the
ananymised transcript with you (f you would like it). It is entirely up to you whether you provide this
permission, and you can withdraw permission at any stage up to it being deposited (&t the end of the study:
September 2019). Your decision related to this matter does not affect whether you can contribute to this
study. This is a separate decision.
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What will happen to the results of the study?

We consider this research to be an important national study. The interview study you are being asked fo
take part in is one part of the overall study. We will publish arficles and produce reports on this work at
mational conferences. We have created a project web page (hitp.//medhealth.leeds.ac ukVBR) which will
share headlines from different parts of the study and encourage engagement, discussion and debate about
the findings amongst interested parties.

Who has reviewed this study?

Ethical approval has been granted by the Schoaol of Healthcare Research Ethics Committee (HREC 18-
027"

If you agree to take part, please reply to the invitation email you have received (please reply to all).

If you would like more information or have any questions or concerns about the shudy please
contact:

Prof Karen Spilshury - Telephone 0113 343 1329 or email k.spilsbury@leeds.ac.uk

Thank you for taking the time to read this information sheetf.

'All projects carried out in the School of Healthcare must be reviewed and approved by the School's Research Ethics
Committee before it goes ahead. Approval means that the Committes is safisfied that your rights will be respected,
that any risks have been reduced fo a minimum and balanced against possible benefits, and that you have been given
sufficient information on which to make an informed decision about whether to take part or not.
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APPENDIX 23: Participant information sheet for Stage 4 follow-up interviews
(staff and trainee healthcare professionals)

WVER Stage Four: Wersion 2.1 (28-10-18) REC ID HREC 18-027

UNIVERSITY OF LEEDS

School of Healthcare
Faculty of Medicine and Health

Participant Information Sheet (staff and trainee health professionals)
Values based recruitment: What works, for whom, why, and in what circumstances?

You are being invited to take part in the above named study. Before yvou decide whether or not to take part
it is important to understand what this research study is about, and what will be involved if you decide you
would like to take part. Please read this information sheet carefully, and if there is anything you want to
discuss in more detail, or if there is anything that is unclear, please contact the person named at the end of
this information sheet. Take as much time as you need, to decide whether or.not to take part. Your
involvement is important to us, but it is entirely voluntary.

What is the purpose of this study?

The National Health Service (NHS) employs over a million people, and it is imporiant to ensure the ‘right’
people are recruited to NHS caring positions and to the educational programmes that train them in
universities. Values based recruitment (VBR) is an approach being used with the expectation that it will
align the values and behaviours of MHS staff and students with the values of the MHS, and expectations of
the public. VER assumes that recruiting for values and behaviours, and then maintaining and encouraging
them, will improve the quality of healthcare provision. Whilst this is appealing, there is no evidence to
support this assumption. This research study aims to evaluate the effects of VBR, in_pariicular to explore its
implementation, how people respond, what iz working well and what lessons can be leamed.

Who is doing the study?

This study is being led by a Professor of Mursing (Karen Spilsbury), employed in the School of Healthcare
at the University of Leeds. The research team is made up of a range of individuals from other universities
and a researcher from Valid Research (hitp./'validresearch.co.uk) to ensure the right skills and expertise
are in place to conduct the study and to understand the relevance of the findings for the sector.

Why have | been asked to parficipate?

You are being approached to take part in this study because you are either a trainee healthcare
professional or you are a staff member involved in the delivery of values hased recruitment in a university
setting. You have already paricipated in an earlier interview for this study and gave us permission to
contact you again to conduct a follow-up interview with you.

What will be involved if | take part in this study?

The study involves four stages. In this final stage (stage four), we are conducting interviews with people
involved with, or affected by values hased recruitment, including trainee healthcare professionals and
representatives from education providers. We are inviting you to take part in one short telephone interview
that will Iast no more than 30 minutes. If you prefer we can arrange a video call via Skype or Zoom. The
interview will be scheduled for a date and fime that best suits you (in the next couple of weeks). The
interview will focus on your perceptions of VER, including the challenges and opportunities presented by
VEBR and its impacts. If you would like o take part, you will be asked to sign a consent form. With your
permission, the interview (whether conducted by telephone or video call) will be audio recorded and
transcribed ward for word so that we can identify the main issues that yvou raise. We may use some
anonymised direct quotations that you provide in our study report.

