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Welsh Assembly Health Social Care and Sport Committee

Inquiry into medical recruitment

Written evidence submitted on the behalf of the RCEM Wales (18 November 2016)

The Royal College of Emergency Medicine Wales (RCEM Wales) is the single authoritative
body for Emergency Medicine in the Wales. RCEM Wales works to ensure high quality care
by setting and monitoring standards of care, and providing expert guidance and advice
on policy to relevant bodies on matters relating to Emergency Medicine.

Views on: The capacity of the medical workforce to meet future population needs, in the
context of changes to the delivery of services and the development of new models of
care.

1. NHS Wales’ medical workforce faces a significant challenge to meet the health needs
of a growing and aging population with increasingly complex needs.

2. The number of people over 65 years of age is predicted to grow by 292,000 by 2039.
This is an increase of 44%. Moreover, the total population of Wales has grown from
2,872,998 in 1991 to 3,099,086 in 2015. This is an increase of nearly 8% in the space
of 24 years. By 2039, the population of Wales is forecasted to grow by at least 5%.!

3. This in turn is reflected in an increasing propensity to access health services. Demand
from people over 65 years of age, for instance, continues to grow considerably and
has resulted in rising numbers of GP appointments both in person and over the

1 Stats Wales National level population estimates by year, age and UK country
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phone. This increase in demand in primary care services inevitably leads to increasing
pressures in secondary care services, including A&E departments.

4. The latest results from the GP Patient Survey, for example, show that one in three
patients (32.9%) who were unable to get an appointment at their GP surgery out of
hours went to Emergency Departments instead.?2 Furthermore, between 2014-15 and
2015-16 attendances at major A&Es in Wales has increased by 11,125 or 1.41%, and
this figure is set to grow.

5. This increase in pressure on emergency services is also evidenced by the declining
performance of the four hour standard in Wales. According to Stats Wales, the
percentage of patients spending less than the 4 hour target has been in decline since
2013 and this downward cycle has continued into 2016/17.3

6. In order to address this increase in demand, Welsh Emergency Departments require a
workforce of sufficient size and with the necessary number of senior decision makers
to treat patients effectively and in a timely fashion.

7. However, although there were considerable increases in the A&E workforce between
2010 and 2013, since then that progress has stalled. Between 2013 and 2015 the
workforce expanded by no more than 0.28%, despite the growing and ageing
population.

8. Moreover from 2013-14 the number of consultants per attendance has deteriorated.
This has gone from one to every 11,575 attendance in 2013-14 to one to every
12,230 in 2014-15. This echoes our wider concerns about on-going difficulty
recruiting staff to support the speciality in Wales. (See the figures below.)*

All Grades 260. 274. 263. 287. 286. 288. 9.68 0.28
19 29 42 28 03 08

Consultant 49.0 53.5 54.6 61.2 66.8 63.2 22.47 3.16
0 0 0 0 0 0

Specialty Doctor 28.3 36.4 43.2 39.3 45.6 47.8 40.86 17.87
0 5 0 0 0 5

Staff Grade 3.10 2.10 1.00 1.00 1.00 1.00 -210.00 0.00

Associate 20.7 17.5 17.5 15.8 12.5 11.5 -80.18 -37.94

2 GP Patient Survey, July 2016
3 Stats Wales Performance against 4 hour waiting times target by major hospital and NHS Wales Informatics Service Monthly Accident

and Emergency Report - After April 2013
4 Stats Wales Medical and dental staff by grade onmk Page 28
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Specialist 2 2 0 6 0 0

Foundation House 55.0 51.0 51.0 52.0 58.0 50.0 -10.00 -4.00
Officer 2 0 0 0 0 0 0
Foundation House 14.0 12.0 15.0 12.0 12.0 14.0 0.00 14.29
Officer 1 0 0 0 0 0 0

9. There are plans in all Welsh Emergency Departments to increase the number of
Consultants and future models estimate that a minimum of 100 Emergency Medicine
Consultants will be required within the next six years.

10. However, around 15-20 of the current 65 substantive Emergency Medicine
Consultants working in the 13 Welsh A&E’s are planning to retire within the next few
years. This means that Health Boards will be required to at least double current
consultant numbers to meet demand.

11. Furthermore, many junior doctors working within emergency medicine are not
necessarily training to qualify in that speciality. Indeed, out of the current 91 junior
grade training posts in Wales, 41 places are occupied by F2 doctors, 39 by GP trainees
and only 11 places are taken up by doctors who wish to train in emergency medicine.

12. In short, supply is not keeping pace with demand. If decisions about the
recruitment and retention of A&E staff do not accurately reflect the nature of demand
then performance cannot reasonably be expected to improve, the morale of staff will
inevitably decline and the health and wellbeing of Wales’ population could be
compromised.

Views on: The implications of Brexit for the medical workforce.

13. The decision to leave the EU could have a significant impact on health and social
care in Wales.

14. According to the Nuffield Trust, 10% of doctors and 4% of nurses are from the EU
and are working in the UK. Data also shows that around 6% of doctors working in
Wales were trained in another EU country.>

15. The huge contribution made of staff trained outside the UK who now work in the
health and social care sectors in Wales is beyond doubt. Without more non-UK
nationals joining the NHS, the health and social care systems will struggle to function
as our current workforce, as evidenced above, is insufficient to meet increasing
demand.

5 Nuffield Trust Fact Check: migration and NHS staff and STockB‘a&koFs)laQeurzrgof first qualification
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16. Moreover, the volatile Pound Stirling could make competitive salaries more
unattractive in the UK compared to other EU nations, especially given the UK’s average
salary only ranked 10th out of the 28 EU countries.® Since the Brexit vote, the value of
the Pound has dropped by c.16% compared to the Dollar and c.6% compared to the
Euro. The uncertainty of when the Pound might recover might also play a part in
dissuading healthcare professionals from immigrating to the UK.

17. Therefore, we strongly agree with the message Vaughan Gething AM and many
others have sent in stressing how much we value all of our staff who have moved from
other countries to work in the NHS. RCEM Wales believes that EU staff need to be
further reassured of their value. We must also continue to attract vital medical
professionals from the EU and around the world as the current system cannot be
sustained if workforce and trainee numbers do not increase.

Views on: The factors that influence the recruitment and retention of doctors.

18. Whilst emergency medicine training posts at year one (ST1) have a 100% fill rate in
Wales, only 61% of higher specialist training posts in Emergency Medicine are being
filled.” This, coupled with existing vacancies, means that the current emergency
medicine workforce remains significantly short at 44% of the baseline
recommendations advocated by the College.

19. Paradoxically, there are not enough ST1 training posts available for the increasing
demand.

20. There is also a real and current issue that more of our NHS staff are emigrating to
work abroad. This is due to dissatisfaction caused by working in understaffed and
under-resourced A&E departments and the attraction of more lucrative work outside
the UK.

21. The figures shown below, for instance, give a snapshot of the varying workloads of
A&E consultants around the globe by estimating the average number of patients one
emergency medicine specialist treats on one day.

Canada?8 34

6 Average Salary in European Union 2016
7 RCEM Essential facts regarding A&E Services in Wales

8 Canadian Instfitute for Health Information Emerge Depapment Visitsin 2014-2015 and Canadian Medical Association Emergency
Medicine Profile
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Wales 33
Italy® 29
Australia 18
New Zealand'0 12

22. There were around 768,000 patient attendances to major A&Es in 2015.17 These
cases were dealt with by 63 A&E Consultants. Therefore, each doctor would see an
average of 33 patients per day with varying levels of need, as shown above.

23. By comparison, in Australia in 2014-15, there were almost 7.4 million emergency
department attendances in public hospitals: around 20,000 presentations per day.
There are an estimated 1132 emergency specialists in the Country.!'2 This equates to
around 18 cases per doctor each day. Therefore, A&E consultants in Wales have a 46%
higher workload than their Australian counterparts.

24. Inexorably rising workloads increasingly mean that NHS staff on the front-line of
services are more likely to suffer from burn-out and stress. Indeed, across the UK
health system, over 60% of the current consultant workforce reported that their job
was not sustainable in its current form.13

25. Furthermore, the average basic salary of an emergency medicine specialist also
varies considerably between English speaking countries.

