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‘LIBERATING THE NHS: DEVELOPING THE HEALTHCARE WORKFORCE’ – RESPONSE TO THE CONSULTATION FROM THE COUNCIL OF DEANS OF HEALTH’
The Council of Deans of Health is the representative voice of all UK university health faculties providing education and research for healthcare professionals. The Council plays an influential leadership role in improving health outcomes through its integral role in developing an expert health professional workforce and utilises its collective expertise to inform innovative educational practice and translational research. We have numerous strategic partnerships with key partners and opinion formers within the Department of Health and the health sector.
The Council of Deans of Health has, in addition to this consultation response, developed a position statement which provides a summary of our position on what we consider to be the top 10 core issues within the consultation document (attached at Annex A). Our response to the consultation questions should be read in conjunction with the position statement. On occasions our response has addressed more than one question at a time, when this has occurred we have listed all the relevant questions above 
1: Are these the right high-level objectives, If not, why not?

The Council of Deans of Health believe that the 5 high-level objectives provide a helpful and comprehensive summary of what a workable framework for education and training should look like going forward. In relation to the framework being responsive to patient needs and changing service models we believe that the framework should emphasise further the integral role that Higher Education Institutions (HEIs) can play in helping to shape the workforce of the future and the importance of taking a long-term view of workforce and education and training to ensure that we are able to meet the future care challenges and needs of patients.

The consultation rightly identifies the need for security of supply and value for money. The detail of the systems involved must fully reflect these objectives.. Whilst we support these concepts we have concerns about how they will be met and we have made a number of suggestions within the text as to how we might design a system that meets the objectives.
The objectives include the need to widen participation. We fully support this objective but would note that there does not appear to be any further references as to how this might be achieved.
2: Are these the right design principles? If not, why not?

The Council of Deans supports these broad design principles, although we would welcome clarification on the detail of some of them. We would, in particular, emphasise the importance of strong partnerships with universities and education providers. The new system offers a long-overdue opportunity to move away from the old fashioned provider/commissioner relationship and replace it with a mutually beneficial partnership. It is only through an effective partnership that the expertise of those in health and higher education can be utilised. Universities are co-producers with the NHS in education and developing the workforce; if they are integrated more closely into the healthcare system, they are better placed to share their unique insight into training the workforce.  We believe this partnership should also extend to any non-NHS provider of health services. 

We would also want to underline the importance of alignment with the wider system design for the commissioning and provision of services. This is an integral principle of the new system. Furthermore, we believe there should be an additional principle of ensuring appropriate integration with the approaches to planning and developing the public health and social care workforce. Unless there are clear links between the role of HEE and the Commissioning Board, as well as the relationship between local skills networks and GP consortia, then there is a risk that service commissioning will not consider the wider impact of education and workforce planning.
Finally, we would particularly support the need for an integrated and multi-professional approach to workforce planning and to education and training. If we are to move to a system that can deliver the type of care that is required over future decades, then we must ensure that all of the structures and systems that are put in place can uphold the core principle of multi-professionalism.  
3: In developing the new system, what are the key strengths of the existing arrangements that we need to build on?
In relation to funding, the existence of an MPET budget (albeit one that has not been ring-fenced by SHA’s) has ensured a security of supply in relation to health professional commissioning over the last 10 years. It will be important to ensure that the element of sustainability of funding reflected in the current arrangement can be reflected in future commissioning arrangements.  

Going forward it will be important to ‘lock in’ the knowledge and experience of those who are currently commissioning education and training. Previous House of Commons reports reflected on the lack of knowledge on education commissioning prior to SHA’s taking a leading role and this should not be lost going forward.

Excellent partnerships have also flourished between many SHA’s and HEI’s and any new system will need to ensure that similar partnerships can continue in the future but within a system that is less administrative and bureaucratic. 
4: What are the key opportunities in developing a new approach? 

The Council of Deans of Health sees the proposals as a unique opportunity to reshape the education and training of the future workforce to ensure that the NHS is able to achieve the best possible health outcomes for patients and service users.

We believe that if the current and future workforce is to fully respond to the complex challenges of twenty-first-century health care, then we must ensure that healthcare professionals are prepared with the professional values and intellectual and practical skills required for their roles in order to improve health outcomes for patients.
We also believe that the new approach offers the potential to move away from the unhelpful ‘medical’ and ‘non medical’ systems to deliver a truly multi-professional education system underpinned by a protected budget for education and training which can be responsive to local demand but which also enables national oversight. We would welcome this type of system but as we have set out in our position statement and in this response, the systems put in place will need to support the desired outcome of the consultation.

