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EXECUTIVE SUMMARY
1. The NHS Workforce Review Team (WRT) was commissioned by the Department of Health (DH) to run a pilot process in the transition towards the Centre for Workforce Intelligence (CfWI), to ensure a national level overview of the Strategic Health Authorities’ (SHA) five year Workforce Plans, being formally produced for the first time in 2009/10. WRT was tasked to focus on engagement with the SHAs to understand the processes being followed towards the production of their Plans and produce a national overview of the different approaches and progress towards their delivery. This report should be taken in the context of other pieces of work, including the Workforce Availability Policy and Planning Implementation Group (WAPPIG) task and finish group set up to tackle non-medical education commissioning levels in the current fiscal climate which will deal in detail with this year’s commissioning numbers.
2. Meetings with each of the SHAs were held in October and November 2009 to discuss: methodology and mechanisms for workforce planning utilised within each region; the process by which the SHA will form and test its workforce strategy; and the progress made so far. Regional responses to the recommendations given in WRT’s annual Assessment of Workforce Priorities (AWP) and to other national workforce directives were also discussed. These meetings also offered the SHAs an opportunity to publicise regional successes and initiatives that might prove more widely applicable – particularly those that support the guiding vision of the QIPP agenda.

3. Generally, discussion with the SHAs at these meetings was dominated by strategic and systemic issues within workforce and beyond, and discussion of workforce planning process focused on methodology. The key themes that emerged from WRT’s discussions with the SHAs are summarised within three broad areas:
· Regional workforce planning processes and architecture – the range of roles and responsibilities of NHS organisations within the different SHAs and their respective planning processes and cycles, as well as progress towards the integration of the different elements of workforce planning with each other and with other planning
· Planning in 2009/10 – the focus of planning efforts over 2009/10 and more specifically how the SHAs are dealing with the current financial climate and its impact on planning priorities and workforce strategy
· The Quality Productivity Challenge – how regional and local organisations are tackling the challenge of maintaining or improving the quality of care whilst achieving significantly increased productivity/efficiency savings
4. Although a great deal of work had been undertaken by the SHAs in setting up and implementing planning processes, at the time of the meetings none of the SHAs shared a full Workforce Plan and most anticipated publication in the Spring. Above all, this year’s pilot National Overview is to be regarded as a learning process and a springboard for further iterations. It is hoped that the lessons learned from this year’s experiences will help to facilitate the effective implementation of the process – and the timely engagement of key stakeholders within it – in the future.
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INTRODUCTION
5. In the Next Stage Review (NSR) report A High Quality Workforce it was stated that the 10 Strategic Health Authorities (SHAs) should: ‘combine PCT plans into a single regional plan and… develop integrated service and workforce plans for their region’ (Department of Health, June 2008). Once SHAs had produced their plans, it was envisaged that they would seek multiple perspectives from stakeholders including the proposed Centre for Workforce Intelligence (CfWI) and the emerging Professional Advisory Boards (PABs), to ensure that regional strategies were not only internally coherent, but would also support shared national objectives. 

6. In 2009/10, the Workforce Review Team (WRT) was asked by the Department of Health (DH) to run a pilot process in the transition towards the CfWI that would ensure a national level overview of the progress and content of the SHAs’ five year Workforce Plans, being produced for the first time in 2009/10. Following a workshop in July 2009 with representatives from DH, SHAs, PABs and WRT, it was agreed that WRT’s role this year would not be one of assurance or performance management; in the absence of the CfWI, WRT would instead focus on engagement with the SHAs to understand the processes being followed towards the production of their Workforce Plans and produce a national overview of the different approaches and progress towards their delivery. 

7. At the request of SHA representatives, WRT has also produced a context paper (reproduced at Appendix 1), in order to share a set of common assumptions with the SHAs before meeting with them individually. This paper was designed to highlight key contemporary workforce and policy drivers, but also to encourage SHAs to think about the longer term drivers for workforce strategy and planning. A further product, to follow this report after evaluation of this year’s process, will be a set of recommendations and lessons learned to inform any future iterations carried out by the CfWI.
8. WRT held meetings with each of the SHAs between October and November 2009. Objectives were to discuss the methodology and mechanisms for workforce planning utilised within each region, the process by which the SHA will form and test its workforce strategy, and the progress made so far. In recognition of WRT’s continuing role as the national authority on healthcare workforce issues, regional responses to the recommendations given in our annual Assessment of Workforce Priorities
 (AWP) and to other national workforce directives were also discussed. These meetings also offered the SHAs an opportunity to publicise regional successes and initiatives that might prove more widely applicable – particularly those that support the guiding vision of the Quality, Innovation, Productivity and Prevention (QIPP) agenda.
9. The content of this report should be viewed in the knowledge that 2009/10 has been an exceptional year for workforce planning and for the NHS as a whole. This year’s National Overview of SHA Plans has undoubtedly been a learning experience first and foremost, reflecting a system-wide drive to push up quality of care following the NSR and the adjustment to the current fiscal climate. At the time discussions were held with SHAs during this process, the Operating Framework for 2010 was not yet available and, perhaps inevitably, discussions were focused on wide strategic and systemic issues, rather than on specific professional or detailed numerical matters. This report should also be taken in the context of other pieces of work, especially the Workforce Availability Policy and Programme Implementation Group (WAPPIG) task and finish group set up to tackle non-medical education commissioning levels in the current fiscal climate which will deal in detail with this year’s commissioning numbers.

10. Above all, this year’s pilot National Overview is to be regarded as a learning process and a springboard for further iterations. It is hoped that the lessons from this year’s experiences will help to facilitate the effective implementation of the process – and the timely engagement of key stakeholders within it – in the future.

REGIONAL WORKFORCE PLANNING PROCESSES AND ARCHITECTURE
11. The timing of the National Overview process, particularly with regard to the meetings with the SHAs (all of which took place between the beginning of October and the end of November 2009) has had a significant impact on the information collected and, accordingly, on the content of this report. At the time these meetings were held, although all the SHAs had undertaken lots of work in setting up and implementing planning processes, none of the SHAs was in a position to share full five year strategies and most expected significant development in the New Year. As medium to long term plans, this is not necessarily a problem, although any future iteration of this process will need to explore carefully what timetable is suitable in light of its agreed objectives. 