26. NHS Consultants can earn a basic salary of between £75,249 and £101,453 per
year. This is similar to emergency medicine specialists in Canada who earn on average
£111,200.'% However, salaries can be more attractive elsewhere. For consultants in
New Zealand, average salaries will range from approximately £118,550 to £177,830
which is around 43% greater that the UK’s highest basic salary for A&E Consultants.5

Annual salary of a Consultant (£)

£250,000
£200,000
£150,000
£100,000
£50,000 I I
£0
? NCIB Paediatric em Canada New Zealand Australia zal speciality

10 ACEM Specidalist Emergency meaicine vwworkiorce ana minisiry ol neann emergency aeparimen: use 2014/15
11 Stats Wales, Performance against 4 hour waiting times target by major hospital

12 Australian Government, Medical workforce 2012 and Australia’s hospitals 2014-15

13 RCEM Stretched to the limit

14 Physician / Doctor, Emergency Room (ER) Salary (Canada)

15 NZ Doctors’ Guide Pack Page 31
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27. In addition, ‘Out of Hours’ working is currently recognised by paying doctors the
same sum for working 1Tam to 4am on a Sunday night as they receive for working 1pm
to 5pm on a weekday afternoon.’® In Australia, basic salary assumes a working week
of 38 hours. After this, staff are paid approximately 15-25% higher than their basic
salaries for all overtime and on call work.'”

28. When considering the factors that influence the recruitment and retention of
doctors, the location of departments can also be crucial in determining their
popularity, especially with younger trainees.

29. As a primarily rural country, some emergency departments experience recruitment
challenges due to its remote location. This is seen in Mid Wales where public transport
systems are less robust and travel times to major Cities are longer. Therefore, these
departments need to offer other incentives, for example, competitive salaries, to lure
staff.

30. However, it is important to note that A&E medical staff who train in Wales tend to
choose Wales to live and work - around two thirds of current substantive ED
Consultants were trained in Wales. This is in part due to the relative affordability of
Wales and also because, according to the GMC National Training Survey 2016, Wales’
emergency medicine training services scored three “above outliers”, or examples of
excellence. On this basis, if more training places were made available, retention rates
should rise.

Views on: The development and delivery of medical recruitment campaigns, including the
extent to which relevant stakeholders are involved, and learning from previous
campaigns and good practice elsewhere.

31. RCEM Wales supports new initiatives that will entice people into the emergency
medicine speciality in Wales.

32. One such new initiative is the Emergency Medical Retrieval & Transfer Service
(EMRTS Cymru) which has the potential to support recruitment into Wales if sessions
with the Service were offered as a supplementary part of training.

16 NHS Consultant Contract Terms and Conditions

17 Salaries In Australia Pack Page 32
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33. Cardiff University will also be hosting an intercalated BSC in Emergency Medicine to
help attract undergraduate trainees into a future career in Emergency Medicine.

34. Furthermore, emergency medicine consultants are looking at other staffing models
which strengthen the workforce and help with resilience and retention of staff.
Advanced Nurse Practitioners (ANPs), for example, have recently been introduced in
some areas and work as non-medical practitioners to support emergency medicine
staff.

35. Recently, a developmental programme has also been introduced in Wales to train
more Emergency Nurse Practitioners (ENPs). However, the scope of ENP Minor Injury
practice is limited and whilst the regional programme is welcomed, the numbers on
the programme are very small. Currently there are only 13 ENPs in the programme.

Conclusions and Recommendations

36. There are too few senior and Middle Grade medical staff in A&E departments to
deliver effective and efficient care alongside too little training places.

37. Government and NHS Wales providers need to ensure that more trainee places are
made available to fill the current workforce spaces and to also keep up with demand.
To achieve seven day coverage of EM consultants between 8am and midnight, the
College believes that a minimum of 10 whole time equivalent consultants in each ED
is required, rising to 16 or more in larger units.18

38. Both current staff and future trainees, from the UK, EU and beyond, need to be
valued and supported. Without their support, we will not be able to staff the
consultant posts for the future or continue to deliver the invaluable services that are
already under significant pressure.

39. The College continues to call for safe and sustainable staffing of all Welsh
emergency departments. We must ensure that the working environment, shift
patterns, competitive salaries and work-life balance promote rather than discourage
recruitment and retention. This would mitigate the attraction of more lucrative work
offered by other countries, decrease staff burn-out rates and would also improve
patient satisfaction.

18 RCEM Wales STEP Campaign PaCk Page 33
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RCEM Wales has been campaigning for some time for the reform of emergency medicine
around the elements of our STEP campaign. If acted upon this would ensure that A&E
were properly staffed and resourced and improve services for patients in need. Details of

that campaign can be found here.
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Written Evidence to Medical Recruitment Inquiry — Clinical Oncology

Prepared by: Dr Martin Rolles, Consultant Clinical Oncologist, Swansea
Chair, Standing Welsh Committee of the Royal College of Radiologists

Introduction

Clinical Oncologists (CO) treat cancer using the full range of non-surgical options: radiotherapy, and
systemic anti-cancer therapies, SACT (chemotherapy, biological and immunological therapies,
hormonal therapies.)

Cancer treatments have improved significantly since the millennium. The overall workload has
increased, as has the complexity and the need for specialisation. Radiotherapy is used in 40% of
curative cancer treatments, and is a fundamental part of palliative cancer treatments.

The number of incident cancer cases in Wales is consistently increasing by about 1.5% per year?.
Conservative assumptions are that there will be a 4% annual growth in radiotherapy demand up to
2021, followed by a 2% annual growth up to 2031. There will be a concurrent annual increase in
SACT demand of 5% up to 2021, followed by a 2% annual growth up to 20312

SACT is also provided by Medical Oncologists, who are not trained to give radiotherapy. There is
significant overlap in SACT provision between clinical oncology and medical oncology.

Radiotherapy in Wales is provided by 3 regional cancer centres: in Rhyl (North Wales Cancer
Treatment Centre, NWCTC, Glan Clwyd Hospital), Swansea (South West Wales Cancer Centre,
SWW(CC, Singleton Hospital), and Cardiff (Velindre Cancer Centre, VCC). Whilst Clinical Oncologists
do clinics in peripheral hospitals, they are ultimately based in one of the 3 centres because of the
need to supervise radiotherapy treatments.

Specialist Registrar training is carried out in all 3 centres. In South Wales, trainees rotate between
Swansea and Cardiff. North Wales trainees are linked to the Mersey Deanery. The Welsh training
schemes are highly regarded and popular, and applications are oversubscribed. The training of a
Specialist Registrar up to consultant level nominally takes 5 years, full time. In Wales the average
duration of training is now more than 8 years because of maternity leave, less than full time
working, postgraduate research degrees and clinical fellowships.
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The 2015 RCR Clinical Oncology Census?

The average 2015 UK figure for WTE consultant Clinical Oncologists is 11.9 per million per
radiotherapy centre. Wales as a whole is above average at 13.3 though there is significant regional
variation. Velindre Cancer Centre is staffed above the UK average, but the two other smaller Welsh
centres are below the national average.

WTE consultant Catchment WTE CO consultants
Clinical Oncologists population per million population
NWCTC 8.0 699,794 11.4
SWwWcCC 9.5 899,735 10.6
VCC 23.6 1,499,556 15.7
All Wales 13.3
UK 11.9

22% of CO consultants working in Wales are International Medical Graduates.

The UK average per centre for Clinical Oncologists p/us Medical Oncologists pmp is 19. The Wales
average is the same.

It should be noted that although the full amount of PAs contracted is recorded in the census, these
figures for WTE are capped at 10 Programmed Activities (Pas, sessions.) Around the UK, 50% of
consultants work 11PAs or more and these are therefore not reflected in this figure. It also excludes
research and additional responsibility PAs.

Consultant numbers pmp is a useful basic comparator but it has clear limitations. Overall size of the
department, and geographic considerations are also critical particularly for rural North and South
West Wales.

Smaller departments lose out on efficiencies of scale. They have difficulties with specialisation,
cross-cover, on-call rotas, non-clinical activities such as service development and research. The
impact of staff leaving is proportionately greater: in September 2016 North Wales was down to 6
working CO consultants due to staff leaving.

The South West Wales and North Wales centres both service a geographically dispersed catchment.
Clinics are provided at local District General Hospitals. Patient-centred treatment, provided close to
home where possible, is a priority. 76% of Welsh CO consultants travel to more than one site on a
daily basis (UK average 42%.) Travelling time to distant peripheral units is an issue when there is
limited consultant resource, and a requirement to supervise radiotherapy at base.
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Retirement

Percentage (and headcount) of the current consultant workforce expected to retire in the next
10 and 15 years

Wales 24% (11) 37% (17) 39% (18) §3% (29)
UK - overall 21% (175) 33% (275) 36% (301) 55% (456)

These figures do not reflect the fact that there are increasing numbers of post-retirement
consultants still working (2/10 CO consultants at the SWWCC.) These consultants perform a vital
service, but do not generally take part in the on-call rota, and can leave at short notice.

In addition, very senior consultants, often with general skills and expertise, are frequently impossible
to replace like-with-like. The modern needs for specialisation mean that a replacement job plan may
require 2 or more new posts.