Crucially, there is also an opportunity to do away with the additional bureaucracy and duplication that exists in the current arrangements and to ensure that central funding can be concentrated on educating and training individuals rather than on administrative functions. 
5: Should all healthcare providers have a duty to consult patients, local communities, staff and commissioners of services about how they plan to develop the healthcare workforce?

Yes. An appropriate workforce is the foundation of an effective healthcare system; therefore, providers should consult patients, communities, staff and commissioners on workforce plans in the same way that they should consult those stakeholders on the nature of the services they provide. This principal must be reflected in the governance structure of the skills networks. However, we believe that HEI’s should also be consulted on future workforce plans as this will impact on their own provision and the development of the clinical academic workforce. We would therefore like to see this duty extended to include HEI’s.
6: Should healthcare providers have a duty to provide data about their current workforce?

Yes. Successful workforce planning is dependent upon reliable and comprehensive information. This will be particularly important for the medium-long term overview that HEE is being asked to provide in the future. Effective information flows are, in fact, as important as appropriate financial flows. In the Council of Deans experience, there are elements of good practice around workforce intelligence, and these must not be lost in transition. 
7: Should healthcare providers have a duty to provide data on their future workforce needs?

Yes – this will be imperative. In order to avoid a ‘boom and bust cycle’, workforce plans need to be future-proofed.  Universities have to plan and resource courses in advance, and only if providers provide sufficient data on their future workforce needs will there be accurate workforce planning. Moreover, healthcare students need to know that there will be jobs available to them at the end of their course, and so there needs to be sufficient forethought; again, this can only be achieved through sufficient clarity from providers on their future workforce needs.  It is essential that this requirement extends to any non-NHS providers of health services.  
8: Should healthcare providers have a duty to cooperate on planning the healthcare workforce and planning and providing professional education and training?

Yes. In order to avoid duplication, which wastes money, it is imperative that there is coherence across the commissioning of education and training. Providers should not plan their workforce in a vacuum, but rather with a view to the wider picture that will be required for HEE to function effectively. 

9: Are there other or different functions that healthcare providers working together would need to provide?
Healthcare providers must be accountable for the spending they receive for education and training and to ensure a level playing field (particularly in relation to commissioning of Continued Professional Development (CPD)) Healthcare providers should have responsibilities to set out in detail how they intend to allocate and spend any central education and training monies that they receive. We would recommend that local skills networks should publish details of how they have spent their education and training budget and be held accountable by HEE for ensuring that the budget is solely spent on education and training. 
We would particularly support flexibility for local provider skills networks to work in tandem with other local provider skills networks in commissioning education and training to avoid duplication.
10: Should all healthcare providers be expected to work within a local networking arrangement?

Yes, and we would recommend that there must be a degree of consistency across networks which reflects the emerging new providers. Under the current system, universities providing health-professional education work with one or two SHAs, each of which stipulates their own contract performance management arrangements and information requirements. Should a larger number of local skills networks be set up, each with their own approach, processes and requirements regarding education commissioning, universities would be face heavy burdens in terms of time and money. 
In a small but important aside, we have concerns about the term ‘local provider skills networks’: training the workforce does not merely involve teaching them a set of specific skills, but rather educating them and developing their underlying competency to meet national professional standards. 
11: Do these duties provide the right foundation for healthcare providers to take on greater ownership and responsibility for planning and developing the healthcare workforce?

These duties are necessary, but not entirely sufficient: there must be some form of prescription on the size and constitution of networks. The consultation states that ensuring value for money is a key objective. This will not be achieved if there is duplication between networks, which would result in universities having to form relationships with more networks than necessary. Duplication could be avoided if networks are similar in size and retain distinct geographical areas of operation. 
We would also advocate a further legal duty on providers to provide CPD for their employees. This is currently touched upon within the NHS Constitution and a similar duty on providers would underline the importance of CPD for both the existing and future workforce.

12: Are there other incentives and ways in which we could ensure that there is an appropriate degree of cooperation, coherence and consultation in the system?