12. A noticeable trend within these meetings was the extent to which discussion of wider systemic challenges took priority ahead of, for example, issues within single professions or care areas. This has resulted in some useful practical material around the different approaches and processes within regional workforce planning, and also in some key messages which reflect wider issues beyond workforce planning, but which have a significant bearing on workforce strategy and are therefore equally worthy of record and consideration. 

Roles and responsibilities

13. Unsurprisingly, given that this is the first year that SHA Workforce Plans have been formally required, there are high levels of variation between the SHAs in planned process, format and content, as well as around expectations about the relative roles of the different commissioner and provider organisations. The widespread implementation of the principle of subsidiarity within NHS workforce planning has meant a significant amount of resource has been successfully allocated to the bedding in of an increasingly devolved system. 
14. There has been a trend among the SHAs to include service commissioners more overtly in the regional planning process this year, however the degree to which this has been successful in practice has varied. Challenges reported by the SHAs around this area have been a mixture of the philosophical and (more frequently) the practical. It was reported in consultation with the SHAs that not all NHS organisations have a clear understanding of the respective and relative responsibilities of different agents in the workforce planning system. One SHA reported that its efforts to collect data on the primary care workforce had been hampered by PCTs’ lack of understanding around the importance of SHAs holding workforce data. Concerns over the capacity and capability of PCTs and the existence of appropriate mechanisms to collect and analyse data were raised by several SHAs. In addition, the limited participation of foundation trusts (FTs) on the provider side caused significant issues in some regions (particularly those with a high proportion of FTs). These capability and systems gaps have limited the extent to which PCTs have been able to play their proposed part in redesigned regional processes.
15. In practice, responsibility for workforce planning in several regions has been shared with various sub-SHA level groups, which provide an additional layer of activity and assurance between the SHA and its PCTs. Most regions have been subdivided into between four and six areas (usually defined by county boundaries or similar) for the collation of local workforce data, including the identification of priority areas. These sub-regional or sector groups were reported to be very useful by the SHAs – particularly in setting an area for the implementation of programmes such as QIPP, where local economies could be engaged more effectively.
National links

16. Part of the National Overview process was to question to what extent the national picture was considered in the formulation of SHA Workforce Plans, both in terms of workforce and overarching policy, and particularly in light of the considerable regional efficiency savings which SHAs are expected to achieve in the following years. SHAs were asked what mechanisms they had in place to achieve appropriate national input and where this information came from.
17. Several of the SHAs commented that they rely on WRT for the national workforce picture and that they will be looking for similar support from the CfWI. As part of an individual Service Level Agreement (SLA) held with WRT, one SHA sends these plans to WRT to cross-check and comment on before negotiating the new commissioning numbers with higher education institutions (HEIs). Many of the SHAs use WRT’s annual AWP and other engagement opportunities as a comparator for their commissioning plans, and where regional plans deviate from the national direction they provide a rationale for the difference. Divergence from national recommendations can be due to a range of factors including varying
demographic needs or alternative mitigating strategies.  

18. Although the importance of a national overview was recognised – particularly in the case of smaller specialities and professions – SHAs cited areas where their experience has differed from the national picture and voiced concerns about how local health economies could/should be managed or grown when the national balance is based on regional commitments. SHAs are developing their thinking around the potential tensions between their contribution to national policy delivery and perspectives, the need to implement policy in a devolved system, and a local health economy focus. A commonly cited example in this area was the identification of the midwifery workforce as a priority for expansion largely in response to rising demand and quality measures; SHAs in fact proposed a number of different approaches towards tackling the issues associated with the maternity workforce as they were manifested locally. Some focused on developing support roles, eg maternity support workers or obstetric theatre support workers, to find skill mix solutions to free up midwife time. Others highlighted geographical inequalities in recruitment as a particular frustration, where already under-staffed areas were losing newly-qualified maternity services staff to other regions, so that the focus was needed on improving recruitment, retention and attrition rates, rather than on increased training numbers. This type of local variation is to be expected, and comprehension of and responsiveness to priorities at different levels is an essential part of the local/national dialogue.
Planning cycles
19. Within the National Overview process, WRT looked at the processes by which the different SHAs form and test workforce strategies, and how their planning cycles compare to each other, and to other planning and recruitment calendars (eg medical, HEI). It is important to note that the information below is based on feedback given at the SHA meetings and supporting documentation provided by the SHAs for the purpose of this report. Many of the SHAs are at the point of redesigning or embedding new workforce planning processes, both regionally and locally, and the cycles described below are likely to evolve. This is to be expected as the recommendations set out in the NSR are implemented. 
20. Of the 10 SHAs, eight are operating on a 12 month planning cycle for producing their workforce and education and training commissioning plans; two have recently engaged the same management consultancy to help them to redesign their planning processes and both are now in the initial stages of switching to a 17 month process (meaning that there is a crossover between the beginning and end of two workforce planning cycles in any given year). Although the majority are operating on a 12 month cycle, there is a wide range of start and finish dates scattered throughout the calendar year. This is due in part to different views on where and with whom the cycle begins; as these are iterative processes, however, in most cases the start point is arbitrary. 
21. There are some constraints on SHA process as a result of external timetables, in particular those set by education providers, which ensure that there is a level of consistency across regional planning cycles. The majority of SHAs look to make their high level commissioning decisions around September/October, in order to confirm outline plans and begin contract negotiations with HEIs in November/December. Final, non-medical education commissions are generally agreed early in the New Year, in January or February. 
22. The commissioning of medical specialties is generally less well accounted for, due in part to its national focus and to the complexity and length of its planning and recruitment processes – a single cycle of which can run across three financial years end to end and overlap with other iterations. Only one SHA made overt reference to following a different timetable within its planning cycle with regard to commissioning medical specialty training posts; this included consultation with WRT, agreement of training numbers with the medical programme board, and deanery and trust recruitment to specialty training.
23. In terms of national level input, SHA process is necessarily dependent to some degree on external considerations. For example the publication of WRT’s AWP – a draft version of which has historically been produced in May, followed by a consultation period in which the SHAs are actively engaged, with final publication in September/October. Most SHAs also overtly factor in the potential for alterations to workforce and commissioning plans following the publication of the annual NHS Operating Framework. 