If you have decided not to take part in the interview, we would like to take this opportunity to thank you for
reading this information sheet and for giving this matter your consideration.

What are the advantages and disadvantages of taking part?
We do not consider there to be any personal advantages to you for taking part. Howewer, your contribution
will be greatly valued. The study is important for understanding the key issues in relation to the national
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implementation of VBR - what works, for whom, how, and in what circumstances. The findings will be
important to a wide range of people: patients and their relatives, the health care workforce and its students
and trainees, education and service providers, commissioners and regulators. Ultimately, this study aims to
maodel the ‘ingredients’ required for interventions that will best support organisations for recruiting,
selecting, managing and supporting health care professionals and students to deliver services and care in
line with the aspirations of the NHS Constitution and the expectations of the public which the NHS serves.

Can | withdraw from the study at any time?

Even if you iniially agree to take part, you are free to withdraw before or during the interview without giving
areason. If you choose to withdraw then we will destroy any recordings. At the end of the interview we will
check that we can progress to transcribe your interview. If vou withdraw at a later dats then the information
already collected from yvou will be included in the final study analysis unless you specifically request that we
do not use it.

Will the information | give be kept confidential?

Your personal information will be kept confidential and securely stored at the School of Healthcare,
University of Leeds. With vour permission, the interview will be audio recorded and transcribed word for
word 50 that we can identify the main izsues that you raise. We will use a University approved transcribing
service who have a confidentiality agreement with the University of Leeds. You will be given a unigue study
number (10} and only researchers involved in the study will be able to identify you from your ID. This
anonymised |D will be used when using any of your words (as illusirative quotes) in the report of findings.
Mo personal information will ever be used. However, in the very unlikely event that you disclose any
information that the researcher considers may threaten patient safety then the research team may have to
disclose this information to the relevant bodies. In this situation we would have to disclose personal
information.

The recordings of the interviews will be destroyed once the study is completed. Once the study findings
have been published, the anonymised transcripts will be securely archived for 2 years and then destroyed.

Who is responsible for handling any data collected for this study?

The University of Leeds is the sponsor for this study based in the United Kingdom. We will be using
information from you jo_grder to undertake this study and will act as the data controller for this study. This
means that we are responsible for looking after your information and using it properly. The University of
Leeds will keep identifiable information about you for 1 year after the study has finished.

Your rights to access, change or move your information are limited, as we need to manage your information
in specific ways jp_order_for the research to be reliable and accurate. If you withdraw from the study, we will
keep information about you that we have already obtained. To safeguard your rights, we will use the

minimum personally-identifiable information as possible.

You can find out more about how we use your information at hitps://dataprotection.leeds_ac.ukiwp-
contentuploads/sites/48/2019/02/Research-Privacy-Motice. pdf or by contacting one of the researchers
named at the end of this information sheet.

When you agree to take part in this research study, we would like your permission to depaosit your
ananymised interview transcript in a data repository to support data sharing with researchers running other
research studies in this grganisation and in other organisations studying similar practice or policy areas.
These organisations may be universities, or health and care organisations in this country or abroad. Your
information will only be used by organisations and researchers to conduct research in accordance with the
UK. Policy Framewark for Health and Social care Research. This information will not identify vou and will
not be combined with other information in a way that could identify yvou. The information will only be used
for the purpose of health and care research_and cannot be used to contact you. We will share a copy of the
ananymised transcript with you (if you would like it). It is entirely up to you whether you provide this
permission, and you can withdraw permission at any stage up to it being deposited (&t the end of the study:
September 2019). Your decision related to this matter does not affect whether you can contribute to this
study. This is a separate decision.
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What will happen to the results of the study?

We consider this research to be an important national study. The interview study vou are being asked to
take part in is one part of the overall study. We will publish articles and produce reports on this work at
national conferences. We have created a project web page (hitp./fmedhealth leeds. ac uk™WVBR) which will
share headlines from different parts of the study and encourage engagement, discussion and debate about
the findings amongst interested parties.

