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Workforce is now a top concern for trust leaders
57% of trust chairs and CEOs are 'worried' or 'very worried' about their current ability
to maintain the right numbers of staff – clinical and non-clinical – to deliver high-quality
care. Looking ahead six months, the figure was 61%.

From: State of the provider sector, July 2017, NHS Providers

Workforce is in the news

Overview of challenges – supply and retention
• Rapidly rising demand for services, constrained funding, and a set of growing workforce challenges are leading to
mounting pressures across all NHS services.
• Having enough staff with the right skills is the number one workforce issue. Generally speaking, the issue is clinical
staff, but this is not to say there are no difficulties for other staff.
• The NHS has more clinical staff than ever before, but numbers have not kept pace with rising demand for services
and a legitimate focus on improving quality.
• Retention as well as supply of new staff is important, yet it’s increasingly difficult to keep staff as the job gets
harder and harder. Work-life balance is now the fastest growing reason for staff leaving the NHS, indicating the
scale of the discretionary effort staff are putting in to close the demand and funding gap. This is while their real
pay continues to fall.
• In terms of clinical staff, there is a particular issue with nursing, some medical specialties, and paramedics.
• There is a continued need for the NHS to recruit from the EU and the rest of the world to mitigate staff shortages,
yet the outlook is uncertain in the context of Brexit and tighter immigration policy.

Overview of challenges – leadership and culture
• Effective leadership and culture are fundamental to success in the NHS – nationally, locally and institutionally.
• Staff engagement is impacted by leadership and culture within trusts, and these together, as the Care Quality
Commission has recognised, are linked to care quality. The NHS has had a sustained focus on openness and
transparency, against the backdrop of the Francis Inquiry and other investigations and recent developments such
as freedom to speak up guardians.
• Valuing and developing the NHS’ diverse workforce supports inclusive and high quality patient care and is the right
thing to do. Trusts leaders need to be supported to foster positive and inclusive cultures and make the most of
opportunities provided by national initiatives such as the workforce race equality standard and the upcoming
workforce disability equality standard.
• Yet NHS leadership capacity and capability is being stretched thinner and thinner, just at a time when it’s most
needed, both to maintain and improve current performance and bring about transformation.
• Trusts are finding it more and more difficult to recruit and retain senior leaders. The leadership pipeline needs to
be addressed, building on NHS England and NHS Improvement’s publication of the national leadership framework
“Developing people improving care” last year and the work of the NHS Leadership Academy following its
incorporation within Health Education England.

Overview of challenges – national level factors and transformation
• At the national level responsibility and accountability for workforce is fragmented and this makes a credible and
coherent approach to support trusts to recruit and retain the staff they need more difficult.
• There has also been a mismatch between the number of staff trusts need to employ and the funds they have been
allocated.
• A lack of top level, robust, publically available information on workforce, eg vacancy rates, retention rates, means
that it is difficult for there to be a single version of reality for people to debate and plan from.
• There is a significant challenge to transform the workforce to deliver care in new ways and meet the ambitions of
sustainability and transformation partnerships (STPs). The workforce is a key enabler of many of the new models of
care, but is also seen as a key barrier to change as trusts struggle to have the right number of staff with the right
skills.

Aims of workforce policy from a provider perspective
What happens when these aims are not
achieved?
• Service quality, eg waiting times, may be
jeopardised.
• Safety can be at risk leading to the
closure of services.
• Trusts
can
become
financially
unsustainable as they depend on
expensive agency staff.
• Staff morale deteriorates under sustained
pressure and burnout can occur.