24. Key parts of the SHA planning cycle, identified by every (or nearly every) SHA, include:

· SHA guidance, eg:
· Strategic planning guidance for providers, setting out context and priorities at national, regional and county levels.
· SHA level workforce modelling and identification of regional risk areas.
· Provider workforce plans, eg:

· Bottom-up production of local operating plans from NHS providers and PCT commissioners which are then collated by county-based workforce teams.
· Provision of trust workforce planning baseline and predicted demand.
· PCT (commissioners) plans/assurance, eg

· Refresh of PCT strategic commissioning plans in light of national picture, and SHA supply/demand gap analysis and assumptions.
· Review and affordability check of workforce planning templates completed by provider organisations.
· Sub-SHA level plans/assurance, eg:

· County level plans produced by local health community workforce teams based on local operating plans of providers and commissioners.
· Aggregation and testing of provider plans at geographical sector level and development of high level education commissioning proposals.
· Wider stakeholder engagement, eg:

· Testing of sub-SHA level workforce plans with clinical networks and reference groups set up as part of the NSR.
· PCT (commissioner)-led health community strategic workforce forums, involving representatives from all organisations in the local health community to review and discuss workforce risks and plans following SHA evaluation.
Integrated planning

25. The recent King’s Fund paper, NHS Workforce Planning: Limitations and Possibilities,
 restates the three principal objectives put forward for the workforce planning system as a whole in the Health Select Committee’s 2007 report
: 

· Improving the integration of workforce planning with service and financial planning

· Improving the integration of planning for the NHS and non-NHS healthcare workforce

· Improving the integration of medical and non-medical workforce planning

26. The Operating Framework 2010/11 also stated the DH’s belief that some of the most significant cost efficiencies lie at the interfaces between organisations and highlighted the need for ‘local clinicians and managers [to work] together across boundaries to spot the opportunities and manage the change’.
 Although the SHAs are clear in their commitment to these objectives of integrated planning and practice, it is not always clear how much progress has been possible in actuality. 
Workforce, service and finance

27. There has been a demonstrable increase in awareness of the interplay of assumptions and planning between workforce, service and finance – particularly in the current fiscal climate. Increasing demand for services, based on a range of demographic and other socioeconomic factors, has historically been met by increasing supply levels, but SHAs are aware that it is unrealistic to plan for overall workforce growth in the current financial climate. In the second section of this report ‘Planning focus in 2009/10’, there is more detailed discussion of the ways in which the SHAs are addressing the current economic climate and the impact that potential future financial scenarios could have on their workforce planning.
28. Recently prioritised by the Next Stage Review (NSR), the SHAs are tackling the issues of planning the healthcare workforce by pathway in an effort towards further aligning workforce planning with the realities of service delivery and the patient experience. The continued blurring of professional boundaries, as staff work together in multidisciplinary teams to improve the efficiency and quality of care for the individual patient has meant that traditional supply-based workforce planning has faced criticism for operating in “professional silos” and thus failing to align with service need. Pathway-based planning forms a key part of the NSR vision of an NHS delivering integrated services and personalised care, moving from high quality care in some aspects to high quality in all.

29. The SHAs have all committed to the adoption of a pathway-based approach to service planning and commissioning, and the majority are working across some form of the eight areas of care identified in the NSR: staying healthy, maternity and newborn care, children’s health, acute care, planned care, mental health, long-term conditions, and end-of-life care. These are variously supplemented by additional patient pathways areas, including dementia, learning disabilities, diabetes, COPD, cancer and stroke. Some of the SHAs have continued to host groups focused on the care areas which were set up during the NSR and these have proved useful in some cases, for example with the engagement of local health communities including clinicians and patients (although neither the roles nor the membership of these groups are consistent across the SHAs). Despite SHA commitment, however, there continue to be practical challenges in translating workforce strategy into planning practice. Planning by pathway often includes a requirement to transcend organisational and, at times, sector boundaries. Even within the NHS, the translation of staff groups to care areas or pathways remains a complex task and commissioning continues to be done on a professional basis.
NHS and non-NHS

30. All SHAs build a component into their commissioning plans to account for non-NHS workforce demand. However, to different degrees, all SHAs reported challenges in getting workforce data and planning information from organisations outside the NHS – variously including social care, independent sector (IS), voluntary and third sector. The absence of detailed data from outside the NHS means that the exactitude with which assumptions about non-NHS service provision can be calculated is affected. The extent to which FTs collaborate with SHAs in sharing information for the planning process also varies significantly and is a potential inhibitor in developing top-down/bottom-up planning cohesion. Several SHAs requested a steer on this issue, as they are uncertain what levers or incentives there are to improve FT participation in regional planning.
31. Different mitigating strategies had been employed by some SHAs to reduce the incidence and impact of these challenges. Several SHAs reported separate initiatives going on in particular areas where the level of non-NHS demand is particularly significant, eg pharmacy, or where a particular agenda cuts across sector boundaries, eg work with local authorities and other partners around the safeguarding agenda in children’s services. Representatives from non-NHS organisations, particularly from local government and social care, were invited to sit on sub-SHA level groups to ensure that strategic input is assured, even if numerical detail is not. One SHA stated that its data for nursing home staff is given by Skills for Care (SfC), but noted that this is only given on request. 
32. An alternative approach was to focus on understanding the outflows from the NHS rather than the detail of demand from outside. As there is little evidence that these outflows are changing, this allows for more accurate workforce planning by allowing a level of demand for non-NHS provision to be built into planning assumptions without the need for detailed data from other organisations.
33. Health Innovation and Education Clusters (HIECs) are in an early stage of development and their contribution to the planning process is limited at this stage. However, their potential as another mechanism for ensuring collaborative working with non-NHS partners is likely to be significant in the future.
Medical and non-medical

