Council of Deans and Heads of UK University Faculties for Nursing and Health Professions

Note on the Health Select Committee report into workforce planning, published on 22 March 2007

1 Introduction

This note summarises the aspects of this report which are of particular interest for education and includes relevant extracts. Extracts from the report are in quotes and the figures at the end of extracts refer to the relevant paragraph number. Recommendations and conclusions are in bold. 

2. Chapter 2 – workforce developments since 1999

This chapter is a useful review of changes since 1999. It features the document ‘A health service of all the talents’ (which was produced by the DH in response to the previous report of the Health Select Committee), the NHS Plan, the impact of the EWTD. It reviews the changes in staff numbers in the NHS and the impacts of international recruitment, return-to-work schemes and ‘domestic training places’. While highlighting the fact that overall staff numbers expanded at a rate well in excess of the NHS plan, it comments that the increase in training capacity remained broadly in line with central targets. “Thus the most concentrated period of growth in staff numbers, between 2000 and 2003, cannot be accounted for by the growth in UK training numbers; rather it resulted in from international recruitment and other developments” (33).

It plots the contraction in the workforce from 2005 and highlights the reductions in domestic training. It includes a quote from Jill Macleod Clark:

“My nightmare prediction is that there will be continued raiding of the education and training budget unless it is ring-fenced, unless it is protected, and I think the implications of that for even the short-term workforce requirements could be devastating”. 
It says: “As in the case of job reductions, witnesses stressed that cuts in education and training had often taken place in order to maximise financial savings rather than because of a reduction in demand for clinical staff (43).

It refers to the issue of graduate unemployment and says:

“Once again, the Committee heard that graduate unemployment had not occurred because staff were not needed, but rather because of the pressure to make financial savings and the failure to plan for the output of increases in training capacity” (45).

Its review of ‘new ways of working’ includes the comment:

“Worryingly, attempts to introduce new ways of working have been badly affected by recent cuts to education and training provision in response to rising deficits” (70).
3. Chapter 3 – Assessing the current workforce planning system

This chapter considers:
· Capacity to do workforce planning; 

· The integration of different elements of the workforce planning system; 

· The effectiveness of the system in taking a long-term approach to workforce planning; 

· How well the system has done in improving workforce productivity; and 

· Whether enough has been done to increase the flexibility of the workforce

Of particular interest are:

Medical and non-medical planning

“A number of submissions to the Committee highlighted the importance of planning for the whole healthcare workforce rather than treating each profession as a separate 'silo'. Planning for each profession in isolation inhibits innovation, for example through the development of new and amended roles, and can mean overall workforce plans do not make sense as a whole. Without an understanding of changes to the overall workforce, it is impossible to plan changes to an individual professional group accurately. In particular, the importance of joined-up planning for medical and non-medical staff groups was stressed.” (106) 
“A number of witnesses commented on the division of the Multi-Professional Education and Training (MPET) levy into separate streams for medical and non-medical training. Anne Rainsberry commented that the rigid division of funding streams inhibited the flexibility of planning at SHA level: 

The way in which MPET is currently managed needs to be re-looked at… the way in which MPET comes to us in the Strategic Health Authority is in predetermined packets and, therefore, we cannot actually implement the strategic plan because we are already committed to spending X on this and Y on that.” (111) 

Education and training cuts
“It is clear that features of the workforce planning system itself make it more difficult to increase workforce flexibility, particularly in times of financial difficulty. The problem was aptly summarised by Professor Jill Macleod Clark:

… the current mechanisms unwittingly are creating a situation where we are simply maintaining the status quo. They do not allow a flexible, more imaginative and more forward-looking approach to workforce planning” (146).

Conclusions to this chapter include:

“Lack of integration between different parts of the planning system remains a widespread problem. Medical and non-medical planning is still done by separate organisations with separate funding streams, which inhibits the ability of SHAs to plan effectively by looking at total workforce requirements. The workforce planning system has also failed to involve the private and voluntary sectors adequately, particularly since the loss of separate Workforce Development Confederations. This is a serious failing, particularly in the context of the increasing use of the independent sector to provide NHS services” (149).