A joined up approach – using a labour market framework
Key elements of strategic
workforce policy:
• Production
• Inflows and outflows
• Efficiency and
distribution
• Regulation.
From: Staffing matters, Funding Counts, July 2016, Health Foundation
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Initial diagnosis – more staff but not enough staff
• Having enough staff is the number one issue. This is where we will focus. Generally speaking, the
main issue is clinical staff and there are particular issues with nursing and some medical specialties.
• Any meaningful analysis needs to look further than the “all staff, national” level. There is variation of
difficulty and distinct drivers across different clinical staff groups and regions.
• The NHS in England has more clinical staff overall than ever before, but numbers have not kept pace
with rising demand for labour intensive services and a focus on safe staffing.
• The pipeline of newly qualified clinical staff has not grown quickly enough. Trusts are also finding it
increasingly difficult to retain existing staff as the job gets harder and pay falls in real terms, even as
trusts have improved levels of staff engagement.
• When considering whether the NHS has enough clinical staff, what is key is not whether there are
more or less staff today than there were 10 years ago, but rather whether or not we have the
number of staff we need to meet the level of demand for services and expectations of quality we
face today.

Initial diagnosis – Brexit is an aggravating risk
• There aren’t enough clinical staff at present, but the position would be even worse if it were not for
the NHS’ longstanding employment of staff from overseas, notably the EEA and the English speaking
world.
• Around 5% (60,000) of staff in the NHS in England are from the EU and around 7% of staff (74,000)
are from the rest of the world. The NHS has one of the highest levels of reliance on overseas staff in
the OECD. There is regional variation, for example in London around 11% of staff are from the EU,
whereas in the North East it is less than 2%.
• Until such a time as the NHS has significantly increased the numbers of clinical staff trained
domestically and successfully recruited and retained them within the NHS, then any significant
reduction in the number of staff from overseas is likely to have a serious adverse impact on services.
For the foreseeable future provider trusts must be supported to recruit and retain staff from
overseas.

More clinical staff than ever before, but it doesn’t feel like it
• There are 26k more clinicians
working in the NHS than in 2012
(Ian Cumming, HEE at the 2017
NHS Confederation conference).
• But the clinical establishment –
the number of funded posts –
has gone up by 62k since 2012.
• So we feel like we haven’t got
enough staff.
• The drivers are growing demand
and focus on safety and quality
following scandals.
From: Staffing matters, Funding Counts, July 2016, Health Foundation

Measuring the gap – nurses and other clinicians
• “Shortfall rate” is full time
equivalent (FTE) demand for
staff, minus FTE staff in post,
divided by FTE demand for staff
• There is considerable regional
variation.

From: National Health Service Pay Review Body 30th report: 2017, March 2017, NHS Pay Review Body

• London and the South East has
the highest shortfalls across all
groups except other qualified
staff.

Measuring the gap – medical consultants
• There is variation by specialty and
region.
• A&E notably has shortfalls across
England.
• The North struggles more than
other regions across several
specialties.
• Shortfall rate is not comparable to
vacancy rates as trusts may not be
trying to fill the gap entirely due to
financial constraints or decisions to
use temporary staff.
From: Review Body on Doctors’ and Dentists’ Remuneration 45th Report: 2017, March
2017, Review Body on Doctors’ and Dentists’ Remuneration

Measuring the gap – junior doctor core and run through fill rates
• “Fill rate” is the proportion of
available training posts filled.
• There is variation by specialty
and region.
• The lowest average fill rates
were for core psychiatry and
general practice.
• London was able to fill almost
all of its posts, while the
North and East and Midlands
had more difficulty.
From: Review Body on Doctors’ and Dentists’ Remuneration 45th Report: 2017, March
2017, Review Body on Doctors’ and Dentists’ Remuneration

Measuring the gap – junior doctor higher training fill rates
• There is variation by specialty
and region.
• Psychiatry has the lowest fill rate
again at 58%.
• The North and East and Midlands
tend to struggle to fill posts
more than London and the
South.

From: Review Body on Doctors’ and Dentists’ Remuneration 45th Report: 2017, March 2017,
Review Body on Doctors’ and Dentists’ Remuneration

• The average fill rate across all
specialties is notably lower for
higher training, 81%, than for
core and run through, 90%.