34. The level of integration between medical and non-medical planning is variable and is dependent to an extent on the relationships enjoyed by each SHA individually with the postgraduate deaneries in their patch. One SHA highlighted the benefits arising from senior members of the SHA workforce team working across the SHA and postgraduate deanery, which enables their plans to be explicitly and intimately linked. This arrangement has yielded obvious benefits in terms of the sharing of knowledge about the medical and non-medical workforce, and is an approach which other SHAs may consider as they all seek to move towards the desired goal of a more integrated approach.
35. There are some shared national issues around the medical workforce, which most of the SHAs are aware of but would want to develop further clarity about their role in addressing. Generally, the SHAs have a stronger understanding of non-medical workforce issues and priorities than they do on the medical side, which is traditionally the domain of the postgraduate deans. SHAs are seeking to address this; WRT has worked with one region recently to assist in the process of improving SHA understanding of medical workforce priorities in their region and to increase their general awareness of medical training and its complexities. The focus of the report was to help the SHA to maximise the use of the Medical and Dental Education Levy (MaDEL) within the Multi Professional Education and Training (MPET) levy and to jointly identify where efficiency savings could be made.
36. A priority within the medical workforce is to have 50% of foundation programme graduates entering general practitioner (GP) training, in order to achieve national figures of around 3,000 training places in 2010. Eight of the SHAs highlighted concerns around the supply of the GP workforce, but many regions have difficulties filling their training places at current rates, so an increase in training places is hard to justify on a regional basis. Several were particularly concerned about the knock-on effect of increasing GP training places on their ability to increase commissions for other specialities that were a priority locally. One SHA, however, noted that they had capacity to train additional numbers but that they were forecasting an oversupply in their region due to migration in from other areas; the SHA was prepared to train more GPs that could then be employed in other regions, but was unsure either whether DH would be prepared to fund this or whether this strategy would work given increasing evidence that individuals are most likely to want to stay where they train.
37. One mechanism to support the continuing shift of services into primary care is to decommission medical training places in hospitals and move them into primary care settings in order to increase trainees’ exposure and experience. However, as these are service posts (needed to deliver services which will remain in secondary care for some time whilst training up the workforce needed to deliver these services in primary care), secondary care organisations will then need to increase their capacity through other routes – potentially through recruiting additional staff and thus taking them back out of primary care. The funding of the posts to be moved will also need to be managed in accordance with service need. Due to the length of the specialty recruitment cycle, a minimum of 14 months’ lead time after the completion of medical workforce plans is needed before posts can be decommissioned, in order to allow the service and postgraduate deaneries to plan training effectively, without compromising service delivery.

38. Anecdotally, there is an additional national issue relating to compliance with the Working Time Directive (WTD). Although there are very few issues remaining around non-compliant rotas, it appears that doctors staffing theoretically compliant rotas are not always working in a WTD compliant way. This is thought to be a particular challenge in emergency medicine, paediatrics and obstetrics and gynaecology, but solid data on this is not available. This is an area in which the experience and advice of the relevant PABs could particularly add value. 
PLANNING IN 2009/10
39. As in every other sector of public life at this time, there is a definite need within the NHS (and healthcare more widely) for a strategic focus on the challenges of the financial situation – a need that will continue for at least the next two spending review cycles. The King’s Fund report How Cold Will It Be? suggests that the NHS and its recent leaders will be unused to a climate in which budgets are not subject to real terms growth year on year, growth that has been significantly above average over the last 10 years – ‘years of unprecedented plenty’.
 DH, in line with other central Government bodies, has delivered instructions on their expectations of decision-makers throughout the system in both the short and medium term via publications like the Operating Framework for the NHS in England 2010/11 and Andy Burnham’s NHS 2010 – 2015: from good to great.
 

40. At the time of WRT’s meetings with the SHAs, however, neither of the above reports had been published. The prioritisation of the Quality, Innovation, Productivity and Prevention (QIPP) agenda and that of the more direct Quality Productivity Challenge, did not occur until after most PCT strategies had already been developed. The contemporary absence of any centrally-defined financial assumptions in terms of budgeting restrictions to be placed on the SHAs in the years ahead and what reductions will be required, has resulted in further uncertainty in terms of setting priorities and planning the workforce commissioning and development needed to deliver these. Some SHAs suggested that the negotiation of contracts with education providers, an area where there is significant potential to achieve ongoing financial savings, could be delayed if SHAs continued to wait for a further steer nationally. During meetings with WRT, many of the SHAs communicated that the absence of a clear central steer with regard to financial assumptions and workforce and system priorities was stalling or introducing additional uncertainty into regional and local planning and decision-making processes. 

41. Variation between the SHAs’ expectations with regard to future financing at the time of these meetings was marked, with the anticipated cost savings ranging from 3% to 20% – timescales varied (over the next one to three years) as did the extent to which SHAs expected to make these savings directly from workforce reductions. Several SHAs have done modelling around the workforce changes needed to match the different financial scenarios. One SHA has used the King’s Fund tepid, cold, arctic scenarios
 and converted the necessary cost savings in each scenario into hypothetical job numbers, ie £1 – 1.5bn to be saved over three years from 2010/11; if workforce is assumed to cover 60% of the necessary cost savings, this equates to 4,700 FTEs pa for the next three years or 16% savings in every organisation within the region. These figures are subject to constant review, however, and WRT is aware that most – if not all – of the SHAs have altered their assumptions since these meetings. One SHA had initially planned for no change, 2%, 5% and 10% cuts as different scenarios of staff reduction; these have now been increased to 5%, 10%, 15%. It was apparent that, based on assumptions of what could realistically be achieved through productivity improvement, reductions of more than 5% would only be possible when certain services are cut; cutting services was not within the SHA’s strategy, but they needed to model the 10 and 15% to gain a better understanding of these scenarios. Increased involvement of commissioners/providers this year has ensured that their views are considered, but the extent to which they have been engaged in this side of SHA planning has varied considerably. In the preceding example, it was the providers/commissioners themselves who looked at the 15% reduction not the SHA, but in another region the SHA had to return PCT plans for overarching review as they needed significant readjustment in line with finance and strategic plans. Several SHAs commented on the variation in levels of understanding in different parts of the system.