“Effective workforce planning, particularly in healthcare, must include a long-term element. This has been badly wanting in health service workforce planning, partly because there is no long-term planning system, but more importantly because NHS organisations tend to be too focused on short-term priorities. Recent cuts to training provision and other workforce development activities have shown an especially worrying disregard for long-term workforce priorities” (151).

“Increasing workforce flexibility is an important and related goal and some progress has been made in recent years, particularly through the development of new and amended roles. However, not enough has been done to prove that all these changes are cost effective. Even when skill mix changes have proved to be effective, recent cuts in training capacity have targeted staff in new roles and hampered attempts to increase flexibility. The current structure of education funding does not support the development of a more flexible workforce and there is a shortage of flexible training opportunities” (153).

“A Health Service of all the talents set out a blueprint for improving workforce planning through a stable system with dedicated workforce organisations and a clear focus on improving flexibility and productivity. The health service has lost sight of this vision and marginalised workforce planning. The situation has been exacerbated by persistent structural change. The system remains poorly integrated and there is a shortage of staff with the necessary skills for effective workforce planning. … In particular, the current wave of education and training cuts has led to a number of backward steps for workforce development. Basic problems such as the disjunction of workforce and financial planning persist at all levels of the system. Despite great efforts in some quarters, the workforce planning system is not performing noticeably better than 8 years ago” (154).

4. Chapter 4 – The future health service workforce

This chapter discusses what the ‘transformation’ of the workforce envisaged by the DH should consist of, including:

· The need for a more productive workforce; 

· The need for a more flexible workforce; 

· The importance of shifting the balance of the workforce towards primary care;  

· The need for improved management skills throughout the workforce.

It discusses the various measures of ‘productivity, the implementation of the Knowledge and Skills Framework (KSF) and job planning. In the section on a more flexible workforce, it comments on the ingredients for successful skill mix change and includes:
“Planning for new and amended roles should involve all interested parties at an early stage, including employers, education providers and regulators where necessary; 

When new or amended roles have proven to be effective, there should be greater efforts to disseminate them across the health service.” (184).
It discusses the roles of competence frameworks and then has the following paragraphs on education and training provision:
“Competence frameworks do not represent an end in themselves and one of their main uses is to define future education and training requirements. Unfortunately, the evidence we received suggested that the education system itself often represents a barrier to increasing workforce flexibility. As we pointed out in Chapter 3, cuts to education and training funding have particularly targeted staff in new roles, specialist nurses for example, and groups such as Health Care Assistants seeking to upgrade their skills. Such cuts are worrying in themselves but also serve to highlight wider, systemic problems.” (189) 
“Witnesses suggested a number of changes which would allow the education system to support a more flexible workforce:
· Undergraduates should be more easily able to transfer between different training courses and the penalties for education providers who allow staff to transfer should be removed (a similar point was made with regard to postgraduate doctors); 

· More opportunities are needed for existing staff to upgrade, e.g. from Health Care Assistant to Assistant Practitioner or registered nurse, rather than all staff being trained from scratch; 

· Increased access to part-time training is required; particularly in nursing, for example, where the average age of a student is 29; 

· Closer links between service requirements and education commissioning are required so that the need for changes in training provision are recognised earlier, for example, so that the need to shift activity into primary care is quickly followed by increases in community nurse training places; and 

· Funding for education and training should be made more flexible so that innovative training opportunities are not automatically targeted by cuts.” (190) 

“The Committee also heard that education and training requirements for some staff groups have become more academic and less vocational in recent years. Bill O'Neill described changes to training for paramedics: 
We traditionally provide our training in-house so it has not been associated with higher education…now with the standards of education that are set by the Health Professions Council, with the curriculum guidance published by the British Paramedic Association, we see ourselves in a far more higher education direction, which is right. 