Nursing gap – demand went up following Mid-Staffs…
• In 2014, trusts reported to HEE that
they needed 189,000 adult nurses
(acute) in total.
• Two years earlier in 2012 trusts had
predicted they would need only
165,000; in 2013, this had risen to over
180,000.
• The Mid-Staffs public inquiry report was
published in early 2013. Safe staffing
was a big factor in increased demand
for nurses. Growing admissions and
acuity were also factors.
From: Evidence from NHS Improvement on clinical staff shortages: A workforce analysis , February 2017, NHS Improvement

… just as the number of newly qualified nurses fell…

From: Evidence from NHS Improvement on clinical staff shortages: A workforce analysis , February 2017, NHS Improvement

• Under the SHA commissioning system nursing commissions fell in the two
years after 2010/11. While trusts have had difficulty forecasting demand
for staff, this also reflects national level decisions linked to funding.
• From 2014 the number of nursing students graduating (from the three
year course) was reducing, just when demand from trusts had gone up.

… and trusts were unable to recruit from overseas at past levels
• In the early 2000s trusts had
recruited many non-EEA nurses
to plug a gap between demand
and supply.
• This was no longer an option to
same extent due to immigration
policy and language tests and
although EEA nurse recruitment
increased it was not enough to
plug the gap.
• By April 2014 HEE reported the
national nursing vacancy rate
was 6.5% (15,489 FTE).
From: Evidence from NHS Improvement on clinical staff shortages: A workforce analysis , February 2017, NHS Improvement

Medical consultant gap – a less well understood picture
• The number of consultants has
grown faster than consultant
activity.
• Yet some specialties still have
shortages.
• Possible explanations include:

From: Evidence from NHS Improvement on clinical staff shortages: A workforce analysis , February 2017,
NHS Improvement

• Changes in demand due to
changes in staff demographics
• Quality standards driving demand
• Doctors seeing some specialties
as less attractive than others, eg
psychiatry and general practice.

Leaving rates are up, but why…

From: National Health Service Pay Review Body 30th report: 2017, March 2017, NHS Pay Review Body

• Nurses, midwives, ambulance staff, and scientific, therapeutic, and
technical staff have seen notable increases in leaver rates since 2010-11.
• The data includes staff moving between different NHS trusts as well as
those who leave the NHS altogether.

Retention and staff engagement…
• Overall engagement score continues to
improve. Much of the movement driven by
“involvement” indicators, reflecting efforts
made by trusts. There is still much to do,
notably for black and minority ethnic staff.

• Variation across trust sectors, with
ambulance trusts facing the most
difficulty (although they are moving
in the right direction).
Both from: Briefing note: issues highlighted by the 2016 NHS staff
survey in England, March 2017, Picker Institute Europe.

… and leadership and culture
• Staff engagement is impacted by
leadership and culture within trusts,
and these together, as the Care
Quality Commission has highlighted,
are linked to care quality.
“Many hospitals have told us that staff recruitment is
one of their most difficult challenges; this often leads to
too much reliance on temporary and agency staff. While
many factors influence recruitment, for many of these
same trusts staff report high levels of work-related
stress, bullying and discrimination, which are either not
recognised or not sufficiently addressed by the trust.
This can vary between hospitals and departments
within a trust, but we have found that the NHS staff
survey is one of the most reliable predictors of the
effectiveness of NHS trusts’ leadership and of the
quality of care they provide for patients.” (From: The
state of care in NHS acute hospitals, page 9, May 2017,
Care Quality Commission.)

Surveys over the past 18 months suggest that the
mean tenure of an NHS provider chief executive is
just three years, and possibly less (NHS Providers
2016; Barnes 2015; Health Service Journal 2015;
Janjua 2014). Significant numbers of chief executive
posts are vacant or are currently filled by interims.
There is a view that it is becoming more difficult to
recruit directors – whether clinical, financial or
operational – and in turn that it is becoming more
difficult to persuade people to step up from director
posts to become chief executives. (From: The chief
executive’s tale, page 6, May 2017, The King’s Fund
and NHS Providers.)

• Yet it’s becoming more difficult for
trusts to recruit and retain senior
leaders,
further
stretching
leadership capacity and capability at
a time when it’s most needed. This
needs to be addressed.