Who has reviewed this study?

Ethical approval has been granted by the School of Healthcare Research Ethics Commitiee (HREC 18-
027)."

If you agree to take part, please reply to the invitation email you have received (please reply to all).

If you would like more information or have any questions or concerns about the study please
contact:

Prof Karen Spilsbury - Telephone 0113 343 1329 or email K.spilsbury@leeds.ac uk

Thank you for taking the time fo read this information sheet.

'l projects carried out in the School of Healthcare must be reviewed and approved by the School's Research Ethics
Committee before it goes ahead. Approval means that the Committes is satisfied that your rights will be respected,
that any nsks have been reduced to @ minimum and balanced against possible benefits, and that you have been given
sufficient information on which to make an informed decision about whether to fake part or not.
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APPENDIX 24: Consent for Stage 4 follow-up interviews (public and patient
representatives)

UNINVERSITY OF LEEDS

School of Healthcare, Faculty of Medicine and Health
Participant Consent Form for public and patient representatives — Interviews

Title of Study: Values based recruitment: What works, for whom, why, and in what circumstances?

Plazea conflrm
apraement fo the
statemants by putting
your Initials: In

tha box balow

| confirm that | have read and understood the Participant Information Sheet dated 2810012
[Wersion 2.1] for the above study. | have had the opportunity te consider the information,
ask questions and have had these answered satisfactorily.

| understand that my paricipation is voluntary and that | am free to withdraw at any time
without giving any reason.

| understand that my data collected during the study may be looked at by individusls from
the School of Haalthcare (University of Leeds) where it is relevant to my taking part in this
research.

| understand that even if | withdraw from the study, the data already collected from me will
contribute o the study unless | specifically request for it be removed.

| understand that a copy of this Consent Form will be stored af the School of Healthcare,
University of Leeds.

| agres fo take part in the inferview and understand | can request this inferview be by
telephone or wideo call

| agree for the interview o be audic-recorded and transcribed as described in the
informiation sheet.

| agree that anonymised guotes from the interview can be used in meetings relating to the
study, and associated publications and presentations.

| agrese fo an anonymised transcript of the inferdew being deposited in a dats sharing fes Mo
repository for possible future use.

| understand that if during the interdew | disclose information that that the researcher
considers may threaten the personal safety of residents or relatives then the research
team may have to disclose this information to the relevant bodies. In this situation |
understand they would have to disclose personal information.

Participant Signature ..o e e e Date

Mame of Participant

Researcher Signature Date

Mame of Researcher

Note: Participants to receive signed original. Copy to be kept in the investigator file.

Thank you for agreeing to take part in this study.
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APPENDIX 25: Consent for Stage 4 follow-up interviews (staff and trainee
healthcare professionals)

[NIVERSITY OF LEEDS
School of Healthcare, Faculty of Medicineg and Health

Participant Consent Form for Staff and Trainee Health Professionals — Interviews

Title of Study: Values based recruitment: What works, for whom, why, and in what circumstances?

Please confirm
agreement to the
statements by putting
your initials in

the box below

| confirm that | have read and understood the Paricipant Information Sheet dated 28/10/19
(Version 2.1) for the above study. | have had the opportunity to consider the information,
ask guestions and have had these answered satisfactorily.

| understand that my participation is voluntary and that | am free to withdraw at any time
without giving any reason.

| understand that my data collected during the study may be looked at by individuals from
the School of Healthcare (University of Leeds) where it is relevant to my taking part in this
research.

| understand that even if | withdraw from the study, the data already collected from me will
contribute to the study unless | specifically request for it be removed.

| understand that a copy of this Consent Form will be stored at the School of Healthcare,
University of Leeds.

| agree to take part in the interview and understand | can request this interview be by
telephone or video call.

| agree for the interview to be audio-recorded and transcribed as described in the
information sheet.

| agree that anonymised quotes from the interview can be used in meetings relating to the
study, and associated publications and presentations.

| agree to an anonymised transcript of the interview being deposited in a data sharing Yes Mo
repository for possible future use.

| understand that if during the interview | disclose information that that the researcher
considers may threaten the personal safety of residents or relatives then the research
team may have to disclose this information to the relevant bodies. In this situation |
understand they would have to disclose personal information.