The emphasis of the consultation is upon localism and freedom from central control and it is vital that workforce planning has sufficient input at a local level. However, we have concerns that there will not be a sufficient degree of cooperation, coherence and consultation unless HEE has sufficient authority to enforce such duties upon providers. It is also unclear what checks and balances will be in place to ensure that local skills networks avoid making vested decisions about workforce development given that their membership will consist of providers and this must be addressed in the response to the consultation.   
13: Are these the right functions that should be assigned to the Health Education England Board?
The Council of Deans of Health  would broadly welcome the functions set out for HEE, but would want further clarity as to the powers that HEE will have over local skills networks (see below). We also believe that HEE will need to be able to commission centrally certain types of education and training (for example, the commissioning of pre-registration courses for the smaller professions which is unlikely to be effective at a local provider skills network level) and have appropriate statutory powers over provider networks to ensure that the new system can operate effectively. 
The consultation document refers to HEE having a role in promoting high quality education and training that is responsive to the changing needs of patients and local communities and specifically that HEE would have a role in assuring of the quality of outcomes of education and training and reviewing curricula. It will be important that this role does not duplicate existing quality assurance mechanisms both within existing Universities and through the professional regulators of health professional education. In particular HEI’s should continue to have the freedom to use their own academic expertise to develop curricula based on the standards set by the professional regulators.
We also feel that there is an additional function that HEE could take forward to develop the existing and future clinical academic workforce. The next generation of nurses, midwives and allied health professionals will need the same standard of teaching support, research skills and expertise that the current generation enjoy from their academic support staff. However, the cuts to planned student numbers and the ageing academic workforce could lead to a shortage of teaching skills and evidence practice/research in the future. Universities will need a sufficient and stable clinical academic staff to allow them to create a sustainable future workforce. These issues must be addressed both in the consultation response and also form part of the initial agenda for HEE going forward if we are to ensure a sustainable clinical academic workforce and associated career structures and in particular to nurture leaders in the research and development workforce . 

14: How should the accountability framework between healthcare provider skills networks and HEE be developed?
The accountability framework between healthcare provider skills networks (LSNs) and HEE will be crucial. Given that local skills networks will receive extensive funding it is imperative that there are clear accountability arrangements between HEE and the networks. The proposed relationship between HEE and local skills networks is at present unclear. There could be a tension between the short-to-medium term priorities that LSNs would see as their responsibility and the medium-to-longer term perspective that HEE should take. If HEE is to have a medium-to-long term view of workforce planning (which we fully support) then there must be greater clarification over the powers that HEE will have over local skills networks. For example, if the 4,200 health visitor target was not being delivered through the local skill network commissioning plans, what powers would HEE have to ensure that this was delivered? The Council of Deans of Health would advocate a power of direction for HEE over local skills networks to ensure that wider workforce needs can be met.
15: How do we ensure the right checks and balances throughout all levels of the system?

16: How should the governance of HEE be established so that it has the confidence of the public, professions, healthcare providers, commissioners of services and higher education institutions?

HEE will only win the confidence of the professions, and those professionals within providers and higher education, if it represents them all. There is emphasis in the consultation on multi-professional education, and this must be manifest in the governance of HEE. The governance arrangements and structures of HEE should ensure equitable representation of all the professionals; to achieve this, HEE can build upon already existing expertise in the Nursing, Midwifery and Allied Health Professions Professional Advisory Bodies as well as Medical Education England both in its Board and in any sub groups that inform the Board. However HEE should look to ensure a new and multi-professional approach to considering workforce training and education issues particularly at board level and avoid issues only being addressed at uni-professional level. 
The public and commissioners will trust HEE if they see that it is governed by a range of experts in agreement. Crucial to this latter point would be the oversight of an independent chair. An independent chair would facilitate cross-professional agreement and guard against partisanship among the professions.     

It will also be imperative that there is  higher education representation on the board of HEE to ensure that the new multi-professional approach that is stressed in the document can become a reality. 
17: How do we ensure that the Centre for Workforce Intelligence is effective in improving the evidence base for workforce planning and supports both local healthcare providers and HEE?

There needs to be a clearer articulation of the relationship between the Centre for Workforce Intelligence and local workforce planning. HEE will only be able to inform the medium-long term multi-professional view of workforce need and demand if it has access to relevant real time data on workforce and education numbers and subsequent trends. That is why it is imperative that all providers should be under a duty to provide data on workforce issues.
The Professional Advisory Boards for nursing, midwifery and allied health professionals currently play an influential and important role in the provision of information and evidence to the Department of Health. This relationship could be replicated with the Centre for Workforce Intelligence, and even extended within the new HEE structures. A well-utilised information flow from the PABs to the Centre for Workforce Intelligence could certainly enhance the latter’s effectiveness. Similarly, the Centre for Workforce Intelligence should consult on its findings (as the DH routinely does) to ensure that data is interpreted correctly.
18: How should we ensure that sector-wide education and training plans are responsive to the strategic commissioning intentions of the NHS Commissioning Board?