Similarly, the number of nurses educated to degree rather than diploma level has increased in recent years.” (191)

“While they may be appropriate in particular cases, it is notable that the shift from vocational to academic training tends to reduce the flexibility of education and training provision and therefore of the workforce itself. Evidence from the Nursing and Midwifery Council highlighted the importance of maintaining a flexible approach to defining minimum professional standards.” (192)

The discussion about barriers and limitations to improving the primary care workforce includes the following:

“More worryingly, the Committee heard clear evidence of a shortage of training opportunities for specialist nursing staff in primary care and that capacity has been further reduced as a result of recent cuts to education and training funding. The lack of infrastructure for training primary care nurses was described by Professor Jill Macleod Clark: 

Professor Macleod Clark: We know we need more nurse practitioners in general practice…There is no money… there is no career framework, there are no training posts. 

Charlotte Atkins: So the government's plans to move the focus from the acute sector into primary care…is completely undermined by this lack of funding of posts and career pathways within the primary care sector? 

Professor Macleod Clark: Absolutely, that is spot on…We had examples of SHAs…where there has been 100% reduction in the community nursing commissions this year at post-qualification level” (200).

The conclusions to this chapter include:

“Effective use of the Knowledge and Skills Framework (KSF) has great potential to improve staff productivity. The KSF can improve access to relevant education and training, and support amended roles which will allow staff to develop the skills required to increase flexibility and efficiency. However, there is little evidence that these opportunities are yet being taken. NHS organisations must make wider use of the KSF to prioritise training requirements and to offer training to staff groups, such as Health Care Assistants, that have too often been denied it in the past. In particular, the health service must do everything possible to ensure that such training opportunities are protected from short-term budget cuts. Human Resources department should ensure that the KSF becomes a fundamental tool for staff management and development” (217) (my emphasis).
“Increasing flexibility will require a more adaptable training system which is able to respond quickly to changing requirements. The use of competence frameworks is an important element of this. However, the health service must also be quicker to change the pattern of training commissioning in response to service demands. SHAs need to do more to protect new and innovative training courses from budget cuts. Education and training provision itself must be made more flexible with more opportunities for staff to transfer between courses and more part-time courses. Rather than training all staff from scratch, more opportunities are required for groups such as Health Care Assistants to upgrade their skills and take on more challenging responsibilities” (222).

Chapter 5 – The future workforce planning system

The report examines the need for improvements in the following areas: 

· Improving the long-term, strategic elements of workforce planning; 

· Making the workforce planning system more aligned and integrated; 

· Improving particular aspects of the education and training system; and 

· Maximising the effectiveness of organisations at each level of the workforce planning system (Strategic Health Authorities, Primary Care Trusts, employers, the education sector and the Department of Health) and the linkages between them.

Under the heading of ‘planning across different staff groups’ it says:

“Another serious and long-standing problem has been the failure to plan for overall workforce requirements rather than just looking at the needs of each professional group in isolation. This process is complicated by the different features of planning for different professions, for example variations in training times and in the distribution of staff between the public and independent sectors. However, if productivity and flexibility are to be improved, it is vital that workforce planners bridge these stubborn and persistent divides, particularly that between planning for the medical workforce and for other staff groups. Witnesses suggested that the following improvements should take particular priority: 

· Increasing the role of SHAs in medical workforce planning by giving them a greater say in the content of training and control over the number of medical students, Foundation trainees and Speciality and GP trainees in their area; SHAs also need to work together to ensure appropriate national distribution of medical staff and trainees. 

· Ensuring that there is flexibility for education and training funding to be moved between medical and non-medical spending; 

· Increasing the flexibility of education and training provision, for example by allowing students to move between different courses ; 

· Ensuring that analysis of future supply and demand, by the Workforce Review Team at national level and by SHAs at regional level, takes account of requirements for the whole workforce rather than looking at each professional group in isolation; 

· Measuring required competences, rather than simply counting the number of doctors and nurses traditionally needed, in order to assess future workforce requirements, so that a range of responses to future service demands are available.” (241) 

“Professional roles and standards continue to be vital to the functioning of the health service, but there is a growing need to acknowledge the limitations of defining the workforce simply as a series of professional groups or 'silos'.” (242)
The relevant conclusion is:

“Planning must cover the whole workforce rather than looking at each staff group as a separate 'silo'. The persistent divide between medical and non-medical workforce planning must be addressed; SHAs currently pay for postgraduate medical training so in future they must have much more influence on training numbers and content. The Department should make clear to SHAs that money can be transferred between medical and non-medical training pots; there is currently confusion over whether this is the case. Analytical work by SHAs and the Workforce Review Team should focus on total workforce requirements rather than examining each profession and sub-discipline in isolation. The use of competences to measure overall workforce requirements will help to support this approach” (246).