Unfilled posts

The 2015 RCR census lists 21 consultant vacancies in the UK, including 3 in Wales. 9 of these
vacancies had failed to appoint. This is likely to be an underestimate: chronically unfilled posts may
not be re-advertised. Employment of post-retirement consultants allows for deferral of new posts.
The census also highlights the fact that this is a UK-wide issue, and that Wales has to compete
nationally. In a seller’s market, where all UK regions and hospitals compete for the best
appointments, less wealthy peripheral areas with hard-pressed units will always be at a
disadvantage compared to large prestigious centres.

The issue is complicated by increased national scarcity in some of the less popular cancer specialties
such as gynaecological brachytherapy.

As an example, in Autumn 2016 SWWCC advertised for 3 new CO consultants, and did not receive
any shortlistable applications.

Conclusions

There is an imbalance in the Clinical Oncology consultant workforce across Wales. North Wales and
South West Wales are understaffed both in absolute and relative terms, and this threatens the
sustainability and development of first class cancer services to the Welsh population.

The consultant CO staffing pmp at VCC is a reasonable target for both North Wales and South West
Wales and revenue should be provided to achieve and sustain this. This figure is above the UK
average, but considering the extra demands of geography and the need to grow 2 small centres to
sustainable size, this is justifiable.

Recruitment will be problematic for the foreseeable future. There is a national and international
market for good candidates, and Wales has to compete: this is difficult especially outside the
Southeast®. There will be a national shortage of newly qualified consultants in the face of increasing
demands, and retirement of senior consultants. There is no quick solution to this: long term strategy
and realism are needed.
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e  Welsh training numbers should increase: given current demand, Wales would be able to fill
extra training posts. Wales trainees are more likely to stay in Wales long term, although this
is never guaranteed. Flexibility to increase numbers is hampered by a perennial question of
who in Wales should pay for extra trainees. A priority should be for Welsh Government and
the Wales Deanery to sort this out.

e Wales has to promote itself as a place to practice first class medicine, and as a place to live.

e Recruitment has to look outside the UK.

e Although consultants are unavoidable, there is a significant opportunity to expand the skill-
set and working practice of specialist nurses, therapists, treatment radiographers, and
pharmacists to take on and develop some of the doctors’ traditional roles. There is also an
incentive to use IT for remote working. To a significant extent Wales has already innovated
in this respect out of necessity, for example with radiographer-led breast cancer
radiotherapy planning; nurse-led Chemotherapy Day Units in peripheral District General
Hospitals facilitated by networked electronic chemotherapy prescribing; videoclinics.
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The Royal College of Radiologists

63 LINCOLN'S INN FIELDS, LONDON WC2A 3JW
T: 020 7405 1282 enquiries@rcr.ac.uk
www.rcr.ac.uk

The Royal College of Radiologists (RCR) is the
Professional body for Clinical Radiologists
and Clinical Oncologists in the UK.

The Standing Welsh Committee (SWC)
represents the RCR in Wales.
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Written Evidence to Medical Recruitment Inquiry — Clinical Radiology

Introduction

The continued increase in demand for complex imaging, including CT and MRI scans, has far
outstripped the service capacity. The mismatch in demand and capacity is exacerbated by
the difficulties in recruiting to consultant radiologist vacancies. The shortfall has resulted in
reporting backlogs, causing delays in the diagnosis of cancer and other serious conditions
and impairing high quality healthcare. The backlog in reporting has also lead to a reliance on
private outsourcing companies which is expensive and unsustainable. The current three-
year contract for outsourcing in Wales is approximately £5.8 million, and this is likely to
increase - the 2015 RCR annual census showed a 51% increase in outsourcing across the UK
(from £51milliion in 2014, to £88milion in 2015).

Clinical Radiology has the largest projected consultant shortfall in Wales of any major
medical specialty (-39%) according to 2015 figures from the Centre of Workforce
Intelligence.

Wales has other key concerns

e 7% of Consultant Radiologist posts vacant in Wales in 2015 and this position has
worsened

e This is an underestimate as many places have stopped advertising vacancies after
many years of unfilled posts. For example the last successful appointment of a UK
trained radiologist in Llanelli was 22 years ago

e Wales has the worst workforce demographics in the UK with 12% of NHS Wales
Radiologists >60 years old, and >40% >50 years old

e Radiology supply—demand shortfall is a probable underestimation with anticipated
exponential increase in complex imaging demand over the next decade

e Wales currently is challenged in attracting radiologists from outside Wales and
exports 2 out of every 5 trainees to posts in England or outside the UK

There is a major international shortage of radiologists, but the problem in Wales is
exacerbated by poor geographical distribution, with similar number or radiologists per
capita in the South East of Wales to the rest of the UK, but fewer in more rural areas.

In a seller’'s market, where all UK regions and hospitals compete for the best appointments,

less wealthy peripheral areas with hard-pressed units will always be at a disadvantage
compared to large prestigious centres.
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Solutions

Wales has two successful medical schools which attract students from across the UK, and
internationally. People who train in Wales may want to settle down locally, though that is
not a given. An increase in Welsh medical undergraduate numbers is likely to increase
overall numbers of doctors in Wales, but it is not safe to plan specialist services on
assumptions of what a first year medical student might want to do 10 or more years later. A
better bet is to increase the numbers of juniors, and specialist trainees in Wales and to
foster them so that they want to stay. Flexibility to increase numbers is hampered by a
perennial question of who in Wales should pay for extra trainees. A priority should be for
Welsh Government and the Wales Deanery to sort this out.

Specifically for Radiology, solutions include overseas recruitment, retaining Radiologists
after retirement, increasing skills mix, outsourcing reporting and increasing training
capacity.

Overseas recruitment is a challenge and very difficult to achieve the scale required. The
Migration Advisory Committee ‘partial review of shortage occupations’ has already listed
Radiology as one of only three medical specialties in shortage.

Reliance on personnel who have retired and the continued adoption of extra work by the
current workforce is not sustainable in the long term. Skills mix, with increased
Radiographer reporting, will help but requires a high degree of Radiologist mentorship
which is difficult to achieve with current service demand.

Outsourcing is expensive but is less satisfactory with reduced clinician-radiologist
discussions and repeated workload with requests for local review of outsourced scan
reports; outsourcing companies’ sustainability is questionable with reliance on the
dwindling UK radiologist workforce.

All of the above will help address the workforce crisis, but the only sustainable solution is to
increase radiologist training capacity and numbers. To this end a business case has been
submitted to Welsh Government for a National Radiology Academy. This emulates models
in England which have successfully implemented modern training, and increased output
with high levels of local retention. The Academy model allows an increase in training
capacity while limiting impact on service provision due to economies of scale, with
increased trainee to trainer ration compared to the traditional apprenticeship model. It will
also support the development of radiographers, sonographers and other imaging
professionals.

Recruitment to registrar training posts in radiology is not a problem, with posts
oversubscribed by between 6 and 9 times in recent years. This year a new exam was
introduced to reduce the number of candidates being interviewed as the numbers have
been too great. Radiology remains a popular and competitive specialty.
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If the academy proposal is accepted, it is hoped it will also help the uneven distribution of
radiology consultants. The current training scheme is based in Cardiff, so registrars tend to
live in the South East and stay there for consultant posts. The academy will be sited further
west, hopefully in Pencoed near Bridgend, so registrars may choose to live further west.
When there are sufficient trainees, the South Wales scheme may also partially split into an
East and West based rotation, allowing some trainees to spend more of their time further
west with more experience of hospitals further west. Academies in England have shown a
‘trickle down’ effect, where the increased number of consultants produced first fill posts
near the academy, and then to centers progressively further away.

A radiology academy should also provide excellent training, and if trainees enjoy their time
in Wales they are more likely to stay, and to spread the word that it is good to work in
Wales, attracting others.

Conclusion

We therefore request your support for the National Imaging Academy business case which
is currently being scrutinized by Welsh Government, and importantly also for the increased
number of radiology trainees required to fill it, as this offers the best long term sustainable
solution to the radiology workforce crisis.

The requirement for increased trainees is a particular concern, with uncertainty around this
due to the formation of the new Health Education Wales body who will presumably
determine training numbers in future.