It would seem sensible for the NHS Commissioning Board to have some level of representation on HEE, and indeed vice versa. The NHS Commissioning Board’s plans must be achievable from a workforce perspective, and HEE’s plans must be aligned with the strategic commissioning intentions of the NHS Commissioning Board.  
19: Who should have responsibility for enforcing the duties on providers in relation to consultation, the provision of workforce information, and cooperation in planning the workforce and in the planning of professional education and training?

HEE, providing it is sufficiently representative, would seem the most appropriate body to enforce such duties. HEE will have national oversight of education and training and so be best placed to ensure that providers are operating effectively within a wider context. It will be important therefore for HEE to have sufficient powers of direction over local providers skills networks to enforce these duties. 
20: What support should Skills for Health offer healthcare providers during transition? 

21: What is the role for a sector skills council in the new framework?
Clarity about the role of the Skills for health will be required within the new system.
Skills for Health could provide a supplementary role to the educational advice provided by HEIs, with their remit focusing on bands one to four of health professionals.    
22: How can the healthcare provider skills networks and HEE best secure clinical leadership locally and nationally?
It will be important to ensure that both HEE and local skills provider networks have representation from HEIs through their governance arrangements to ensure that clinical academic leadership is reflected in the decisions made by these bodies.

23: In developing the new system, what are the responsibilities that need to be in place for the development of leadership and management skills amongst professionals?
The system should continue to ensure that the development of leadership and management skills remains an integral part of education and training for health professionals within mandatory arrangements for CPD. 
24: Should HEE have responsibilities for the leadership development framework for managers as well as clinicians?
HEE should only have a further role if this would add value to the existing framework for developing leadership. For nursing, midwifery and allied health professionals, leadership development is a key element of existing courses.

26: How should Public Health England, and its partners in public health delivery, be integrated within the new framework for planning and developing the healthcare workforce?

Such integration is vital. For example, under the new arrangement, Health and Wellbeing Boards are to have a level of oversight over health visiting services, but it is providers who will be commissioning education and training. We must avoid a situation in which the expertise is located in one place and the commissioning of education and training in another. We would recommend that there is HEE representation on Public Health England and that local provider skills networks ensure that partners in public health delivery are represented within their networks and play an integral part in the commissioning of education and training.
27: Should Local Authorities become members of the healthcare provider skills network arrangements, including their associated responsibilities; and what funding mechanisms should be employed with regard to the public health workforce?

Yes. Given their future role in developing the public health workforce it will be vital that local authorities have representation on skills networks to ensure that the type of workforce which is required in the future can be delivered – particularly at the interface between health and social care. We would support a central (and protected) funding mechanism for the public health workforce to ensure that education and training is sufficiently funded. 
28: What are the key issues that need to be addressed to enable a strategic, provider-led and multi-professional approach to funding education and training, which drives excellence, equity and value for money?

Please see our answer to Question 30. 

29: What should be the scope for central investment through the Multi-
Professional Education and Training Budget?
Please see our answer to Question 30. 