Under the heading of ‘Improving education and training’ it says:
“Many of the improvements to the workforce described in Chapter 4 can only be achieved through changes to the education and training system. However, it is important to recognise that high-quality, flexible education and training is not an end in itself, but rather the principal means of realising workforce plans and making changes and improvements to the workforce. As Anne Rainsberry commented, 
…there is a real issue…about bringing together workforce planning for all groups, and, aligned with that, the way in which we manage commissioning of education and training. The point I would make on that is that we need a paradigm shift in that we are commissioning a workforce. We are not commissioning education per se” (248).

“Unfortunately, many of the problems in the education system continue to relate to mismatch between supply and demand, as demonstrated by recent cuts to undergraduate training commissions and high levels of unemployment amongst nursing and physiotherapy graduates. Concerns have also been expressed about capacity within the new Modernising Medical Careers scheme, with some witnesses predicting future unemployment amongst UK medical graduates. These are serious and fundamental problems: high levels of unemployment among newly qualified staff in particular represent a regrettable waste of resources and talent.” (249)

“The Committee heard two main suggestions for improving the stability of the education system in response to these problems: removing commissioning responsibilities from SHAs and guaranteeing jobs for newly qualified staff. We consider these proposals below” (250). 

SHA responsibilities 

“Representatives of the higher education sector suggested that responsibility for commissioning non-medical training places should be removed from SHAs and passed to the Higher Education Funding Council for England (HEFCE), which currently commissions medical student places. It was suggested that HEFCE would be more effective than SHAs at protecting education and training funding from short-term budget cuts. However, other witnesses pointed out that moving responsibility away from SHAs would make it much more difficult to integrate workforce planning with service and financial planning and make it harder for NHS organisations to influence future workforce supply. Increasing workforce flexibility would also be more difficult if SHAs were to lose control of education commissioning. Given the central importance of ensuring a more integrated planning system and increasing workforce flexibility, we recommend that SHAs should retain responsibility for commissioning undergraduate training courses for non-medical staff.” (251)
Newly qualified staff 

“Another suggestion, made by representatives of professional membership groups, was that newly qualified UK-trained healthcare staff should have a fixed period of guaranteed employment in the NHS. It was suggested that this would resolve the current problem of high levels of graduate unemployment and increase the stability of the training system. It would also encourage employers to become more involved in decisions about education and training, thus improving the integration of the planning system. On the other hand, there is a risk that guaranteeing jobs for graduates would reduce the flexibility of workforce planning as employers would have no choice about the number of new staff recruited each year. Also, given the sheer scale of the current problems affecting physiotherapy, for example, it is hard to imagine that some shortages would not occur in one or two years time if jobs were guaranteed for this period. There would be advantages and disadvantages in guaranteeing a fixed period of employment for newly trained staff; however, such a strategy has potential to improve the integration of the planning system and ensure that a cohort of graduates trained at the public's expense is not lost to the NHS. We recommend that its implications be examined in more depth.” (252)
Commissioning and contracts

“A number of other possible changes to the education and training system were proposed. A particular requirement was for SHAs to improve the quality of education and training commissioning. SHAs need to give greater priority to the commissioning process and to ensure that they have staff with the skills and experience for effective commissioning. They need staff who can work consistently with education and training providers to develop more flexible courses and to encourage new providers to offer training places. SHAs also need staff with contract management skills who can ensure that good value for money is achieved once contracts are agreed. The Government has indicated that it intends to introduce "a more robust service-level agreement between the Department and SHAs" in order to improve the standard of education commissioning.” (253) 