42. There was a commitment from several of the SHAs to seek savings through workforce costs rather than through skill mix or workforce reconfiguration. In practice, this means leading initiatives tackling costs incurred through, for example, high rates of staff turnover, sickness, absence, etc and their knock-on effects, eg increased use of agency staff. 
43. The areas in which an approach focused on reducing workforce costs is particularly salient are those in which staff shortages are not identified as a problem and yet the workforce remains a priority, eg operating department practitioners (ODPs). ODPs were identified in the AWP as a national workforce priority and highlighted as a workforce challenge by several SHAs individually. Despite appearing on the Government’s shortage occupation list, as recommended by the Migration Advisory Committee (MAC), WRT’s work indicates that the number of practicing ODPs nationally is broadly equal to service demand. Although many NHS organisations report difficulties filling substantive vacancies, intelligence indicates this is because many ODPs leave the NHS mid-career and continue to work through agencies at an exponentially higher cost for NHS employers. The reasons behind this trend, eg higher rates of pay, improved flexibility and other terms and conditions offered by agencies, and a perceived lack of opportunities for career progression, are the areas for investigation and action. As defined by the principle of subsidiarity, regional and local systems must take care that such opportunities for more effective workforce strategy and potential cost efficiencies are tackled at the right level. For example, in the case of ODPs, WRT has recommended that employers take the lead, developing career pathways and promoting the attractiveness of NHS terms and conditions, but the SHAs are unsure what they should recommend until further clarity is offered on the DH view of the national move to a graduate-entry profession (generally met with scepticism at regional and local level). Some SHAs are circumventing ODP employment issues through innovative solutions including role replacement, eg using surgical assistants or up-skilling assistant practitioners (using NVQs under apprenticeships) instead of ODPs.
44. SHAs’ planning – and funding – is expected to commission (at regional level) the education, training and development of the current and future healthcare workforce, to ensure the highest possible quality services delivered in the most efficient way. A key question for the SHAs is where to focus their resources, in terms of both effort and cost, given ongoing financial constraints and overarching expectations around productivity savings. At the time of the National Overview meetings, there was still some uncertainty as to what impact possible future directives from the centre, eg the role and number of health visitors, or the results of existing programmes of work, eg Modernising Scientific Careers, might have on these decisions. The tightening fiscal climate has necessitated a prioritisation activity which has in many instances set up tensions between short and long term objectives and achievements, current and future workforce needs, and training and recruitment. The SHAs, and alongside them the PCTs and trusts, need to deliver measurable savings year on year whilst ensuring that the workforce remains sustainable beyond the end of each financial year. It is perhaps not unexpected that some traditionally challenging areas – the most commonly cited example being public health initiatives – are vulnerable to falling down the agenda in favour of “quick wins”, despite their potential to support long term health improvements and associated cost savings.

45. The Operating Framework 2010/11 is clear in instructing NHS organisations to avoid ‘rash, short term decisions’; whilst challenged to ‘reduce overheads and management costs’, it was clarified that the ‘quality and productivity gains [needed] cannot be made by cutting how much we currently do or how many we employ’.
 Whilst ensuring best value for money will continue to be central to investment decisions, decisions must be made in the context of the sustainability of the measures put in place to meet the current financial challenges. It will be the collective responsibility of SHAs, commissioners and providers to ‘critically assess the shape and scale of the affordable workforce in the context of QIPP and to work in partnership to develop strategies for managing development, redeployment and new workforce models across localities’
. 
46. Most SHAs have highlighted some “spend to save” areas that have been flagged for increased investment now in order to facilitate long term service stability or improvement. For example critical care nursing, highlighted as a local priority by one SHA, is being addressed by increasing training capacity through a new programme of critical care training which commenced in September 2009. The pharmacy workforce was highlighted as an area for growth by more than half of the SHAs and was also identified as a national priority in the AWP (some pharmacy staff groups are included on the shortage occupation list). The main workforce pressures reported include low staffing levels, high vacancy rates and increasing workload, all of which are making it difficult to attract high quality staff into the NHS and a shortage of tutors, mentors and assessors in the workplace to aid staff development. Part of the mitigating strategy for tackling these issues is a planned expansion of pre-registration training places alongside other initiatives to improve recruitment and retention. It is of note that these strategies are not likely to count towards the directive later identified in the Operating Framework 2010/11 to ensure that 2% of aggregate funding should be committed non-recurrently, as they are generally focused on programmes lasting longer than a single year.
47. Some priority workforce issues have been identified as due in part to extra-SHA factors and/or requiring national or cross-regional working to ensure their mitigation. This is usually due to a need for national workforce planning and/or cross-regional workforce flows. Some smaller specialities and professions, trained in a limited number of places (due to the small size and/or degree of specialism of the workforce), require national planning to ensure a sufficient supply for the country as a whole is maintained. Accordingly, it is becoming increasingly important to SHAs, not only that the relative training burden for these staff groups is recognised financially, but also that there is an improved flow of intelligence from other regions with regard to workforce demand. Following feedback from the commissioning SHA, WRT has agreed to run projects around prosthetists and orthotists and orthoptists in early 2010, and this is an area in which the CfWI will continue to add value in the future. One SHA commented that local workforce solutions based on cultivating medical specialties were constrained by the regional inequalities resulting from national planning based on a small number of training institutions. 
48. As overall growth in medical training ceases, the geographical and specialty balance becomes even more important. The initial results of some recent work around medical workforce migration that WRT has undertaken with one SHA appear to support the evidence base which indicates that the majority of people stay where they are trained. In order to facilitate effective workforce planning, highly specialised clinicians should be made aware early in their training that the limited number of substantive posts in any given location will require them to be more mobile. 
49. It is possible to track individuals’ progress within the medical workforce (due to long training times and early registration with the General Medical Council), however modelling cross-regional flows within the non-medical workforce is more complex. Several SHAs commented that they would benefit from a more detailed understanding of workforce flows around the country. Additional challenges are faced where there is a national workforce shortage, when areas which are traditionally hard to recruit to (usually those that are rural or deprived) are particularly hard hit. Notably, some professions identified by several SHAs as facing shortages regionally, eg ODPs, diagnostic radiographers, are not seen as priorities in other regions where they would have the capacity to train more if needed and – crucially – funded. 

50. One lever for managing these issues could be the reallocation of the Multi Professional Education and Training (MPET) budget. Several SHAs stated that more thorough examination of cross-regional movement should enable funding to be allocated on a more strategic basis to enable a more even distribution of training places across the country (given statistical and anecdotal evidence that staff largely remain where they train). Barriers to this approach were also raised, eg the difficulty of negotiating with HEIs to offer training courses to small cohorts. This is in parallel to the difficulty of any redistribution of MADEL, where objectives surrounding long term service need must be balanced in the short term by the lack of availability of training capacity – both in terms of the environment and the senior staff – outside of current training centres. In addition, student expectations and preferences must be considered, and trainees won’t necessarily follow the geographical redistribution of the training. One related funding area which could be considered for redistribution is the Service Increment for Training (SIFT) budget, which covers the costs associated with training medical school students during pre-registration clinical placements; rather than being distributed in relation to actual numbers of students, it instead follows historical patterns.