30: How can we ensure funding streams do not act as a disincentive to innovation and are able to support changes in skill mix?
We have set out in Annex A the key issues that need to be addressed in any new system. 
We welcome the commitment to a separate funding stream for education and training which would be allocated directly by the Secretary of State to HEE. Since the ring-fence of the MPET budget has been removed, we have been concerned that not all of the central investment on education and training has actually been spent on education and training.  The Multi-Professional Education and Training Budget must live up to its name: there should be a principle of equitable funding in relation to future workforce commissioning rather than distinct and separate funding streams within the existing MPET. If there is to be funding for junior doctors’ salaries and postgraduate medical-education placements then, likewise, there should there be funding for non-medical education in areas such as preceptorships to deliver equity. 
Equally, there must be clarity on the funding for non-medical post-registration career pathways and HEIs need to be involved in the structuring of these pathways which, it should be noted, are separate and distinct from CPD. For example, diagnostic radiographers currently work in a variety of screening programmes such as breast, foetal anomaly/Downs and aortic aneurysm screening, where radiographers and sonographers play major parts; and bowel and physical examination of newborns, where they have roles in secondary screening procedures. The diagnostic radiographers involved in these screening programmes work across screening and symptomatic services. The funding for post-registration career pathways that allow diagnostic radiographers to take part in such programmes is currently provided by SHAs. We are very concerned that the funding for such programmes will be lost in transition. It is essential that the funding for non-medical post-registration pathways such as these is reflected in new multi-professional funding arrangements, just as the funding for the medical careers is equally protected and distinct from CPD funding.
The Council of Deans of Health has significant reservations about the proposal to make employers solely responsible for funding the CPD of their existing staff. CPD is a critical element of ensuring that the workforce can continue to develop to meet the health and social care challenges of the future. Higher education institutions already deliver cost-effective CPD, building on their high-quality research. Too often in the past it has been CPD budgets that are cut first and, given the current financial climate, there is a real risk to the development of the existing workforce. We would, therefore, recommend that CPD continues to be funded through the central education and training budget.
CPD must not become superficial and of a poor quality in response to wider short-term priorities. Moreover, funding for CPD needs to include the cost of releasing staff for development and training. We note the proposal to put new duties on any provider of NHS care and feel that these should be extended to ensure that there is a duty on providers to deliver CPD to its workforce (as mentioned in earlier questions). It will also be crucial that HEE has a role in monitoring and reviewing the continued professional development of existing staff as part of its remit. This will become increasingly important as revalidation requirements are prescribed by professional regulatory bodies. The NHS Commissioning Board will also need to ensure that there is sufficient funding to resource the ‘modernised’ health service during a five year period of rapid transition and transformation.
.  
31: How can we manage the transition to tariffs for clinical education and training in a way that provides stability, is fair and minimises the risks to providers?
Health Professional Education is already funded through a tariff arrangement (the Benchmark Price). We strongly welcome the commitment in the document to continuing the Benchmark Price as the funding mechanism for health professional education and the suggestion that this should be negotiated through HEE. However, the Benchmark Price must reflect the added costs that are incumbent on providers of healthcare professional education. Equally, consideration must also be given to the wider financial framework that Universities are operating within. Universities will be able to set fees of up to £9000 in the future and the impact of a fixed price tariff for health professional education within a differing funding environment for healthcare education must be taken into account in managing the transition arrangements, particularly as nursing midwifery and allied health professional courses are often up to 45-weeks long.

In relation to fairness, the transition to a placement fee tariff for all professions offers an opportunity to ensure that fairness is built into the new system of education and training. This principle must also apply to the funding of placements to ensure equitable funding for all healthcare professionals, and particularly those in the primary care setting. Equally, there is a need for far greater clarity about the future of placements arrangements. New-mechanisms funding and incentives structures for healthcare workforce employers need to be put in place which facilitate partnership working with HEIs. 
32: If tariffs are introduced, should the determination of the costs and tariffs for education and training be part of the same framework as service tariffs?
The potential costs of education and training are complex and require detailed analysis. The Council of Deans of Health recommends that the tariff arrangements for education and training should be separate to those that exist for service tariffs to ensure that the unique elements of education and training funding can be taken into account. 
33: Are there alternative ways to determine the education and training tariffs other than based on the average national cost?
34: Are there alternative ways to determine these costs other than by a detailed bottom-up costing exercise?

Yes. The current benchmark price agreement is based on an independent report commissioned by the Department of Health in order to review what price should be paid for non-medical education courses. We would recommend that a similar approach for reviewing the benchmark price is adopted by HEE and this could extend to other tariffs.
35: What is the appropriate pace to progress a levy?
We believe that the newly proposed system of education and training must be properly embedded before a levy is progressed.
36: Which organisations should be covered by the levy? Should it include healthcare providers that do not provide services to the NHS but deliver their services using staff trained by the public purse?
All organisations that provide healthcare services (be they NHS funded or non-NHS funded) should be covered by the proposed levy. However, a detailed cost analysis would need to be carried out as to the financial impact of setting a levy on non-NHS healthcare providers and the legal underpinning this would require to ensure sustainable funding flows for education and training going forward.
37: How should a levy be structured so that it gives the right incentives for investment in education and training in the public interest?
We believe that greater detail is required on the operation of the proposed levy before any decisions can be made on incentives. HEIs must be involved in discussions on financial arrangements and the levy as they are taken forward.
38: How can we introduce greater transparency in the short to medium term?
In the short term, local provider skills networks must be asked to publish how they spent their MPET allocation.

39: How can transition costs of the new system be minimised?
Ensuring value for money is a key objective for the new system. In order for this to be achieved, the Council of Deans of Health feels that there needs to be clearer statements in relation to the common duties, common responsibilities and common contracting arrangements among local skills networks. Currently, Universities that provide health professional education will be working closely with two or three SHAs, each of which have their own contract performance management arrangements and information requirements. The lack of prescription in relation to the shape and number of local skills networks means that there is a significant risk that a large number of local skills networks are set up, each with their own variable approach to education-and-training commissioning which could lead to a significant bureaucratic burden for HEIs and provider organisations. A reduction in the bureaucracy resulting from too much duplication in skills networks would save money and increase capacity during transition. Equally, there is a need for a more streamlined national contract management system (which could be agreed and rolled out by HEE) to ensure value for money. Any new contract mechanisms should also be reviewed to ensure that they do not increase the burden and deliver benefits rather than extra costs.