Participant SIgnatune ... e Date

Mame of Participant

Researcher Signature ... Date

Mame of Researcher

Mote: Participants to receive signed original. Copy to be kept in the investigator file.

Thank you for agreeing to take part in this study.
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APPENDIX 26: Topic guide for Stage 4 follow-up interviews

Topic guide

Values based recruitment: What works, for whom, why, and in what circumstances?

INTRODUCTIONS: STUDY PURPOSE AND INTERVIEW

Have they read the information sheet, and do they have any questions
Confirm receipt of consent form (we should have received this)
Interview should take up to 30 minutes

Remind participant of how data will be used

Anonymising transcript

Seek verbal consent on recording

ABOUT YOU
e Understanding the participant’s role and involvement in VBR strategy and policy over time
e Check their current role in the university (has it changed since previous interview)

>
>

Can you remind me about your own involvement in VBR here at [name university]?
Has your involvement changed since you were last interviewed? How?

PERCEPTIONS OF VBR
Questions aimed at exploring the participant’s perceptions of:
e Development/ changes in use of VBR in their organisation

>
>
>

Have VBR processes changed in any way since you were last interviewed?
If so, what has changed and why?
If not, what works well and has supported ongoing use of these processes for recruitment?

e Advantages and disadvantages of VBR (perceived ‘success’ in recruiting for values)

>

>

How relevant is VBR for recruiting the ‘right’ students to your health care programmes? Why
do you think that?

Have you noticed any changes in student applications/ recruitment since removal of NHS
bursaries? If so, has this influenced your opinion of VBR?

How successful do you think VBR has been? Why do you have this view/ what examples do
you have that help explain this view?

Has your opinion of VBR changed over time? If so, why/ what has influenced this change of
opinion?

e Contextual factors (individual and organisational) that have influenced use of VBR

>

>

How committed is your organisation embedding VBR in your programme? What makes you
think this/ have this opinion? Can you provide examples?

How committed are you and your colleagues at engaging with VBR for the recruitment of
students to your programme? What makes you think this/ have this opinion? Can you
provide examples?

e Mechanisms and processes through which VBR outcomes are achieved

>
>

How have you evaluated the processes and outcomes of VBR for your programme?
Please provide examples that demonstrate VBR outcomes achieved/ not achieved.
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e Potential costs and consequences of VBR
» What do you think the impact of VBR has been on students? On patients? On the health care
system?
» Do you think there are any downsides or unintended consequences of VBR? What are they?
» Do you consider the time invested in the VBR to be worthwhile? Why/Why not?

FUTURE/VISION
e Exploring how the participant envisages development of VBR and how this links with other key
policies and strategies
» What do you think will happen to VBR in the future? Is it sustainable? If so, why? If not,
why?

ANYTHING ELSE
Opportunity to explore any areas the participant considers important that they have not had the
opportunity to discuss in the interview.

THANKS, AND ENDING THE INTERVIEW

e Remind participant of how data will be used — contribute to a final report of the entire study
and also to any publications we write — it will be anonymised — university and individual not
identified

e Information about summary report for participants: do they want a copy? If so we will keep
their email address. If not, no contact information will be stored

e Anonymising transcript — establish if participant would like to see this version that may be
deposited in data repository

e End of interview
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APPENDIX 27: A response from Sally Bibb, Director of Engaging Minds, to the
Acute NHS Trust case study findings

Sally Bibb led the introduction of strengths-based recruitment in The Shelford Group
Hospital Trusts, including the Acute NHS Trust included in this evaluation. Here she
provides her reflections on our findings and the lessons learned. We thank Sally for
giving her time to orientate the research team to SBR and for providing this

response.

“Your report clearly throws up the challenge this case site had with implementation of
strengths-based recruitment (SBR). Effective implementation and a lead sponsor is
key for any organisational change. Unfortunately, the SBR Champion who was
leading implementation at this Acute NHS Trust left the organisation fairly early in the
process and that had an impact on consistent roll out.