THE QUALITY PRODUCTIVITY CHALLENGE
51. The alignment of the vision of ‘high quality care for all’ with that of an increased focus on innovative solutions and improved productivity and illness prevention measures, was championed in the QIPP agenda, and these two defining principles must be considered in planning and designing the future workforce. The 2009/10 Operating Framework required substantial efficiency gains across NHS organisations
 and stressed workforce strategy a priority for commissioners when considering their health economy as a whole.
 The Government further pledged that ‘Labour will cut costs, cut inefficiencies, cut unnecessary programmes and cut lower priority budgets’,
 whilst maintaining frontline services. David Nicholson’s foreword to the 2010/11 Operating Framework pointed out the need to view the year not only as the final year of economic growth, but to recognise its status as the first year of the five year strategy outlined in NHS 2010 – 2015: from good to great. Preventative, people-centred, productive.

52. There was a wide variety of productivity metrics being used by the SHAs to assess and record productivity, in order to benchmark and measure improvement in performance and outcomes. A range of productivity indicators across areas including finance, workforce, activity, quality of care and patient safety were being used to benchmark and compare trusts, but, broadly speaking, measurement was of staff numbers versus activity versus cost, reflecting general improvements in the integration of workforce planning with finance and service. There was some variation as to where the responsibility for benchmarking trust performance fell between the SHAs and PCTs, but trust productivity was being measured through, for example, sickness/absence rates, staff turnover, agency use, referrals, mortality rates, health care associated infections (HCAIs), etc. The extent to which productivity information was formally recorded also varied between regions and it was unclear in some cases what this information could/would be used for. One SHA, in which trusts submit monthly reports to the SHA detailing a variety of productivity indicators, discussed its attempts to involve trusts at board level to encourage the view that workforce planning and QIPP are vitally important – particularly in light of the current economic climate; they focused on promoting the importance of metrics to ensure that data can be turned into information, which in turn becomes knowledge that can be used to progress change.
53. The need to deliver the service the public expects in a cost-effective fashion has come to be known as the Quality Productivity Challenge (QPC). Discussion with the SHAs around the focus of their efforts pointed towards organisations trying to find more efficient ways to deliver current services rather than expecting current staff to deliver current services more efficiently. For example, one SHA reported back on the recent centralisation of local acute services via service reconfiguration between three hospital sites and the development of a new Acute Admissions Unit (AAU). The largest in the country, the AAU provides an innovative way of managing the assessment and admission of acute patients, ensuring that clinical skills are concentrated within the Unit. A 100 day review covering patient care, staff, finance, environment, performance and relationship to the wider NHS demonstrated the positivity with which it was viewed by staff. Initial outcomes show promising reductions in length of stay, readmission rates and complaint numbers, as well as a continued downwards trajectory of the standardised mortality ratio and improved infection control performance (despite the movement between sites and building works).
54. As well as reconfiguration of services, NHS organisations are looking to achieve systems efficiencies through a wide variety of other areas. This includes operational workforce costs, for example around recruitment processes, often lengthy and very labour intensive, streamlined by one organisation via a briefing day where around 80 potential applicants to a wide range of positions visited the trust to talk to a variety of relevant people and undergo an assessment; this enabled the team to shortlist large numbers of applicants in one go, saving a lot of time and money. In terms of staff retention, the up-skilling or redeployment of staff to avoid redundancies, the introduction of a common passport of skills, and the standardisation of statutory training across a region are all in train in different areas to allow easier movement between organisations. 
55. Workforce reconfiguration, particularly with reference to the unregistered workforce, has also been a focus of investment and in many SHAs, emphasis on the use of bands 1 – 4 posts has increased significantly as organisations look for innovative skill mix solutions. Several SHAs reported successes in the development of support staff and around the apprenticeship agenda. One SHA is looking to become a preferred employer by working with staff from bands 2 – 3 towards developing a lifelong career in the NHS. Another region has focused on up-skilling its unregistered workforce rather than growing it in numbers – the ratio between differently banded staff has remained constant, but workforce development is being undertaken. In some cases, this focus has resulted in the substitution of some higher paid workers with lower banded staff that can take on less skilled tasks, eg one SHA has replaced 25% of it band 5s with band 4s. 
56. Mitigating strategies for priority professional groups and care areas, which do not rely on workforce expansion are also being developed in different regions. The therapeutic radiography workforce has repeatedly been identified as being at risk, despite increased commissions, and is an area where innovative approaches are needed. One of the reasons identified for the high attrition rates of new therapeutic radiographers was around concerns regarding their emotional maturity, due to the amount of end of life care the role involves. One region with vacancies in staffing and training was looking to reduce attrition by supporting clinical placements. Another SHA identified that recruitment and retention efforts would be most effective when focused on the older workforce, specifically through the postgraduate entry route. In another part of the country, three SHAs were working together to encourage students onto postgraduate training routes to improve retention rates; as a result, unlike the national picture, they reported no problems with attrition in this specialty and no major workforce issues within radiotherapy services generally. 
57. Health visitors are another staff group, identified by all SHAs as an issue. Despite the impending retirement bulge and predicted increase in demand as a result of their identification as a key workforce in the delivery of several high profile policy directives (including the Child Health Strategy
 and the Laming Report
), many SHAs are having difficulties with increasing commissions. This is due variously to a lack of educators to train them, existing long term vacancies, and incidences where regional modelling suggests a decrease in demand. Some SHAs have identified alternative recruitment strategies. For example, one SHA created a new academic Public Health BSc Hons pathway, which follows a one day/week modular approach enabling students to complete the training pathway in 18 months. This was developed following vacancies lasting over 18 months and a lack of applicants for the traditional health visiting course. The SHA supported 65 applicants with a focus on safeguarding and public health at band 5. This is an easily transferrable approach which increases the sustainability of the service and the SHA has received positive feedback from current students. Another SHA is developing a competency framework for health visiting including a career pathway of nine levels. This includes proposals for the creation of “community specialist practitioners” – a generic role focusing on patients aged 0 – 19yrs, which would train in multi-skilled teams led by experienced health visitors. These teams (also including school, staff and nursery nurses, health visiting and school nursing assistants, and administrative support) would replace the traditional model of providing services led and delivered solely by specialist health visitors. 