 A potential solution would be for HEE to have the statutory power to vary the Constitution and size of local skills networks to ensure that there is a degree of homogeny and consistency; this would be similar to the power the NHS Commissioning Board would have over commissioning consortia as laid out by the Health and Social Care Bill 2011. 

40: What are the key quality metrics for education and training?

Universities provide high quality and innovative education and we agree that quality must be a defining principal of the new system. However Health professional education courses are already regulated by the NMC, HPC and through Universities’ own Quality Assurance processes. We would not support the introduction of further quality metrics unless these were directly linked to contract management and had been discussed and agreed at national level in discussion with HEIs.
41: What are the challenges of transition?
It will be imperative that the new system is introduced carefully to ensure security of supply. The Council of Deans of Health is keen to work closely with other stakeholders to ensure that we have a system that can deliver the aims of the consultation and which ensures that we continue to deliver a high-quality workforce in the future. We must avoid the temptation to rush the detail because of the requirement to establish a replacement to SHA commissioning by April 2012, and we must ensure the delivery of a legally watertight system (including clarification of who would hold existing SHA-wide contracts in the future) that builds on the excellent partnerships that already exist between HEIs and NHS partners. Consideration must be given to the role that existing functions (such as the funding element of HEFCE) could play in ensuring that we manage the transition carefully and appropriately. Additionally further work will be required around establishing the legal status of local provider skills networks and decisions made on who can legally hold existing contracts that were previously held by SHAs.
Given the uncertainty surrounding the new system and how it will operate, it will be crucial that there is a sustainable and stable funding flow to HEIs delivering health professional education during the transitional period. Although it was recently announced that the MPET budget had increased by 2%, we are aware that pre-registration commissions in relation to nursing and the allied health professions have already been cut by around 10%. To ensure effective transition, we would strongly advocate that commissions for health professional-education pre-registration courses should not be reduced further over the next two-year commissioning cycles. This would ensure a more stable transition period for HEIs as local provider skills networks bed in.
42: What impact will the proposals have on staff who work in the current system?
It will be important that the education and training expertise (both at national and SHA level) is not lost in transition and that there can be an effective knowledge transfer to both HEE and local provider skills networks. 
43: What support might they need?

44: What support should the Centre for Workforce Intelligence provide to enable a smooth transition?

The Centre for Workforce Intelligence (CfWI) must be able to provide detailed data and information flows in relation to education and training to ensure that HEE can hit the ground running and that a long-term, multi-professional view can be established in relation to workforce and education demand going forward. It will be important that in the short term the CfWI is able to work with the PABs, MEE and other key stakeholder in developing information on the future workforce.  
45: Will these proposals meet these aims and develop a more diverse workforce?

Universities have an excellent record in championing diversity. We note and welcome the commitment to widening participation as one of the main objectives of the new education and training system but would welcome further detail in the Government’s response as to how this might become a reality. 

46: Do you think any groups or individuals will be advantaged or disadvantaged by these proposals or have greater difficulties than others in taking part in them? If so, what should be done to address these difficulties to remove the disadvantage?
As we have mentioned previously, it is vital that the proposals for a multi-professional approach education and training can be properly reflected in the systems that are set out within the new framework. If this does not occur then there is a danger that those wishing to receive education and training for non-medical education courses (who are for nursing and midwifery courses predominantly female) are placed at a disadvantage.

Should you have any further questions in relation to this consultation response please contact Matthew Hamilton on 0207 419 5521 (matthew.hamilton@cod-health.ac.uk).
Annex A
LIBERATING THE NHS: DEVELOPING THE HEALTHCARE WORKFORCE’ – COUNCIL OF DEANS OF HEALTH POSITION STATEMENT

The consultation document ‘Liberating the NHS: Developing the NHS Workforce’ offers a unique opportunity to reshape the education and training of the future workforce – the most valuable asset of the NHS - to ensure that the NHS is able to achieve the best possible health outcomes for patients and service users. 

The core objectives of the consultation to ensure security of supply, high quality education and training, responsiveness to patients needs, value for money and to widen participation offer a clear framework from which to move forward. However it will be crucial that the reality of the new system matches the aspirations of the consultation document.       

The Council of Deans of Health will be responding to the specific questions raised in the consultation document before the consultation deadline on 31 March. This position statement summarises, from the Council of Deans’ point of view, some of the core issues and principles which are considered imperative to developing a sustainable workforce education and training system for the future; it also offers some potential solutions. This position statement will be further developed to inform our final consultation response.