There were two other Shelford Group Hospital Trusts that launched SBR at the same
time as this case Site. They each had a senior person consistently leading the
implementation and quality monitoring and have seen qualitative and quantitative
results. In some of The Shelford Group Hospital Trusts, SBR data is part of the Chief
Nurse’s dashboard and figures are reported regularly. These Trusts also consistently
used the strengths-based job adverts and have tracked numbers of candidates
interviewed, successful, appointed and successful in the role.

This was a nursing led initiative and | don’t think Human Resource departments had

much involvement so it’s not surprising that they didn’t participate in your study.

With the process not joined up (no reference to strengths in job adverts, or
documentation) and only 20% of interviews being strengths-based, and the
organisation not collecting data, | can see why your report of this case is reported as
a ‘limited case history’.

Below is a copy of the summary of a report into the implementation of SBR in the
Shelford Group Hospital Trusts, including lessons learned. The document this was
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taken from is Summary of SBR mini-conference hosted by UCLH 22 November
2017

The implementation of SBR into the Shelford Group NHS Trusts is a change
management challenge like any other. Senior level sponsorship, effective SBR
Leads, strong collaboration between HR and the operation, a ‘felt’ need, efficient and
effective planning and monitoring, the right staff skilled in strengths-based

interviewing and on-going tracking are all crucial.

In Trusts (or divisions within Trusts) where these success factors are in place, SBR
has been embedded and is now the norm. Where one or more of these success
factors is not in place, SBR is not well established.

All the speakers spoke about how difficult evaluation is due to a variety of factors;
availability of data and the difficulty of establishing cause and effect are the main
challenges. Having said that it was noted that the attempt to evaluate the impact of
SBR is far greater than is done for other recruitment methods which are not
evaluated at all.

[Names 3 other Shelford Group Hospital Trusts, labelled Trust A, B and C] have all
experienced enough benefits that they continue their commitment to the approach.
[Trust A] believe that SBR has been crucial in ensuring the right ward leaders are in
place. At [Trust A], ward leaders have delivered £1.05million of cost avoidance
through effective deployment of staff, avoidable harm has reduced, there has been
improved compliance with care processes, and key workforce metrics (vacancy
rates, turnover and agency rates) have all improved. [Trust B] believes that SBR is
affecting safety and performance positively and [Trust C] reported that a better
quality of staff is being recruited. Although it can be difficult to provide quantitative
proof, it was noted that Matrons generally like the approach, as it gives them
confidence that they are appointing the right person. In a survey across the Shelford
Group, 77% of respondents reported having strong confidence in the approach.

313



In [Trust A’s] Equality Impact Assessment, it was found that SBR has had no impact
on gender or marital status, but that 9% more staff from BAME backgrounds have

been appointed.

The lessons arising from the discussions are mostly around the implementation of
the approach and effective change management. More systematic evaluation would
be beneficial, as well as more learning from the experiences of Trusts that are
successfully implementing, and deriving benefits from, the approach.

Summary of learning

e SBR has been largely welcomed as an effective way to select people who are a
good fit for the Band 7 Ward Sister/Charge Nurse role, Band 2 and, at [Trust B],
Band 5

e Close collaboration and ownership between Nursing and HR colleagues is
extremely helpful for successful implementation

e Senior level sponsorship and effective SBR Lead is essential to keep up
momentum and quality

e Implementing SBR is like any change management process and the same
success factors apply i.e. visible senior leadership, champions

e Evaluation is not straightforward — we need to stop looking for a perfect approach
and utilise the data we have. It is also noted that the impact of the previous
competency-based selection approaches have never been studied so a

comparison is not possible.

“The value of implementing SBR in ten NHS Trusts at the same time was that the
different variables could be compared between The Shelford Group Hospital Trusts
and the success or otherwise of the approach could be learned from. | hope the
above gives reassurance that SBR is an effective approach to recruitment and
selection and is yielding qualitative and quantitative results in other Trusts.”

Sally Bibb
14 March 2021
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