58. As discussed previously with reference to increased workforce supply, investment in some programmes which promise long term benefits has been protected and made a “spend to save” priority. The ageing population, a huge issue within healthcare, has been a focus of investment within several SHAs on different scales and from a variety of perspectives. In one region a pioneering strategic partnership, covering a range of public, private and third sector organisations, was set up a number of years ago to look at issues facing people aged 50 and over, specifically to look at the opportunities offered by this age group and their continued economic and social contribution. Another SHA has introduced a four week training module offered to two general nurses and two healthcare support nurses within each accident and emergency department, to enable them to track and support patients with dementia admitted to acute care, which has so far been shown to decrease the length of stay and rate of readmission of this group and received very positive staff and patient feedback. Patient safety and the continuous improvement of patient care are often driving forces behind this type of organisational innovation and changes to education and training. For example, one SHA has committed to a three year strategy (implementation began in 2008) to develop clinical simulation training across the region. The benefits of this programme should include: improved training sessions, clinical performance, risk management and patient safety, as well as the provision of a safe environment in which a variety of clinical procedures can be practised. Simulation training allows for both repetition and review of procedures in order to improve practitioner performance without compromising patient safety or waiting for particular emergencies to present to offer training opportunities to students.
NEXT STEPS
59. Following the dissemination of this report to key stakeholders (DH, PABs and SHAs), WRT will begin the process of consultation on and evaluation of the National Overview process and its outputs. The report will be presented to each PAB individually and discussion encouraged around both the content and the role of the PABs in adding value to this process in the future. WRT will hold a workshop with SHA representatives to discuss their impressions of the process and to feed back outcomes of the PAB discussions. 
60. Following engagement of the PABs and SHAs, WRT will produce an evaluation of the National Overview of SHA Plans process, with recommendations for its development. It is hoped that this will particularly benefit the CfWI in leading future iterations.

APPENDIX 1: NATIONAL OVERVIEW OF SHA PLANS 2009/10: CONTEXT PAPER
Background

61. In the Next Stage Review report A High Quality Workforce, it was stated that the 10 Strategic Health Authorities (SHAs) should: ‘combine PCT plans into a single regional plan and… develop integrated service and workforce plans for their region’ (Department of Health (DH), June 2008). Once SHAs had produced their plans, it was envisaged that they would seek multiple perspectives from stakeholders including the proposed Centre for Workforce Intelligence (CWI) and the new Professional Advisory Boards (PABs). 

62. In 2009/10, at DH’s request, the NHS Workforce Review Team (WRT) is working with the SHAs to help articulate emerging regional processes and to provide a national overview of the analysis and strategic implications of SHA Workforce Plans for the PABs. For more detailed information on the National Overview of SHA Plans process and indicative timetable, please see Appendix 1a.

Purpose

63. At a WRT-organised stakeholder workshop to discuss the process for collating SHA plans, SHA representatives requested a context paper to suggest a shared set of assumptions. This paper seeks to highlight today’s key workforce and policy drivers, but also to encourage SHAs to think about the longer term drivers for workforce strategy and planning. This paper aims to cover the key national considerations for workforce; for a comprehensive list of current workforce priorities, please see Appendix 1b which lists all the workforce proposals likely to be included in the 2010/11 Operating Framework.

Context

64. The alignment of the vision of ‘high quality care for all’ with that of improved productivity measures is championed in the recently unveiled Quality, Innovation, Productivity and Prevention (QIPP) agenda, and these two defining principles must be considered in planning and designing the future workforce. The Government’s 2009/10 Operating Framework required substantial efficiency gains across NHS organisations
 and stressed workforce strategy as a priority for commissioners when considering their health economy as a whole.
 
65. The need to deliver the service the public expects in a cost-effective fashion has been thrown into sharp relief by the current economic climate. The Government has pledged that ‘Labour will cut costs, cut inefficiencies, cut unnecessary programmes and cut lower priority budgets’,
 whilst maintaining frontline services. Recent analysis by the King’s Fund
 has further suggested that there may be a funding gap between available resource and rising service costs.

66. Workforce demand is increasing in some areas due to recent national policy directives and reviews aimed towards improving the quality of care on offer and accessibility to services, for example Healthy lives, brighter futures – The strategy for children and young people’s health and Improving Access to Psychological Therapies. The attractiveness of healthcare careers and the rigour of professional education and training are also subject to continuous programmes of improvement, for example the Modernising Healthcare Careers programme and the planned transition to all-degree entry to nursing and midwifery. It is ultimately expected that these programmes will both improve the efficiency and quality of service delivery and result in a more productive and able workforce. 

67. The King’s Fund report (2009) based its analysis partly on the scenarios set out in the 2002 report Securing Our Future Health (Wanless et al). These scenarios were based in part on the engagement of individuals in securing their own good health and the commitment of the NHS to ensure a fully engaged population – primarily through public health promotion and illness prevention. WRT highlights ‘staying healthy’ in its 2009 Assessment of Workforce Priorities and recommends that SHAs consider undertaking assessments in order to understand the public health needs of their local population and coordinate the range of professional groups who can assist with the delivery of public health services.
 

68. Both the King’s Fund analysis and Wanless himself (in his 2004 and 2007 reviews) found that there had not been as much improvement since his 2002 recommendations as was forecast in the “fully engaged” scenario. Wanless points out that support for public health initiatives and research is ‘difficult to sustain’, particularly in light of ‘the dearth of evidence of cost-effectiveness’.
 What is better evidenced, however, is the mounting NHS spend on lifestyle diseases. For example, lifestyle changes have led to significant increases in both adult and childhood obesity in recent years – a trend forecast to continue – attached to which are considerable healthcare costs, associated with both the direct treatment of obesity and the indirect treatment of its consequences.
 The total NHS cost of treating obesity-related diseases was estimated at around £17.4 billion in 2007; by 2050 this could rise to as much as £22.9 billion (McPherson et al, 2007). Dame Carol Black’s 2008 report Working for a Healthier Tomorrow outlines the economic and social benefits of sustaining the health and well-being of the working age population. Although its workforce recommendations mainly concern occupational health, the report indicates public health specialties are to play a key role in a coordinated approach to health in the working age population. 