1. An education and training system based on partnership

The Council of Deans of Health believes that if the current and future workforce is to fully respond to the complex challenges of twenty-first-century health care, then we must ensure that healthcare professionals are prepared with the professional values and intellectual and practical skills required for their roles in order to improve health outcomes for patients.  The new system should offer an opportunity to move away from old fashioned provider/ commissioners relationships and move to new, mutually beneficial partnerships where the expertise of those in the health and higher-education sector can be fully utilised. Universities, alongside the NHS, are co-producers in designing, educating and developing the workforce. Universities must therefore continue to play an integral and leading part in the new system, working in co-production with NHS providers to co-design, deliver and develop an expert workforce that can meet the future care challenges and deliver high quality care for patients. A true partnership must be manifest in all elements of the new system, from the operation and constitution of Health Education England (HEE) to the mechanics of contracts and commissioning.  Equally this should extend to the commissioning of NHS services through consortia and the NHS Commissioning Board.  
2. Multi-professionalism must be a fundamental design principle for the new system

A multi-professional approach would enable greater consistency, understanding and flexibility across medical and non-medical boundaries to facilitate increased inter-professional learning and a more creative use of limited resources, and, importantly, enable a flexible and long-term view of workforce need as the nature of care changes. The realities of the new structures and systems must match the emphasis of the consultation in relation to multi-professional education. HEE must have brand new governance arrangements, structures and systems of work to ensure that there is equitable representation of all professions building on existing expertise in the Nursing and Allied Health Professions Professional Advisory Bodies (PABs) as well as Medical Education England. In particular there must not be token non-medical representation. We would support an independent Chair for HEE who is able to provide the oversight required for such a role, which will be crucial if HEE is to have national oversight of developing the entire health workforce. 
3. Reform existing funding structures to make them truly multi-professional

The consultation document indicates that the Multi-Professional Education and Training (MPET) budget should be confined to ‘funding education and training for the next generation of clinical staff only’. The Council of Deans of Health believes that we must ensure that the multi-professional approach envisaged in the document is truly reflected in the funding arrangements for MPET. This should be based around a principle of equitable funding related to future workforce commissioning needs rather than in distinct separate funding streams within the existing MPET. If HEE is to allocate funding for junior doctors salaries and postgraduate placements/training then this should also extend to non medical education in areas such as preceptorships. This principle must also apply to the equitable funding of placements to support equitable funding for all healthcare professionals, and particularly those in the primary care setting. 
Equally, there must be clarity on the funding for non-medical post-registration career pathways and HEIs need to be involved in the structuring of these pathways which, it should be noted, are separate and distinct from CPD. For example, Diagnostic radiographers currently work in a variety of screening programmes, such as breast, foetal anomaly/Downs and aortic aneurysm screening, where radiographers and sonographers play major parts; and bowel and physical examination of newborns, where they have roles in secondary screening procedures. The diagnostic radiographers involved in these screening programmes work across screening and symptomatic services. The funding for post-registration career pathways that allow diagnostic radiographers to take part in such programmes is currently provided by SHAs. We are very concerned that the funding for such programmes will be lost in transition. It is essential that the funding for non-medical post-registration pathways such as these is reflected in new multi-professional funding arrangements just as the funding for the medical careers is equally protected and distinct from CPD funding.
4. Ensure that continuing professional development (CPD) continues to be sustainably funded

The Council of Deans of Health has reservations about the proposal to make NHS foundation trusts solely responsible for funding the CPD of their existing staff. CPD is a critical element of ensuring that the workforce can continue to develop to meet the health and social care challenges of the future. Higher Education Institutions already deliver cost effective CPD, building on their high-quality research. Too often in the past it has been CPD budgets that are cut first and, given the current financial climate, there is a real risk to the development of the existing workforce. 
CPD must not become superficial and of a poor quality in response to wider short-term priorities. Moreover, funding for CPD needs to include the cost of releasing staff for development and training. We note the proposal to put new duties on any provider of NHS care and feel these should be extended to ensure that there is a duty on providers to deliver CPD to its workforce. It will also be crucial that HEE has a role in monitoring and reviewing the continued professional development of existing staff as part of its remit. This will become increasingly important as revalidation requirements are prescribed by professional regulatory bodies. The NHS Commissioning Board will also need to ensure that there is sufficient funding to resource the ‘modernised’ health service during a five year period of rapid transition and transformation.