Retention and work pressure
• The Nursing and Midwifery Council survey
nurses who left its register between June 2016
and May 2017 to ask about why they left.
• Among those nurses who did not leave the
register due to retirement, the top three
reasons given were:
• Working conditions, for example staffing levels,
workload (44%)
• A change in personal circumstances, for example,
ill-health, childcare responsibilities (28%)
• Disillusionment with the quality of care provided to
patients (27%).

From: The state of the NHS provider sector, July 2017, NHS Providers.

Retention and pay restraint

From: In short supply: pay policy and nurse numbers, April 2017, Health Foundation.

• “It is clear that current public sector pay
policy is coming under stress. There are
significant supply shortages in a number of
staff groups and geographical areas. There
are
widespread
concerns
about
recruitment, retention and motivation that
are shared by employers and staff side
alike. Inflation is set to increase during
2017 compared to what was forecast
leading to bigger cuts in real pay for staff
than were anticipated in 2015, when
current public sector pay policy was
announced by the new UK Government…
Our judgement is that we are approaching
the point when the current pay policy will
require some modification, and greater
flexibility within the NHS.” From: NHS Pay
Review Body 2017 report

Retention and retirements
• Some parts of the NHS workforce – particularly qualified nursing staff, nursing support staff and
GPs – have an ageing profile, which raises concern about a “retirement bulge”.
• For example, one in five GPs is aged 55 or older and almost one in three qualified nurses,
midwives and health visitors is aged 50 or older
• In comparison, other groups such as allied health professionals and hospital doctors have a
younger profile, which suggests a less immediate policy concern about overall retirement
patterns and reflects relatively large recent intakes to the profession.
• For example, OECD data highlight that the UK has the lowest proportion of hospital doctors aged
55 or older of any OECD country –13%, compared with an OECD average of 33%.

Retention and working generation types
• Generations X and Y aspire
to work-life balance and
flexibility.
• More staff are choosing to
work fewer hours and
some of this seems to be
generational. HEE thinks
this trend will continue and
grow and the NHS needs to
adapt.
• GP participation rate has
recently moved from 0.9 to
0.83.
From: Talking about my Generation: exploring the benefits engagement challenge, September 2013, Barclays.
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Initial diagnosis – national workforce policy lacks coherence
• For too long, national strategic workforce policy decisions on how many staff to train and about
issues that affect trusts’ ability to recruit and retain staff, eg pay awards, immigration policy etc, have
lacked coherence, reflecting the fragmentation of responsibilities and accountability for workforce.
• These decisions have too often also been swayed by unacknowledged funding considerations and
this lack of transparency has resulted in a lack of credibility.
• The Ministerial workforce board and arms length bodies CEOs forum are potential spaces to allow
coordination and a credible and coherent strategic approach to workforce policy. But there is no
transparency and trusts have no confidence that they will receive the national level support they
need, despite targeted national programmes on reducing agency spend and improving retention,
and in respect of the mental health workforce.
• If demand for services continues to grow year on year, and in the absence of breakthroughs that
allow provider trusts to deliver services with significantly fewer staff, then we should expect that the
NHS in England will continue to need a growing number of clinical staff and funding will need to be
made available to train and employ these staff.

National level fragmentation of responsibilities & accountabilities
Ministerial workforce board and Arms length bodies CEO forum to provide coordination
Health Education England
(“ensuring that the workforce of
today and tomorrow has the
right numbers, skills, values and
behaviours, at the right time and
in the right place”)

Department of Health (overall
approach, national pay awards)

NHS Employers (negotiations
with unions on national terms,
representing employers on
workforce policy, practical
support for employers)

NHS Improvement (culture and
leadership, reducing agency
spend, safe staffing)

NHS England (NHS Staff survey,
staff wellbeing, workforce
equality standards)

Examples of tensions in workforce policy at the national level
• Number of education and training commissions for which funding is available vs number needed
to meet demand for staff from trusts and, more recently, a lack of a timely plan to support the
introduction of student loans for healthcare students.
• Immigration policy making it more difficult to recruit from outside the EEA (and possibly now
from within the EEA) vs trusts wanting to recruit from overseas to fill nursing and other
vacancies.
• Language requirements for NMC registration acting as a barrier to overseas nurses who trusts
consider appointable
• Commitment to public sector pay restraint vs indications of growing impact on recruitment and
retention.
• Pursuing initiatives like seven day services without fully working through workforce implications.