69. Office for National Statistics (ONS) forecasts suggest an ageing and expanding population, with the over-75s representing both the fastest growing group nationally (growth of 75% over 25 years) and some of the heaviest users of health and social care services.
 This will have a huge impact on the NHS workforce due to the associated increase in the level of services required – potentially compounded by the shifting ratio of people of working age to those of retirement age over the coming decades (ie a proportionally smaller potential workforce caring for a proportionally larger elderly population). These rising demand drivers will have an impact across the healthcare workforce, although some care areas will be affected in particular, for example the long term conditions and planned care pathways.


70. The Government Horizon Scanning centre has identified a number of key technological developments – some of which are likely to have a significant impact on the medium to long term demand for workforce (upwards and downwards).
 DNA microarray technologies are likely to positively affect diagnostics development, disease characterisation, toxicology and drug development, which would move towards increasing the specificity of courses of treatment for different groups of patients. Development of prosthetics devices and a forecast increase in life expectancy (by 10 years over the next 20 years) as a result of wide-spread success in treatments associated with obesity and diabetes may have specific implications for the workforce associated with the long term conditions care area. The evolution of biosynthetic materials that promote regeneration and repair of skin tissue may significantly affect future outcomes in surgery. It is likely drug design will continue towards developing precision drug delivery within the body.  

71. The NHS Operating Framework 2010/11 is likely to warn that a ‘reduction in investment in training will be a false economy’
; whilst ensuring best value for money will continue to be central to investment decisions, decisions must be made in the context of the sustainability of the measures put in place to meet the current financial challenges. It will be the collective responsibility of SHAs, commissioners and providers to ‘critically assess the shape and scale of the affordable workforce in the context of QIPP and to work in partnership to develop strategies for managing development, redeployment and new workforce models across localities’
.
Next Steps

72. WRT will be meeting with each SHA individually in October and November 2009. We will be looking to discuss the methodology and mechanisms for workforce planning utilised within each region, the process by which the SHA will form and test its workforce strategy, and the progress made so far. In recognition of WRT’s continuing role as the national authority on healthcare workforce issues, we will also be discussing regional responses to the recommendations given in our annual Assessment of Workforce Priorities and to national workforce directives. These meetings and the subsequent report will also provide the SHAs with an opportunity to publicise regional successes and initiatives that might prove more widely applicable – particularly those that support the guiding vision of the QIPP agenda.

APPENDIX 1A: SUMMARY OF THE PROCESS AND MILESTONES
73. The Next Stage Review reports recommended that SHAs produce five year Workforce Plans and then seek multiple perspectives from stakeholders including the proposed Centre for Workforce Intelligence (CfWI) and Professional Advisory Boards (PABs). The Department of Health (DH) has requested that the NHS Workforce Review Team (WRT) runs a process to provide a national overview of these plans in 2009/10 in the transition towards the CfWI.
74. WRT organised a workshop in July 2009 with representatives from some SHAs, DH and the emerging PABs (including MEE) to seek their input into designing WRT’s activity in 2009. It was agreed that, in the longer term, this should aim to be an iterative process. In this transitional year and due to SHA timetables, WRT’s findings and PABs’ recommendations should look mainly to inform the development of the five year Workforce Plans and commissioning strategies in 2010 and beyond, rather than focusing on influencing changes to 2009 education commissioning intentions or ‘assurance’ of SHA plans as such (although DH will use this in its wider work on SHA assurance).

75. Through this process WRT will provide SHAs with a national overview of the healthcare workforce, as well as common priorities and opportunities. In addition, a context paper will provide a shared background/set of assumptions. It will alert DH to actual and potential workforce priorities and focus areas, and highlight and explain differences of approach between SHAs to facilitate understanding of the variations in regional strategies and their role in the accomplishment of national goals. Whereas WRT’s annual Assessment of Workforce Priorities (AWP) report reflects the background to the past year and resulting priorities, the papers produced for the national overview of SHA Plans will provide a shared set of assumptions to inform discussion around future strategy. It will promote knowledge transfer between SHAs and provide an opportunity to share best practice that may benefit other regions, ie successes, challenges and innovative ways of working.

76. The final report will facilitate the PABs’ involvement in influencing the way in which the healthcare workforce is organised to ensure most effective and efficient service delivery. It will also provide the Boards with the opportunity to advise on and provide innovative solutions to combat existing issues.

77. In addition it is hoped that the CfWI will gain valuable ‘lessons learned’ from this pilot in order to develop the process in the future, eg what worked, what didn’t, stakeholder views. As well as production of the report giving the national overview, WRT will evaluate the process and provide recommendations for further iterations of this process. Key milestones (along with indicative timetable for delivery) within the 2009/10 process for the national overview of SHA plans are:
Context paper



Early October 2009

Meetings with SHAs


October/November 2009

National overview report


Mid-December 2009

PABs meetings



Early 2010

SHA workshop



March 2010

Evaluation/recommendations

April 2010

APPENDIX 1B: WORKFORCE PROPOSALS FOR INCLUSION IN THE 2010/11 OPERATING FRAMEWORK
· Workforce capacity: assessment of the shape and scale of the affordable workforce to support high quality services in the context of QIPP. Integration of workforce planning and development with service and financial planning.

· Education and training: investment in training to deliver the future workforce.

· Staff engagement: engaging and valuing staff. Leaders should support their staff in finding innovative solutions to deliver high quality affordable services for patients.

· Leadership: nurturing styles of leadership that are inclusive and promote the delivery of high quality care at every level in the NHS.Health and well being: investing in the health and well being of NHS staff in order to support positive patient outcomes and bring productivity gains in the longer term.

· Medical re-validation: help the Department of Health to ensure the proposed systems maximise improvements in quality and innovation and minimise costs.

· Equality and Diversity: aiming to raise Equality and Diversity ambitions and build the case for it within the NHS by championing best practice and campaigning for improvement.

· NHS Constitution: embedding Constitution rights, pledges and responsibilities for staff and patients.
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