5. Ensure value for money by avoiding duplication 

Ensuring value for money is a key objective for the new system. In order for this to be achieved, the Council of Deans of Health feels that there needs to be clearer statements in relation to the common duties, common responsibilities and common contracting arrangements among local skills networks. Currently, Universities that provide health professional education will be working closely with two or three SHAs, each of which have their own contract performance management arrangements and information requirements. The lack of prescription in relation to the shape and number of local skills networks means that there is a significant risk that a large number of local skills networks are set up, each with their own variable approach to education-and-training commissioning which could lead to a significant bureaucratic burden for HEIs and provider organisations. A reduction in the bureaucracy resulting from too much duplication in skills networks would save money and increase capacity.  A potential solution would be for HEE to have the statutory power to vary the Constitution and size of local skills networks to ensure that there is a degree of homogeny and consistency; this would be similar to the power the NHS Commissioning Board would have over commissioning consortia as laid out by the Health and Social Care Bill 2011. 

6. There must be a clearer relationship between HEE and local skills networks
The proposed relationship between HEE and local skills networks is at present unclear. There could be a tension between the short-to-medium term priorities that LSNs would see as their responsibility and the medium-to-longer term perspective that HEE should take. If HEE is to have a medium-to-long term view of workforce planning (which we fully support) then there must be greater clarification over the powers that HEE will have over local skills networks. For example, if the 4,200 health visitor target was not being delivered through the local skill network commissioning plans, what powers would HEE have to ensure that this was delivered? The Council of Deans of Health would advocate a power of direction for HEE over local skills networks to ensure that wider workforce needs can be met. HEE will need to exercise strong and consistent governance. There will also be a need for HEE to review the performance of local skills networks. 
7. Sufficient expertise in workforce planning underpinned by robust reliable information flows is vital.

The consultation questions does not address sufficiently the important question of how the necessary expertise in protecting capacity and capability to support evidence based commissioning and workforce planning will be ensured and what the relationship will be between the Centre for Workforce Intelligence, HEE and local workforce planning. A return to the poor workforce planning experienced in the 1990s, as highlighted by the House of Commons Health Select Committee Reports (2007), must be avoided.

Effective information flows are as important as appropriate financial flows. There are elements of good practice around workforce intelligence and its flow, and these must not be lost in transition.  The Professional Advisory Bodies for nursing, midwifery and the allied health professionals are already instrumental in providing information to the DH and these relationships should be considered further.

The role of the smaller professions is also vital and we should ensure that those professions are identified as soon as possible and commissioned nationally through HEE.
8. There needs to be a sustainable clinical academic and research workforce to develop the wider workforce. 

The next generation of nurses, midwives and allied health professionals will continue to need the same standard of teaching support, research skills and expertise that the current generation enjoy from their academic support staff. However, the cuts to planned student numbers and the ageing academic workforce could lead to a shortage of teaching skills and evidence practice/research in the future. Universities will need a sufficient and stable clinical academic staff to allow them to create a sustainable future workforce. These issues must be addressed both in the consultation response and also be part of the initial agenda for HEE going forward if we are to ensure a sustainable clinical academic workforce and associated career structures and in particular to nurture leaders in the research and development workforce . 

9. New funding arrangements must ensure security of supply in the future
We must move away from the boom and bust approach to workforce commissioning that has characterised recent times (and which is currently evident with non-medical commissions for 2011/12). If we are to ensure the principle of security of supply which underpins the consultation document then there must be a sustainable funding stream for education and training. We support the continuation of the principle of a bench mark price, and proposals for HEE to negotiate this price. This price must, however, be seen and considered within the context of the changes to fee setting in the wider higher education sector (post Browne) and the impact of this must be assessed within the Government response.   

In relation to the possible establishment of a levy to fund education and training in the future it will be vital that this is fully tested and modelled before being rolled out into the system. It will be vital within the new healthcare system that any levy can apply to any willing provider given the diversification of health provision that is envisaged in the future.

10. Transition arrangements will be crucial

It will be imperative that the new system is introduced carefully to ensure security of supply. The Council of Deans of health is keen to work closely with other stakeholders to ensure that we have a system that can deliver the aims of the consultation and which ensures that we continue to deliver a high-quality workforce in the future. We must avoid the temptation to rush the detail because of the requirement to establish a replacement to SHA commissioning by April 2012, and we must ensure the delivery of a legally watertight system (including clarification of who would hold existing SHA wide contracts in the future) that builds on the excellent partnerships that already exist between HEIs and NHS partners. Consideration must be given to the role that existing functions (such as the funding element of HEFCE) could play is ensuring that we manage the transition carefully and appropriately. 
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