Prepared by Dr T Wells, Consultant Radiologist Swansea,
Secretary Standing Welsh Committee of the Royal College of Radiologists
Using RCR data, the National Imaging Academy Business Case and work by Dr M Rolles
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Appendix:
2015 Royal College of Radiologists Census Data

1. Workforce

Headcount of consultants

2010 2014 2015 % change % change
headcount headcount headcount 2014-15 2010-15
Wales 147 150 160 7% 9%
UK 2,869 3,239 3,318 2% 16%

Whole-time equivalent consultants

% change % change
2014-15 2010-15
Wales 140 143 147 3% 5%
UK 2,714 3,048 3,125 3% 15%

WTE consultant radiologists per 100,000 people

WTE per % change % change
Population 100,000 2014-15 2010-15
Wales 3,092,036 4.8 4% 2%
UK 64,596,752 4.8 0% 9%

2. Consultant radiologists — details

Gender

Percentage (and headcount) of female and male consultants, 2015

Female Male
Wales 36% (58) 64% (102)
UK 35% (1,163) 65% (2,155)

Age

Percentage (and headcount) of consultants in each age group, Wales 2015

Age group Wales UK

30-39 14% (23) 20% (659)
40-49 42% (68) 41% (1,365)
50-59 31% (49) 27% (908)
60 or over 12% (19) 7% (246)
Not known <1% (1) 5% (140)
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International medical graduates

Percentage (and headcount) of international medical graduates in consultant workforce,
2015

Percentage of IMGs in consultant workforce

Wales 23% (37)
UK 28% (921)

3. Unfilled posts

Unfilled consultant posts, 31 March 2015

Unfilled consultant posts % of consultant posts unfilled

Wales 12 7%
UK 324 9%

Status of unfilled of unfilled consultant posts, 31 March 2015

Advertised but failed to appoint 5 166
Advertised but not yet

interviewed 0 28
Appointed but not yet taken up 2 45
Funded but not yet advertised 5 64
Funded but not yet appointed 0 21
Total 12 324

Consultant posts vacant for 8 months or longer as of 31 March 2015

Unfilled posts % of all unfilled posts

Wales 5 42%
UK 148 46%

Unfilled consultant posts covered by locums as of 31 March 2015
% of unfilled posts covered by

Unfilled posts covered by locums locums
Wales 1 8%
UK 96 30%

This is a likely underestimate as many unfilled posts have stopped being advertised,
particularly in West Wales.
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Ymchwiliad i recriwtio meddygol

Inquiry into medical recruitment

Ymateb gan: Coleg Brenhinol y Seiciatryddion
Response from: Royal College of Psychiatrists Wales

The Royal College of Psychiatrists is the professional medical body
responsible for supporting psychiatrists throughout their careers, from
training through to retirement, and in setting and raising standards of
psychiatry in the United Kingdom.

The College aims to improve the outcomes of people with mental illness, and
the mental health of individuals, their families and communities. In order to
achieve this, the College sets standards and promotes excellence in
psychiatry; leads, represents and supports psychiatrists; improves the
scientific understanding of mental illness; works with and advocates for
patients, carers and their organisations. Nationally and internationally, the
College has a vital role in representing the expertise of the psychiatric
profession to governments and other agencies.

RCPsych in Wales is a satellite of the Central College, representing over 550
Consultant and Trainee Psychiatrists working in Wales.

For further information please contact:

Siobhan Conway

RCPsych in Wales Manager
Tel: 029 22 33 1081
www.rcpsych.ac.uk
@RCPsychWales
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The RCPsych in Wales is encouraged that the National Assembly for Wales
are seeking stakeholder comments into their inquiry into medical
recruitment.

This response has been produced in consultation with the members of the
College in Wales and relevant stakeholders.

The RCPsych in Wales has previously submitted responses to Welsh
Government consultations on workforce which include relevant information
on recruitment and retention as below:
e Welsh Government - Health Professional Education Investment review
e Welsh Government (commissioned) - review into the NHS Workforce

RCPsych Workforce Census

e In March 2016 the RCPsych published the results of its Workforce
Census

NHS ten- year plan on workforce

In March 2015, the minister announced that a 10-year national workforce
plan for the NHS will be developed, bringing together work already
underway, including prudent healthcare principles. It will be informed by two
areas of work - the primary care workforce plan and the independent review
of the NHS Wales workforce (see above).

Inquiry questions:

1. The capacity of the medical workforce to meet future population needs in
the context of changes to the delivery of services and new models of care.

The current psychiatry workforce does not have the capacity to meet future
population needs in Wales. Psychiatry professionals in Wales work hard to
meet the demands of a growing and changing population. They are treating
more people with different needs in a variety of settings including hospitals,
clinics, prisons, secure units and in the community. With limited funds and
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few resources, services are at risk of collapse. We are calling for Welsh
Government to address workforce issues more generally and within their
specialties. It must be Welsh Government’s priority to develop a workforce
plan and training programme to attract the calibre of healthcare
professionals to meet these demands as stated in RCPsych in Wales
Manifesto 2016.

Current numbers of trainees in General Adult Psychiatry and Old Age
Psychiatry are particularly concerning. There are gaps in training schemes for
these specialties and this shortfall will, in the near future, have an impact on
consultant numbers working within these specialties. Workforce demand in
Old Age Psychiatry will continue to increase as our population ages and
supply is not predicted to meet this demand and a significant shortfall
expected. Retirement rates of Old Age psychiatry consultants has increased
along with vacancy rates across the UK.

The RCPsych in Wales acknowledges the future changes in the delivery of
care in Wales as stipulated by the South Wales Programme Board which is
now being implemented. The ambition is to:

e Centralise services and strengthen primary care and community
services so people can keep well at home. When people do need
hospital care, provide as much as locally as possible but only when it
is safe to do so.

e Develop a new system where hospitals work together across health
board boundaries to provide high-quality, timely care for patients in
the most appropriate place.

e Improve care and standards by concentrating consultant-led services
and emergency medicine (A&E) for the most seriously ill and injured in
fewer hospitals.

Mental Health service provision in Wales has improved over the last 20 years
with most services now being delivered in the community setting. To enable
improvements to specific DGH services as detailed above, the psychiatry
workforce in emergency/crisis/DGH settings must be robust. There have
been improvements in Liaison psychiatry with additional funding from Welsh
Government which has been welcomed. However, there are still gaps in
services across Wales.

2. The implications of Brexit for the medical workforce.
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Brexit is predicted to have a negative impact on the medical profession
throughout the UK. The numbers of doctors entering psychiatry in Wales was
inadequate before the referendum to leave Europe. The result means that the
need for more doctors is now more acute. We would stress that we need to
expand the number of Wales’ medical students to ensure a high level of
domicile doctors of the future, that are likely to study, train and work in
Wales post CTT. Currently, 40% of all UK doctors are trained outside the UK.
The College in Wales is acutely aware that this situation is likely to change
when Brexit has been implemented.

The future post Brexit is uncertain. We are concerned that doctors from
outside the UK already working in Wales, settled in jobs and who have set up
homes may consider leaving due to the uncertainty of the future. We are also
concerned that the UK post Brexit is now not considered a stable place to
come and work due to the ongoing uncertainty.

Brexit puts doctors from EU countries, who thus far relied on their automatic
residence rights, into a precarious situation. To make matters worse, the UK
Government’s announcements seem to imply that doctors from EU countries
will only be tolerated in the UK for a limited period which is essentially until
sufficient numbers of British doctors have been trained. This prospect is
likely to have a demoralising effect and will make it very difficult to recruit
and retain doctors from EU countries. This will add to the difficulty in
covering clinical areas which are affected by a shortage of doctors (such as
psychiatry, and particularly its subspecialties/ special interest areas) in this
interim period. The interim period could easily last for 20 years if not longer,
anyone starting medical school now would need at least 20+ years training
to replace current experts. It was disappointing not to see a clear response
from the Welsh Government on this matter, but hopefully this inquiry will
result in representations being made both to the Welsh and the UK
Governments.

3. The factors that influence the recruitment and retention of doctors,
including any particular issues in certain specialties of geographical areas

Historically Psychiatry has had difficulty in recruiting and retaining staff. It is
well evidenced that recruitment into psychiatry is very poor. Psychiatry faces
a stigma of its own, with low popularity rates globally. The reasons that

medical students choose careers in medical specialties other than psychiatry
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are well documented. Despite this, the key issues have not been addressed
collectively in the UK. Data from the College show that the size of Wales’
consultant psychiatrist workforce only grew by an average of 0.7 FTE (3.5
headcount) per year from 2011-2013.

Psychiatry has very high levels of job satisfaction, which can be attributed to
its focus on the bio-psycho-social model with a holistic approach to care
and treatment. Psychiatry is regarded to be at the forefront of modern
healthcare services, spearheading co-production and service user
involvement, psychological as well as medical therapies, and working with
physical health and social needs.

Retention of Psychiatrists and trainee psychiatrists is a major issue. Factors
that influence this include lack of good quality training experience in some
areas, stigma within the medical profession and pressure on services. Wales
specifically has issues with the rurality of some areas and some Health
Boards have difficulty in recruiting into rural posts. Recent discussions with
our membership in Wales have revealed that pay is not the major factor in
recruiting and retaining staff in Wales. Quality of service provision, support
services, work-life balance and job satisfaction are higher priorities for
psychiatrists.