“Improved commissioning will allow SHAs to make the most of changes to education contracts themselves. In order to increase flexibility and improve the alignment of financial incentives within the education system, the following changes to contracts were proposed: 

· Education and training contracts need to be simplified, particularly through the development of standard prices for different types of training activity. This would effectively create a 'tariff' for training provision to match the existing tariff for service provision. Such a tariff would make the cost of training more transparent and allow organisations that do not currently provide training to assess the costs and benefits of doing so; 

· Commissioners also need to ensure that contracts are more flexible and that particular types of training activity are not disproportionately vulnerable to cuts. In the recent round of training cuts, for example, community nursing courses were often more heavily cut than general nursing courses because legal obligations limited reductions in general nursing places. In future, legal distinctions of this type should wherever possible be removed so that changes to training numbers reflect future service requirements rather than contractual obligations; and 

· Contracts should support and encourage a flexible, competence-based approach to the provision of education, something which we described in Chapter 4.” (254)
Student financial support

 “The Committee also heard proposals for changes to student funding. Both current levels of funding and systems for distributing funding were heavily criticised. Louise Silverton of the Royal College of Midwives agreed with the suggestion that some healthcare students should have access to loans instead of bursaries which would be repaid automatically if graduates went on to work in the NHS for a specific period of time. There are international examples of loan repayment schemes linked to required periods of public sector employment, for example in the US. The introduction of such a system would mean that students could receive more money, something which would in turn reduce attrition rates. It would also provide an incentive for graduates to remain within the NHS, something which could be supported by the fixed-term employment guarantees discussed above. However, such a scheme would require a short-term increase in public expenditure to finance initial loans.” (255) 

Academic staff 

“Finally, the Committee heard worrying evidence, from both the medical and non-medical education sector, of recent reductions in the number of clinical educators. One witness described current entry routes into academic posts as "serendipitous" and proposed that better career pathways should be established so that junior staff have a clear understanding of how to get the skills and experience required for an educational role. Like workforce planners themselves, clinical educators are vital to the future functioning of the workforce planning system. As one witness put it, 

…without a well founded educator workforce the next generation of professionals cannot succeed.” 

Conclusions 

“Education and training needs to support a more flexible approach to workforce planning. In order to achieve this, we recommend that: 
· SHAs give greater priority to education and training commissioning and ensure that they have enough staff with the right skills for effective commissioning. 

· Standard prices be used to develop a 'tariff' for training so that new providers have an incentive to offer education and training. 
· Education contracts be made more flexible so that if changes are required, they are determined by the future needs of the health service rather than by legal distinctions within contracts. 

· The Department of Health and SHAs examine new approaches to student funding, for example the possibility of introducing loans to replace bursaries. Such loans should have repayment structures which reward staff for remaining within the NHS. 
· The decline in the number of clinical academics and teaching staff for healthcare courses be addressed as a matter of urgency.” (257)

Under the heading of ‘Organisational roles and responsibilities’ the report argues that there a strong case for SHAs to retain their current range of workforce planning responsibilities. The relevant conclusions are:

“There is a strong case for the 10 new SHAs to continue to play a central role in the workforce planning system. However, there are justified misgivings about their performance to date. The new SHAs must prove their commitment to workforce planning and development as the bedrock of future financial stability, rather than a luxury which can be dispensed with in times of financial difficulty. To this end, we recommend that SHAs: 

· improve their understanding of workforce demand and supply and the factors which influence them; 

· do more to challenge existing assumptions by PCTs and other organisations about what workforce is required and how it can best be achieved; 

· involve education providers and independent sector organisations in planning and decision-making; and 

· take collective responsibility for improving planning at national level and for ensuring that NHS Employers performs its role effectively.  
Such changes will allow SHAs to produce flexible, long-term, workforce plans which should inform their commissioning of future education and training.” (264) 

