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1. Introduction

The Department of Health published on 23 May its response to the Health select Committee report into workforce planning. The response is at www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_074842. 
This note highlights extracts from the response, which will be of particular interest to members of the Council of Deans. The response document is focused around responding to the particular recommendations of the Health Committee. This note groups different responses under broad themes.

The response includes references to two particular ‘boards’ of which we were not aware:

· Third Sector and Enterprise Delivery Board

· DH Shifting Care Board

We will be investigating a higher educational input to these boards. 

2. Education and training
1) The multi-professional educational training (MPET) budget was not cut in the 2006/07 SHA allocations. In fact, allowing for inflation, it was broadly similar to the level of funding in 2005/06. In 2006/07, the Department of Health (DH) allocated £3,694 million to the NHS, and £460 million to the Student Grants Unit (SGU). In cash terms, this represents a 3% increase in MPET budgets.  However, we do acknowledge that some SHAs, in meeting their responsibilities to balance their budgets, have made savings from their overall MPET allocation. This has had an effect on the amount available for investment in training. The effects of these savings are emerging at around 9% of the MPET budgets. We expect SHAs and HEIs to be able to deal with short-term problems by working closely together.
2) Numbers in training have steadily risen over recent years, for example, from 2003-04 to 2005-06, the number of trainee nurses supported by MPET increased by 12% (64,995 to 72,930). Although the numbers of training places have reduced in 2006-07 due to a combination of financial pressure and estimated future demand, numbers in training remain high by historical standards.

3) Nationally, the number of nurses in training has increased significantly in recent years by 12% from 2003-04 to 2005-06. Numbers of nurses in training depend on commissioning decisions of individual SHAs, based on their assessment of their future workforce need and the financial capacity to invest in commissions. For nursing, this year some of the reductions have been driven by financial issues and some by SHA assessment of future workforce need. The position has varied according to local circumstances and the final position will not be known until later this year when SHAs receive final numbers from education providers. 
4) SHAs have been encouraged to find a sensible balance between achieving financial stability and not compromising the ability of HEIs to deliver the training commissioned for the NHS. This needs to be done in ways that do not adversely affect students and do not damage the medium and long-term ability of HEIs to provide the level of education to which both they and the SHAs are committed. We are confident they can work together to achieve this.

5) A new service level agreement and accountability framework is being developed to underpin 2007/08 SHA allocations. This will ensure that SHAs are held to account for the training they arrange for students and the NHS workforce, and for developing the workforce needed to deliver services required by patients. We believe 2007/08 allocations should provide sufficient resources to enable SHAs to do this.

6) The Key Performance Indicators (in the SLA) enable year-on-year variations in commissions so long as they are justified against long-term national and local workforce needs, training commission decisions are made in accordance with contractual requirements and there is evidence of advance dialogue with partner universities.
7) As part of the SLA, SHAs are required to provide opportunities for Healthcare Assistant staff at all levels to progress through the skills escalator and into professional training and beyond. In addition they should provide investment and opportunities for staff to receive appropriate training to enable implementation of new ways of working to support new roles.
8) The Government supports the need for a flexible and multi-professional workforce. Through local workforce planning and commissioning, SHAs have the ability to develop flexible approaches to education and training. Innovative use of the MPET funding in the NHS will support the commissioning of fit-for-purpose education and training. Ultimately, commissions will be driven by the skills and competences employers require to deliver patient- and public-focused services.
9) Skills for health are leading work to ensure that qualifications and educational credit are more accessible and transferable.
10) All Agenda for Change posts have a KSF outline which identifies the knowledge and skills required by the postholder in order to deliver a high-quality service. Individual development needs are identified in relation to the outline. This ensures that training is focused on the specific requirements of the service. Training should only be provided where there are clear links to the KSF and the requirements of current or future posts. 
11) DH has also enabled a bi-directional interface between the Electronic Staff Record and e-KSF, which means that it should therefore be possible to measure levels of skills in the workforce against cost on a yearly basis. The Department will look to use this to develop a measure of year-on-year productivity gained. 
12) DH is aware of the need for clinical academics and the evidence that there are declining numbers of professionals choosing this particular career pathway. We welcome the Committee’s views on this and can confirm we are supporting work already underway to address shortages in the medical and dental field. Work is also underway with the UKCRC on tackling shortages of nurse academics.

13) THE UKCRC Sub-Committee for Nurses in Clinical Research is investigating the barriers that stand in the way of nurses undertaking research careers, and making recommendations for a training and support structure for nurses to work as researchers at different stages in their career. 

3. Graduate unemployment

1) Graduates are not facing large-scale unemployment and the NHS as a responsible employer seeks to maximise the employment opportunities for new qualifiers. The latest data we have from SHAs shows that over 67% of new qualifiers who left training between May and September 2006 have now found NHS posts. Action is underway, including the creation of talent pools through the NHS jobs website www.jobs.nhs.uk for newly qualified staff.