The RCPsych in Wales is aware of the impact that the new junior doctor
contract is having in England. We are encouraged that no plans to implement
such a contract have been announced in Wales. This would lead to a further
reduction in Recruitment and Retention of psychiatry doctors in Wales

4. The development and delivery of medical recruitment campaigns,
including the extent to which relevant stakeholders are involved, and
learning from previous campaigns and good practice elsewhere

The RCPsych (UK) has recently revised its recruitment and retention action
plan. This document provides a detailed set of initiatives developed to
improve recruitment and retention across the UK.

The RCPsych in Wales believes that in order to improve rates of recruitment,
young people should be targeted at secondary school age and medical
schools to be well informed of NHS careers. Work experience, careers fairs
and Young People’s debates on Mental Health provide young people the
experience and knowledge to make an informed decision about their future
career.
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The RCPsych in Wales has published its Recruitment and Retention Action
Plan 2015 - 2017 and works constantly to improve the rates of recruitment
and retention in Wales. We strive to:
e Reduce stigma and promote good mental health within secondary
schools in Wales.
e Reduce stigma and promote psychiatry within medical schools in
Wales.
e Ensure high quality and supported training at core and higher level
within psychiatry in Wales.

Retention of Psychiatrists and trainee psychiatrists is a major issue. Factors
that influence this include lack of good quality training experience in some
areas, stigma within the medical profession and pressures on services.
The Royal College of Psychiatrists offers Pathfinder Fellowships, which
provide a unique and exciting opportunity for medical students in their
penultimate year of study who are interested in pursuing a career in
psychiatry. The Fellowship Award has expanded to offer 20 places. We are
seeking the next generation of psychiatrists to lead the profession into the
future.

5. The extent to which recruitment processes/practices are joined-up,
deliver value for money and ensure a sustainable medical workforce.

The RCPsych in Wales works proactively on recruitment. We have organised
and delivered joint working in this area with Swansea University School of
Medicine and Cardiff medical school. The RCPsych in Wales would welcome
the opportunity to work collaboratively with other related organisations on
improving current rates of recruitment and retention in Wales.

Further comments:

The Welsh Government has just announced the creation of a new body,
Health Education Wales, which will lead strategic workforce planning,
workforce design and education commissioning for NHS Wales.

This follows the report of the Health Professional Education Investment
(HPEI) review.
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Key points

e The report proposes a new “arm’s length body” with a board
accountable to Welsh Ministers, working within an overall framework
provided by the Welsh Government.

e It proposes members of the board be appointed for their expertise in
specific areas such as understanding changing health needs,
workforce planning, educational design, quality assurance and equity.

e The removal of boundaries between medical and non-medical
planning, workforce design and commissioning will provide new
opportunities for multi-professional approaches.

e The focus on widening access, raising awareness about more than 300
different roles and opening up more flexible career pathways needs a
co-ordinated national approach, supported with local initiatives.

e Overseen by a board, the new HEW body will deliver a national co-
ordinated approach to delivering workforce education and training to
meet the specific geographical needs of Wales.

The Welsh Government expects the body to be in place by 1 April 2018.
The RCPsych in Wales stresses the importance of having robust support in
place whilst the planning and implementation of the new body is taking
place. We would be concerned to see a break or any disruption to
recruitment of doctors in Wales in this crucial time period.

The College in Wales would welcome the opportunity to assist Welsh
Government and the National Assembly for Wales on issues around
recruitment and retention of doctors in Wales.

November 2016
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Inquiry into medical recruitment

Ymateb gan: Coleg Brenhinol Pediatreg ac lechyd Plant
Response from: Royal College of Paediatrics and Child Health

Royal College of Paediatrics and Child Health

Submission to the Health, Social Care and Sport Committee’s Inquiry into

Inquiry into medical recruitment, November 2016

1. Introduction

1.1 The Royal College of Paediatrics and Child Health (RCPCH) is pleased
to contribute to the work of the Health, Social Care and Sport Committee and
its aims to understand and explore the issues around medical recruitment in

Wales.

1.2 The RCPCH works to transform child health through knowledge,
innovation and expertise. We have over 550 members in Wales and over
17,000 worldwide. The RCPCH is responsible for training and examining
paediatricians. We also advocate on behalf of our members, represent their
views and draw upon their expertise to inform policy development and the

maintenance of professional standards.

1.3 For further information please contact Gethin Jones, External Affairs

manager for wales: | NEEESEEEEE -- I

Pack Page 51



2. The capacity of the medical workforce to meet future population
needs, in the context of changes to the delivery of services and the

development of new models of care.

2.1  While children’s health has improved greatly in the UK over the last 30
years, the UK continues to lag behind much of Western Europe and performs
poorly on several measures of child health and wellbeing, including
mortality!. The RCPCH’s Why Children Die? report highlights a need to better
manage sick children and recommends that measures are taken to improve

recognition and management of serious illness across the healthcare service.

2.2 Infants, children and young people (ICYP) aged O to 18 make up
around 20% of the UK population3 and they are high users of healthcare
services; accounting for around a quarter of a typical GP’s workload4 and

more than a quarter of emergency department attendances.

2.3 The vast majority of children’s illnesses are minor, requiring little or
no medical intervention and a significant number of these emergency
attendances may be deemed unnecessary or inappropriate. Unnecessary
attendances are distressing and disruptive to children and families and also
a wasteful high-cost intervention in a resource-limited health service,

putting additional pressure on the hospital.

2.4 The RCPCH has also continued to express serious concerns about the
sustainability of the paediatric workforce and services across the UK and the

latest data show that gaps on paediatric rotas are increasings.

1 Wolfe et al. Improving child health services in the UK: insights from Europe and their implications for the NHS reform. BMJ 2011; 342:
d1277

2 RCPCH, National Children’s Bureau and British Association for Child and Adolescent Public Health. Why Children Die: death in infants,
children and young people in the UK. 2014
http://www.rcpch.ac.uk/sites/default/files/page/Death%20in%20infants,%20children%20and%20young%20people%20in%20the%20UK.p
df

32011 Census, Office of National Statistics

4 Hippisley-Cox J et al. Trends in consultation rates in general practice 1995 to 2006: analysis of QRESEARCH database 2007. Cited in Wolfe
et al. Improving child health services in the UK: insights from Europe and their implications for the NHS reforms? BMJ 2011.

5 RCPCH. Rota Vacancies and Compliance Survey. 2016
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2.5 From the data we currently have from the RCPCH 2016 Rota Vacancies
and Compliance Survey, we estimate that there is currently an 11.2% gap in
the paediatric rota at tier 1, which is higher than England (10%) and Scotland
(10%). There is also a 13.1% gap in tier 2 in Wales compared to 21.7% in
England and 11.8% in Scotland. 42.9% of clinical directors said they were
“very concerned” that the service would not be able to cope with demands

placed on it during the next six months.

2.6 Responses to our most recent workforce census show that recruitment
issues are the most often cited source of pressure on units. Pressures cited
included difficulty in recruiting consultants, trainees, nurses and other allied

health professionals.

2.7 The RCPCH’s Facing the Future: Standards for Acute General Paediatric
Services® and Facing the Future: Together for Child Health? make the case
for whole system change in paediatrics to meet the needs of ICYP. The model
recommends fewer, larger inpatient units which provide consultant delivered
care and are better equipped to provide safe and sustainable care. These
units need to be supported by networked services and more care delivered
closer to home through community children’s nursing teams and better

paediatric provision in primary care.

2.8 Where children do need to be cared for in a hospital setting we need to
ensure that all those delivering urgent care are following consistent
guidelines and make sure that all emergency departments have the
appropriate skill mix and workforce to deliver safe, effective and efficient
care. The RCPCH is currently revising the Intercollegiate Standards for

Children and Young People in Emergency Care Settings® (last published in

6 RCPCH. Facing the Future: Standards for Acute General Paediatric Services. 2015 www.rcpch.ac.uk/facingthefuture
7 RCPCH,RCN, RCGP. Facing the Future: Together for Child Health. 2015 www.rcpch.ac.uk/togetherforchildhealth

8 Intercollegiate Standards for Children and Young People in Emergency Care Settings. 2012
http://www.rcpch.ac.uk/sites/default/files/page/Intercollegiate%20Emegency%20Standards%202012%20FINAL%20WEB.pdf
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2012) which provide healthcare professionals, providers and service planners
with measurable and auditable standards of care applicable to all urgent and

emergency care settings.

3. The implications of Brexit for the medical workforce.

3.1 5.6% of paediatric consultants in the UK in 2013 were graduates from
the European Economic Area (EEA); and 5.1% of paediatric trainees are EEA
graduates compared to 3.6% of trainees across all medical specialities®.
However, 18.7% of paediatric trainees are international graduates compared
to 11.7% of all trainees; hence any restrictions on immigration from outside

the EU would have a larger impact on paediatrics.