“In order to achieve these ambitious aims, many SHAs will require more staff, better training and improved information and planning systems. Whatever the requirements, SHAs must act quickly to ensure they have the necessary capacity. The 10 SHA Workforce Directors have a key role to play collectively in improving workforce planning at regional level and across the health service. SHA Chief Executives and the Department of Health's Director General of Workforce must ensure that SHA Workforce Directors are of a high calibre and have suitable training. Improving workforce planning should be one of the key performance targets for SHA Chief Executives and their progress should be closely monitored by the Department of Health.” (265)
As regards PCTs:

“SHAs cannot achieve effective workforce planning single-handedly and must work with PCTs, which have played too small a role in the past. The new, larger PCTs are better placed to contribute to workforce planning and should ensure that they have enough people with the right skills to do so. As commissioners, PCTs must help SHAs to analyse future workforce demand and to ensure that service planning and workforce planning become integrated and complementary processes. As providers, PCTs must forecast the number and type of staff and the kind of training needed to support the move towards a more primary-care centred workforce and the shift of hospital services into the community.” (269)

As regards healthcare providers:

“Acute trusts and other provider organisations have an important role to play in workforce planning and development, particularly by collecting and sharing consistent and reliable workforce information with SHAs. Providers also have the main responsibility for two goals of the highest priority: increasing workforce productivity and improving the integration of workforce and financial planning. It is vital that there is consistent involvement of providers in workforce planning, regardless of whether they are NHS or non-NHS organisations, and irrespective of Foundation Trust status.” (275)

As regards other organisations, the comment about Skills for Health is of interest:

“As the Sector Skills Council for health, Skills for Health should play a central role in workforce planning. It has made good progress in writing and disseminating the 'competence frameworks' which will allow workforce planners to increase the flexibility of the workforce. Given the number of organisations involved with the planning process, however, there is a need for further clarity on where Skills for Health fits in, particularly as there is little evidence that this organisation has made a wider impact on workforce planning.” (271)

The relevant recommendation is:

“A number of other organisations have key roles to play in improving workforce planning. Many of these organisations are very new and it is important that they are given enough time to establish themselves before their performance is assessed In particular, we recommend that: 

· The NHS Workforce Review Team continue to improve the quality of analysis of national workforce trends and work with SHAs, individually and collectively, to improve analysis at regional level; and 

· The role of Skills for Health in the workforce planning system and the health service itself be clarified as there is little evidence that this organisations has yet made an impact on workforce planning beyond the production of competence frameworks.” 
(277 - part)
As regards the Department of Health, the recommendations are:
“The Department of Health must play a more consistent role in workforce planning. We welcome the Minister's acknowledgment that the Department should not micro-manage the planning system. Instead the Department should provide effective strategic information about, and oversight of, workforce planning and development. In particular, we recommend that the Department: 

· ensure that workforce planning is prioritised by SHAs and that SHAs employ capable Workforce Directors; 

· provide national information, for example about future funding levels, to form the basis of SHA decision-making; 

· issue guidance to Foundation Trusts to ensure that they play a full and consistent role in workforce planning; 
· ensure that future international recruitment is both ethical and better managed, taking account of the number of clinicians qualifying in the UK; and 

· improve its own ability to forecast the financial impact of workforce reforms and the staffing implications of all new policies, particularly following its consistent failure to cost new contracts accurately.” (286)
The final conclusions of the report include:

“To avoid the boom and bust of recent years and produce a workforce appropriate for the future, there has to be change. However, we do not support further restructuring. Persistent reorganisation has caused many of the current problems. It matters less which organisation does the job than that it is done well and taken seriously. Therefore, despite their failings to date, we recommend that workforce planning continue to be undertaken by SHAs.” (291)
“We propose one key change: workforce planning must become a priority for the health service. In practice, this means a number of straightforward but important improvements. SHAs must recruit as workforce planners people of the highest calibre and ensure that they are supported by staff with the appropriate skills. Most human resources staff do not have these skills. Others organisations, including trusts and the Department of Health, must improve the quality and accuracy of the information they produce on a range of matters, including workforce forecasts, productivity and the cost of new policies. Finally, the Department of Health must stop micromanaging. In addition to ensuring SHAs have information of a high quality, the Department should act in an oversight capacity ensuring that SHAs are giving workforce planning the priority its importance requires.” (292)
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