2) Following ongoing collaborative working through the Social Partnership Forum and events involving stakeholders including DH, NHS Employers and trade unions, an action plan Maximising employment opportunities for newly qualified healthcare professionals in a changing NHS was published on 13 April. As a result of that plan, NHS East of England are to assess the feasibility of an employment guarantee scheme for newly qualified healthcare professionals. The study will last for one year and is being officially launched on 15 May. If the study concludes that employment guarantees are a viable option, the nature, length and need for such schemes can be determined across the country.

3) There are still jobs for newly qualified staff in the NHS but, as a consequence of the measures to reduce vacancy rates, there is much more competition. This situation varies across the country and in different clinical specialties. We still need more newly qualified staff to replace those who retire or take career breaks, but graduates will not always be able to find the job they want in the location they want and may need to be more flexible.

4. Workforce planning
1) This is not a boom and bust approach, but a managed delivery of investment and reform.

2) Workforce planning is about ensuring that we have the right people, skills and flexibility available to deliver the service to meet the public’s needs. We understand the Committee’s comments on re-organisation, but we maintain that the current structure is now the right one to take the NHS forward. Workforce Development Confederations were not removed. They became an integral part of SHAs. This was a positive move and one that ensured workforce planning became an integral part of wider local health planning arrangements. The fact that workforce planners are now an integral part of the 10 new SHAs demonstrates that we see workforce planning as one of their primary roles. It remains one of DH’s intentions to work with SHAs to use this report to identify opportunities to improve local and national approaches to planning the workforce for the future. 
3) The Workforce Review Team, which provides information to SHAs on workforce supply, is developing a generic workforce-modelling tool. This will allow national and local workforce planning by local NHS organisations to be undertaken by assessing skills needs and future workforce requirements across levels rather than professions. This will support the development of competency-based workforce planning across the whole healthcare workforce, determining the skills and competencies needed to deliver services and defining these by care group and pathways, rather than specific healthcare professions.
4) Workforce planning is very much a matter for local NHS organisations. They are best placed to assess the health needs of their local health community and will commission the required number of education and training places to meet those needs. DH closely monitors SHA plans to ensure that they will deliver the activity required within the finance envelope. As part of that approach, DH also expects SHAs to satisfy themselves that local workforce plans are sufficiently robust to deliver local planned service activity within local financial plans.
5) DH will continue to take a national overview of aggregated local workforce plans and work with SHAs to ensure that policy developments and national trends are understood and built into local and SHA workforce planning. It is also DH’s role to set the national framework for working with key stakeholders including higher education.

4.1 Third Sector and Foundation trusts

6) The Department has established a formal, cross-cutting third sector programme overseen by a Third Sector and Social Enterprise Delivery Board, chaired by Ivan Lewis. The board includes representatives from the third sector and social enterprise, the NHS and local government. The board will act as the executive decision-making authority within DH to ensure that the necessary action is taken across all relevant DH programmes - including workforce programmes - to deliver corporate DH ownership of the cross-cutting third sector and social enterprise agenda. 
7) The Government agrees that all providers of NHS services have a vital role to play in workforce planning and development. As with all NHS providers, NHS Foundation Trusts are key stakeholders in workforce planning and development and have a direct interest in building and developing the future NHS workforce to deliver improved services according to national standards.

8) The Government believes that, like all NHS organisations, NHS Foundation Trusts should define and plan their long-term supply of a skilled workforce carefully. However, as autonomous corporations, NHS Foundation Trusts are free from central government direction or SHA performance management. They are responsible for managing their own budgets, setting their own strategies, making their own decisions and assessing and managing risk. Directors are responsible for the performance and success of the organisation and should have latitude to develop their own systems to ensure effective, integrated workforce planning. The Government supports NHS Foundation Trusts in engendering good local relationships and adopting a collaborative approach to effective workforce planning with SHAs.

4.2 Move towards primary care

9) We agree with the Health Select Committee’s recommendation on the need for an increased primary care workforce. Such an increase is needed to address the growing population and changing age profile; the aim of government policy to deliver more services in a primary care environment; and the changing working patterns of the healthcare workforce.  This increasing demand will be met by a combination of GPs, practice nurses and other healthcare professionals working in a primary care setting. DH is working with the Workforce Review Team to identify the likely service delivery models and to forecast the size of training capacity in the above categories needed in future years.

10) We agree with the Committee’s view that primary care is important in the delivery of reform. We are developing new roles, including the underpinning education and training, with a primary care focus to deliver services closer to home.

11) A range of actions is already taking place at different levels to support the NHS and ensure that education is in place as services are redesigned. For example, the DH Shifting Care Board will publish a series of reports in June setting out the implications for the nursing workforce. An evaluation project has been funded to identify ways of enabling newly qualified nurses to obtain employment in primary and community care.
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