3.2 The freedom of movement of people has meant that the NHS in Wales
has been able to recruit healthcare professionals from across the EU without
visa restrictions. On a UK level, we believe that the Westminster Government
must reassure EU staff of their value and make clear that EU citizens
currently employed in the NHS will have the right to remain after Brexit, to

stop their significant departure and to maintain services.

3.3 Before the referendum, leading Brexit campaigners suggested that the
UK could introduce an Australian style points system which would enable
highly skilled professionals such as paediatricians from around the world to
work in the UK. However, as the details of this potential new system are
being discussed, we will continue to need EU and other overseas staff in
clinical and non-clinical posts at all levels to maintain services. We do not

want the availability of medical staff from the EU to be restricted.

3.4 We welcome the announcement made by Jeremy Hunt in England
earlier this year to introduce 1,500 new medical training places to make the

NHS ‘self-sufficient’ by 2020. However, it is not clear what this means for

9 GMC State of Training 2015 http://www.gmc-uk.org/publications/somep2015.asp
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Wales. We are not clear as to whether this action will be in partnership with
the Welsh Government and that the NHS across the whole of the UK will be
‘self-sufficient’ . It should be noted that it takes at least seven years to train
new students to enter practice so many will not be in place until 2023/24 at
the earliest and 1,500 new places is unlikely to fill the current vacancy rates

across the medical profession as a whole.

3.5 The RCPCH is concerned that recruitment figures will fall as the UK
begins the process to leave the EU. Prospective trainees may be hesitant to
join what is already a depleted and highly pressurised workforce and EU
citizens residing in or planning to move to the UK will quite likely be putting

career plans on hold until their future in this country is certain.

4, The factors that influence the recruitment and retention of doctors,

including any particular issues in certain specialties or geographic areas.

4.1 There are significant changes planned for the process of recruiting
trainees. In the past, all Deaneries delivered their own interviews for trainees
at levels ST1&2. In future, applicants will be able to apply regionally. This will
give applicants greater choice of preferences where to go and more scope to
receive offers without having to go through additional interviews or clearing.
We hope this improves fill rates, as the applicant gets a better range of
possible places having interviewed for only one. We also hope this delivers

better value for money, requiring fewer interview centres for fewer days.

4.2 The Welsh Government has announced the creation of an arm’s length
organisation, provisionally called Health Education Wales (HEW) to oversee
strategic workforce planning, workforce design and education

commissioning for NHS Wales. We hope that this will be accompanied by a
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clear strategic vision for the recruitment and retention of the medical

workforce in Wales and a strategy to realise this.

4.3 We also hope that the Welsh Government will plan for the interim
period between now and April 2018, when it is envisaged that HEW will
become operational, given the possible disruption. We would welcome clarity
as to how the Welsh Government will ensure that this transition does not

negatively impact on recruitment.

4.4 We would also emphasise the need for HEW to plan for long term
demand and implementation of the Facing the Future standards in the
context of the realities for paediatric trainees, including less than full time

working, maternity and paternity leave etc.

4.5 Key factors that we know have a significant influence on the
recruitment and retention of doctors are rotas (gaps on wards discourage
trainees) and how good training is. We asked a panel of RCPCH members
representing each region in Wales whether they could identify factors
relating to geography, rural or urban areas, or areas of deprivation. The
feedback we received included the following statements from RCPCH

members:

4.6  “Biggest contributors towards recruitment and retention: rota gaps at
tier 2 level are the biggest factor lowering morale across the 4 nations as

they are having a material effect on the amount of work for trainees and the
amount of time they spend out of hours. They also contribute to a feeling of
being mainly for service delivery rather than training. All steps that can help

ease this should be considered.”

4.7 “Often the adverts say you will be based at one hospital but you may
be expected to travel all over the Health Board if necessary (or words to that
effect). As travel times in rural areas are not as simple as judging it on the

mileage this again is a factor.”
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4.8 “Emphasis on training - for all medical groups.”

4.9 “l personally believe that the factors that influence the recruitment and
retention of doctors in general is that there simply isn't enough doctors
when you consider that people leave medicine to pursue other careers,

people leave the UK for a perceived better quality of life.”

4.10 “From a Wales point of view, for prospective training doctors like
myself, it is a large deanery in terms of geography and | don't think that it is
clear to those from outside that if you train in Wales you can opt for either
South Wales or North Wales (and link with Mersey for tertiary care). That to
me is a major point to sell as it means that even though it's a huge deanery,
from a practical point of view you can set up home somewhere central to the
North or South and know you can commute easily to any placement in that

area.

4.11 “l think the major card in Wales hand at the moment is the fact that the
junior doctor contract is not being implemented here and that the Welsh

Government are in discussions with the doctors.”

5. The development and delivery of medical recruitment campaigns,
including the extent to which relevant stakeholders are involved, and
learning from previous campaigns and good practice elsewhere; The extent
to which recruitment processes/practices are joined-up, deliver value for

money and ensure a sustainable medical workforce

5.1 RCPCH does not manage recruitment campaigns. Positions are
advertised through the Oriel website centrally. RCPCH staff and members do,
however, frequently attend careers fairs. These are primarily organised
locally, sometimes by hospitals. We are not aware of a central strategy or

campaign to organise this work, either in Wales or at a UK level.
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5.2 We asked a number of our members, particularly trainees with recent
experience of going through this process or consultants who have been

involved in recruitment work, for their feedback. Their responses are below:

5.3 “We rely heavily on overseas doctors which ethically means we're
taking doctors from parts of the world that need them, and practically with
the current political situation in the UK means that we'll be less attractive to

overseas doctors soon, especially when we leave the EU.”

5.4 “Medical recruitment campaigns... have not been fruitful in my
experience. These have generally been undertaken by medical professionals
themselves (not really their job to do this surely?) with some help from
staffing departments and have often taken a good deal of time and energy...
Clearly there may be better strategies for targeting these recruitment drives
but in my view these should be a short term solution to manpower
shortages... increased production of local trainees must be the better long
term plan. We need to move away from the concept that some clever

recruitment strategy will provide the answer.”
5.5 “l don't know how 'joined up' we are in terms of recruitment but it

certainly feels like we are not very joined up at the moment with the obvious

workforce inadequacies.”
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Jayne Dando, Head of Workforce Strategy & Planning, Workforce, Education &
Development Services (WEDS).
Nesta Lloyd - Jones, Policy and Public Affairs Manager, the Welsh NHS
Confederation.
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Date: 16 November 2016

Introduction

1. We

welcome the opportunity to contribute to the Health, Social Care and

Sport Committee inquiry into medical recruitment. We hope that our
response, which has been developed with our members, including
Directors of Workforce and Organisational Development (OD) and
representatives from the All Wales Strategic Medical Workforce Group. The
Welsh NHS Confederation and Directors of Workforce and OD would be
more than happy to provide further information to Members of the
Committee.

2. The Welsh NHS Confederation represents the seven Health Boards and
three NHS Trusts in Wales. The Welsh NHS Confederation supports our
members to improve health and well-being by working with them to deliver
high standards of care for patients and best value for taxpayers’ money.
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We act as a driving force for positive change through strong representation
and our policy, influencing and engagement work.

3. NHS Wales Employers is hosted by and operates as a part of the Welsh NHS
Confederation. NHS Wales Employers supports the strategic workforce
agenda of the NHS in Wales from an NHS employers’ perspective. NHS Wales
Employers supports the employers with workforce policy development,
practical advice and information, and enables the NHS Wales Workforce and
OD community to network and share knowledge and best practice.

Key points
4. The health service is Wales’ biggest employer, currently employing around

86,500 staff and providing a significant contribution to both the national
and local economy. As changes in demographics and our lifestyles have
resulted in a dramatic rise in demand on the health and care services, it
has become increasingly clear that a transformation in the way treatment
is delivered is required if the NHS is to meet the needs of a future
population. A sea-change in the way services are designed is vital. A key
aspect to driving this, and successfully putting NHS Wales on a sustainable
footing, is the workforce.

5. With an ageing population and a rising number of people with complex and
chronic conditions, the workforce must be ready to evolve and respond to
the challenges ahead. As well as meeting the future needs of the
population, the workforce must also develop new ways of working to
address concerns about an expected shortfall in the future NHS workforce,
especially for certain types of jobs and in different regions of Wales.

6. The Welsh Government (WG), through cross-party support, must help
facilitate sustainable long-term workforce planning according to the needs
of local communities. Future demand for health and social care will not be
met unless we plan, develop and use the health and social care workforce
differently. The Welsh NHS Confederation Policy Forum, consisting of
health and social care organisations from across Wales, has recently
developed the “One workforce: Ten actions to support the health and social
care workforce in Wales”ii document which has been endorsed by nearly 40
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organisations. The document considers the ten key areas to ensure a
sustainable health and social care workforce in the future, including having
a long-term vision for health and social care in Wales.