The role of Health Education England
• Not a single nurse commissioned by HEE has yet graduated. First cohort will graduate this year.
• Workforce planning for the NHS is a complicated and difficult job. Also changing with introduction
of student loans.
• Does not target junior doctor numbers, only consultants, whereas trusts in practice rely on junior
doctors to deliver services alongside their training.
• Does not look at independent healthcare or social care and demand for staff from these sectors.
• Perception not always open with data and how reaches decisions, eg funding constraints. This
compounds a lack of data available publically on a timely basis, eg on vacancy rates, retention.
• Lacks the confidence of many trusts and a sense of urgency, eg 2017/18 workforce plan still not
published.
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Initial diagnosis – need to support transformation
• While STPs and new care models are intended to deliver reduction in demand for some services, eg
A&E, and efficiency savings, through delivering care in new ways, they can only succeed if the
current workforce are equipped to work in new ways and sufficient staff with the right skills are
trained.
• The Forward View update acknowledged that the NHS in England will need to continue to grow its
front line workforce. At the same time, today’s workforce is to a large extent tomorrow’s workforce.
• In response to current workforce challenges, trusts are innovating at the local level, eg redesigning
the workforce to deliver services in new ways, embracing new roles such as nursing associates and
advanced care practitioners, upskilling existing staff
• The NHS will also need to respond to developments in artificial intelligence and automation.
• Trusts report mixed experiences of how effectively local workforce action boards (LWABs) are
meeting their purpose of supporting and progressing collective delivery of the workforce agenda.
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Recap of key themes
• Having enough staff is the number one issue. Generally speaking, the issue is clinical staff.
• The NHS has more clinical staff than ever before, but numbers have not kept pace with rising demand for services
and quality drives.
• Retention as well as supply of new staff is important.
• There is a particular issue with nursing, some medical specialties, and paramedics.
• Any meaningful analysis needs to look beyond the “all staff, national” level.
• There is variation of difficulty and distinct drivers across different staff groups and regions and between individual
trusts.
• At the national level responsibility and accountability for workforce is fragmented and this makes a credible and
coherent approach to support trusts to recruit and retain the staff they need more difficult
• A lack of robust, publically available information on workforce means that it is difficult for there to be a single
version of reality for people to debate from.

Key workforce challenges and opportunities to be addressed

Workforce planning

Pay, contracts, and
staff experience
Structure and
accountability

• Matching supply and demand of staff in context of:
• changes to funding of healthcare education, medical student growth
• renewed focus on apprentices
• retirement bulge for some staff like nursing and nursing support
• Brexit
• Matching numbers of staff to the NHS financial envelope
• Workforce redesign, new roles, and upskilling existing staff
• Pay restraint and competitiveness vs other sectors
• Contract reform for doctors and other staff
• Staff experience: engagement and wellbeing, equality standards

• Need for a sense of direction from the ALBs and Department
• Ending unhelpful fragmentation of responsibility for workforce policy
• Improving timely availability of workforce data, eg vacancies, retention
• Getting the national / local relationship right eg junior doctor contract

Key questions that need to be answered
• How will the national bodies work together to adopt a coherent and credible workforce strategy, setting out what
will be done, by who, and by when, to support trusts to get on with recruiting and retaining the staff they need?
• How will greater transparency be achieved about demand and supply forecasts for staff and how decisions on how
many staff to train are taken?
• How will data, eg on vacancies and retention rates, be made publically available in a timely manner to inform
workforce policy debate?
• When will the right to remain for EU staff working in the NHS be confirmed?
• How will government immigration policy and professional regulatory requirements support trusts to recruit staff
from overseas to fill domestic gaps?
• How will the fundamental mismatch between what the NHS is being asked to do and the resources it has been
given, which is placing greater and greater pressure on staff, be addressed?
• How and when will pay restraint come to an end?

Issues we’ve not focused on in detail here but are important
• Support and infrastructure staff (non-clinical staff)
• Board level leadership capacity and capability