7. We now have an opportunity in the fifth Assembly to put forward a long-
term vision for the health and social care workforce, acknowledging that
the workforce needs to change to deliver integrated, personalised care
closer to home.

Background
8. Across the UK, emerging trends over the last six years show significant

challenges in recruiting doctors to a number of medical specialties. Each
area and region in the UK has its own unique factors and challenges but
there are common issues contributing to the current position in Wales. As
a consequence, agency and locum usage has increased to cover the rota
gaps and vacancies.

9. The size of the total medical workforce has grown by 10% between 2010
and 2016. 2.5% of this growth has been between 2014 and 2016.
Compared to other parts of the workforce the Consultant grade has grown
significantly, a growth of 17% since 2010 illustrated in chart 1 below. The
comparative growth across all grades is shown in chart 2.

10. Despite the overall growth in the medical workforce there is a supply -
demand gap in a number of medical specialties in Wales.

11. In relation to the table below SAS relates to specialty and associate
specialist doctors and HT refers to higher grade doctors in training.
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Chart 1: Percentage change in NHS employed staff 2010-2016
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Chart 2: FTE comparison and % variance between 2010-2016 for Medical &
Dental grades
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Health Board Vacancies and Recruitment Pressures.

12. To illustrate the vacancy and recruitment pressures that the NHS in
Wales is facing, the following figures are the reported vacancy and
recruitment pressures from the six large Health Boards (Abertawe Bro
Morgannwg University Health Board (ABMU), Aneurin Bevan University
Health Board (ABUHB), Betsi Cadwaladr University Health Board (BCUHB),
Cardiff and Vale University Health Board (CVUHB), Cwm Taf University
Health Board (CTUHB) and Hywel Dda University Health Board (HDUHB)) as
at July 2016. These figures have now changed due to success with recent
international recruitment.

HB Vacancies Junior SAS/HT Consultant
Totals for six 132 253 154
large HBs

Specialty Pressures

13. The following table expands upon the areas where Consultant
recruitment is presented as a pressure or for the other grades where four
or more gaps appear per specialty.
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including:

Organisation | Specialty

and Grade

ABMU

SAS/HT Emergency Medicine (EM), Anaesthetics , Neonatology,
General Surgery and Psychiatry

Cwm Taf

Consultant Pathology and EM

SAS/HT General Medicine, Psychiatry and EM

Junior General Medicine and General Surgery

Hywel Dda

Consultant Ophthalmology, General Medicine, Radiology, General
Surgery and Anaesthetics

SAS/HT Anaesthetics, EM and General Medicine

Junior Anaesthetics and Orthopaedics

Aneurin

Bevan

Consultant | Acute Medicine and Anaesthetics

SAS/HT Anaesthetics and Trauma and Orthopaedics

Cardiff and

Vale

Consultant Occupational Health and EM

SAS/HT EM and Intensive Care

BC UHB

Consultant Pathology, Radiology , Anaesthetics , EM and General
Medicine

SAS/HT Anaesthetics and General Medicine

Junior EM, Orthopaedics, Anaesthetics and General Medicine

14. Work on recruitment programmes is underway across NHS Wales,

e All Wales/ UK recruitment campaigns;
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15.

e All Wales approaches to international recruitment;

e Promoting Wales as a place to train, work and live (e.g. branding and
career fairs);

e Development of standard relocation packages, developing the “Wales
Offer”; and

e Exploring different solutions (e.g. new roles such as Physicians
Associates).

The service is working closely with Welsh Government and the Deanery
regarding the future funding and commissioning of training places to
support the future supply of doctors, particularly increasing numbers

where there are predicted shortages.

Questions

Ql

. The capacity of the medical workforce to meet future population needs in

the context of changes to the delivery of services and the development of new
models of care.

16.

17.

18.

Workforce planning for medical staff presents a considerable challenge
given the length of training and the time frame for the NHS Integrated
Medium Term Plans (IMTP) of three years. Health Boards and Trusts
undertake local workforce planning which feeds into IMTP scoping
retirements, turnover and service change. While planning is linked to
supply and demand, some medical students and qualified doctors are
making a choice to either not enter the profession, not stay in it, or to work
as locums.

Some modelling has been undertaken within Wales for a number of
specialties. To supplement this the Workforce Education and Development
Service, which is part of the NHS Wales Shared Services Partnership (NWSSP),
commissioned the Centre for Workforce Intelligence (CfWI) to undertake
basic supply/demand modelling for specialties with 20 or more consultants
on behalf of the All Wales Strategic Medical Workforce Group.

The CfWI modelling was based on:
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19.

20.

21.

22.

23.

e Baseline supply projections including data on the numbers projected
Certificate of Completion of Training (CCT) holders that will be produced
based on the numbers in and length of training; and

e Demand projections were based on ONS data (changes in the size and
demographic of the population in Wales including age and gender) and
Hospital Episode statistics for Wales.

This modelling provided baseline projections only and did not take
account of policy changes, changes in service delivery / skill mix or
changes in technology.

In addition to the baseline modelling work additional intelligence,
included organisations’ Integrated Medium Term Plans, identified medical
staff shortages for consultants across a range of specialties, including
general practice, clinical radiology and emergency medicine in addition to
shortages at middle grade.

Working with Welsh Government, Chief Executives within Health Boards
have agreed an interim process for the consideration of medical training
numbers pending the outcomes of the Health Professions Education
Investment Review and the establishment of a single body for Wales to
undertake workforce planning /education commissioning.

Following the CfWI analysis work undertaken with the Wales Deanery
and NWSSP WEDS and consideration by the All Wales Strategic Medical
Workforce Group, recommendations were made by Chief Executives to
Welsh Government with regard to a number of specialties with the highest
priority being given to:

e Clinical Radiology;
e Pathology; and
e General Practice.

Additional places have been agreed for 2017/18 and further work is
underway to identify the requirements for medical training posts for
2018/19 onwards for all specialties including core surgical training posts.
The Welsh Government is also seeking to be flexible in supporting and

8
Pack Page 66



taking advantage of any opportunities which may arise to increase the
number of places in priority areas.

24. Health Boards and Trusts have been developing their medical workforce
models to be able to provide the level of service delivery required across
all sites and services. New roles and ways of recruitment are constantly
being developed to help support and overcome the challenges faced with
the recruitment of Medical Staff. In addition new ways of delivering care,
such as Medical Training Initiatives (MTIls), Advance Nurse Practitioners
(ANPs), Physician Associates (PAs), Nurse Prescribers and Responsible
Clinicians under the Mental Health Act 2007 are being utilised.

25. Overseas recruitment is significant in filling vacancies in the medical
workforce. This process is often lengthy due to the time it takes for the
approval of visa applications. This, in turn, provides untimely gaps in rotas
which often require locum cover, which in itself affects service delivery.

26. General Practitioners’ (GP) surgeries are already feeling the pressure in
delivering their service to the population. There is currently a shortage of
GPs to meet this demand and with 25% of GPs already at retirement age the
ability to deliver a service this way will not be sustainable, therefore
alternative roles are being explored as a potential substitute role.

27. The increased number of women in the medical workforce also needs to
be acknowledged as this may increase the requests for flexible working in
line with a better work/life balance. There is already evidence that Out of
Hours rotas are being impacted with an increase in the requests for Less
Than Full Time (LTFT).

28. Collaborative work is ongoing between Health Boards and Trusts to
consider and plan for risks in the medical workforce and opportunities to

mitigate increases by changes in skill mix, developing MDTs and
maximising delegation.

Q2. The implications of Brexit for the medical workforce.
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29.

30.

Many aspects of the UK’s health and social care services have been
influenced by European Union policies and legislation. Depending on the
settlement, the UK’s exit from the EU could have a profound impact on the
UK economy, our workforce and the delivery of public services. On
workforce, our priority will be to ensure a continuing ‘pipeline’ of staff for
the sector, including recognising health and social care as a priority sector
for overseas recruitment. We have asked the UK Government to provide
clarification as soon as possible that EU professionals who are already
working for the NHS, or who will be recruited during the leave negotiations,
will be allowed to remain after Brexit.

Across the UK, the NHS is heavily reliant on EU workers. In September
2015 there were 1,139 EU Nationals directly employed by the NHS. The
current percentage of doctors who are recorded on the Electronic staff
record as being from the European Union is 8% (compared to 10% in
England).

Nationality (March 16) UK EU Non EU
Consultant 74% 7% 19%
SAS 43% 13% 43%
Training Grades 74% 7% 20%
Other M&D 87% 5% 8%
Grand Total 70% 8% 22%

31. Further analysis was also carried out on GMC numbers to identify the

place of qualification to provide an additional perspective.

Country of Qualification

(March 16) UK EU Non EU
Consultant 65% 5% 30%
SAS 30% 11% 59%
Training Grades 74% 5% 22%
Other M&D 84% 4% 12%
Grand Total 65% 6% 30%

32. While the figures for the whole NHS Wales workforce are relatively small

there are some points to note:
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e Irish staff form by far the largest group and in particular there are
significant numbers in the professional/medical staff groups;

o Staffing levels in the service operate on very fine margins as can be seen
by the need to use high levels of agency and locum staff. Any decrease
in staffing numbers will exacerbate the problem;

e One of the solutions to the current staffing shortages since September
2015 has been to recruit from the EU, so these numbers may have
increased since then; and

e The current uncertainty as to the timetable for leaving the EU may
potentially lead to staff looking for opportunities outside of the UK and
for potential applicants to be deterred from applying. In addition, the
incidents of harassment of foreign workers and feeling that they are
may no longer be welcome may have an impact on EU/EEA workers’
willingness to remain in the UK, even if permanent freedom to remain
is granted.

33. Our reliance on EU workforce has increased in the last few years,
probably due to tightening of UK immigration policy on non-EU workers.
The priority after Brexit should be to ensure that the UK can continue to
recruit and retain much needed health and social care staff from the EU and
beyond, while increasing the domestic supply, through robust workforce
planning.

34. While we welcome the recent announcement that more healthcare
professionals will be trained domestically from now on, we are also aware
that workforce planning is an inexact science and that it is extremely
difficult to predict the number of professionals needed to ensure the
smooth and safe operation of a health and care system in continuous
change. Shortages in specific areas can take only 2-3 years to develop, but
may need 10-15 years for the UK trained workforce to respond, by which
time other solutions have usually been found and different workforce
shortages may have emerged. It is to be expected, therefore, that our
sector will need to continue to recruit overseas trained professionals,
including from within the European single market, to operate smoothly and
to offer safe and high quality services to patients in the future.
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35. The freedom of movement provisions of the EU single market make it
possible for healthcare professionals qualified in other parts of the EEA to
access the employment market in the UK without having to obtain visas
and work permits, unlike citizens from non-EU countries. This makes it
quicker and easier for the NHS to recruit staff from the EU, especially into
shortage areas and specialties. The UK benefits enormously from the single
market in this respect, as we are a net importer of healthcare professionals
qgualified in other parts of the EU.

36. In addition the EU legislation on mutual recognition of qualifications
means that currently many EU healthcare professionals are “fast-tracked”
for registration with the General Medical Council, the Nursing Midwifery
Council or other relevant regulatory bodies. EU rules mean the process for
professional registration and the right to practise legally in the UK is
different to non-EEA trained practitioners, for example it does not
systematically require pre-registration competency and language testing
by the regulator. These arrangements are reciprocal so that UK-qualified
practitioners can also practise relatively easily elsewhere in the EU,
although the outbound flow is less.

37. Our priority will be to ensure a continuing ‘pipeline’ of staff for the
sector. The immigration system that is in place after the UK leaves the EU
will need to ensure that, alongside our domestic workforce strategy, it
supports the ability of our sector to provide the best care to our
communities and people who use our services.

38. If the UK continues to have full access to the single market in future,
entailing freedom of movement for EU citizens to live and work in the UK
and vice-versa, not much would change in terms of our ability to recruit
from the EU. At the other extreme, a total exit from the single market would
leave the UK completely free to determine its own policies on immigration,
with possibly much greater implications for the NHS. Under this latter
scenario, it would be crucial to ensure that any future UK immigration rules
recognise health and social care as a priority sector for overseas
recruitment, from both within and outside the EU.
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39. The full implications obviously depend on the terms of the
arrangements which will be in place post the UK leaving the EU. To date the
UK appears to have benefitted from migration within the EU/EEA and many
Health Boards and Trusts have employed doctors from the EU and EEA. The
future of those doctors remaining in the UK may be uncertain until the
position is clarified. There is also uncertainty in relation to the potential
impact on visa arrangements which may be required in future, for example
applicants may require Tier 2, or Tier 5 visas. If additional visas are required
this will increase costs and impact NHS budgets.

40. Brexit could have an impact on rotas and service delivery, if current EU
doctors leave or there are reduced numbers of EU doctors coming into the
country then this may significantly impact on the delivery of rotas and
services. Some services may become unsustainable with the difficulties
which Health Boards have recruiting potentially being compounded.

41. European Working Time Directive - The EWTD has had a positive impact
for hospital doctors. If the UK ended the application of these Regulations
then there may be a return to the long hours culture which existed until
the late 1990s/early 2000s. While it is expected that the current legislation
would be retained, the situation moving forward is less clear.

42. In relation to workforce planning, there will be uncertainty in the short
term until the arrangements for employing doctors from outside of the UK
is clear. Many organisations currently face recruitment challenges, this
potentially becomes a far greater challenge as there may be a higher level
of reliance on doctors who require visas. This may be compounded by a
reduction in applications, due to the uncertainty regarding the post Brexit
arrangements and the lower value of the pound making UK salary levels
less internationally competitive. Anecdotally, Brexit may have already
adversely impacted on overseas recruitment because of the uncertainty and
impression it presents for overseas recruits. Small reductions in the
numbers of doctors employed in the service can have a significant impact
on the ability to provide sustainable services and we need to ensure that
the provision of care and services to patients is not compromised by the
current uncertainty.
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43.

In a post-Brexit environment there will need to be clarity regarding how
doctors from the EU will be granted access to the UK medical register and
how any concerns will be raised with other countries as well as the
continued impact and application of EU Directives and other European
legislation, such as Agency Worker Regulations.

Q3. The factors that influence the recruitment and retention of doctors,
including any particular issues in certain specialties or geographic areas.

44,

45.

46.

47.

Consideration needs to be given to the overall medical education
strategy for Wales including numbers of medical undergraduate training
places in Wales and those available to Welsh domiciles, the role of feeder
schemes and graduate entry places.

A reportii produced in 2013 showed that 30% of students in medical
schools in Wales were Welsh domiciled compared to the percentages of
locally domiciled students being 85% in Northern Ireland, 80% England and
55% in Scotland. The latest available figures suggest that this may now be
as low as 8-10% between the two Welsh medical schools. More work needs
to be undertaken to promote the medical profession as a career choice,
including delivering sessions to schools and sixth form colleges to promote
the medical career path and provide more opportunities to growing our
own.

It must also be remembered that educational experience, and how
undergraduate medical students and post graduate trainee doctors are
treated and valued (reflected in GMC surveys), have a major input into
recruitment and retention. Opportunities exist for Wales in maximising the
Education Contract recently developed by the Wales Deanery.

Factors that influence the retention and recruitment of doctors are:
e Geographical locations and small numbers on a rota sometimes
resulting in a lack of peer support and limited options for cross cover;
e Out of hours arrangements are not attractive to junior doctors due to a
feeling of isolation;

14
Pack Page 72



e Deanery placements can often be geographically challenging between
rotations which can be off-putting to junior doctors requesting
placements in Wales;

e Creating a better working/living environment will always be an
attraction for recruitment;

e Reputation of service;

e Opportunities for staff to work in areas they find particularly
stimulating. Good family support, child care, schools, affordable
housing, travel networks, well maintained work environments and local
culture/leisure offer;

e Rurality of some services and the need to provide remote rural practice
as employment experience so as to influence/ incentivise working in
those areas.

Q4. The development and delivery of medical recruitment campaigns,
including the extent to which relevant stakeholders are involved, and
learning from previous campaigns and good practice elsewhere.

48. Health Boards and Trusts have co-ordinated activity to promote working
in NHS Wales and worked with Welsh Government to develop the ‘Train,
Work, Live’ campaign. Features of the recruitment approaches include:

e Attendance at all Wales BMJ Careers Fairs annually;

e Developing individual Health Board/Trust branding in line with the
National Campaign for all hard to fill posts;

e Continuous advertising in professional journals in hard to fill posts,
including the branding in future campaigns and adverts;

e Continuous presence on social media platforms e.g. Linkedin,
Facebook, twitter and Health Board/Trust websites;

e Headhunting on Linkedin;

e Development of individual Health Board recruitment websites with new
branding thread,;

e Need to expand on current attendance at recruitment fairs;

e Specific hospital based open days;

e Working with schools and potential applicants for Medicine;

e Links with agencies to recruit into NHS contracted posts;

e International recruitment;

e Stakeholders involved throughout all of the above; and
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e Participation in Medical Training Initiative (MTIl) and BAPIO (British
Association of Physicians of Indian Origin) initiatives.

49. Work has also been undertaken to develop an offer for GPs. Recruitment
campaigns needs to be delivered in a variety of different ways to ensure we
capture the younger generation. Better use of social media need to be used
to capture this audience.

50. Workforce & OD Directors have recently set up a Wales work stream
focusing on reducing spend on temporary medical locums. Reporting into
Chief Executives, this has a recruitment arm, looking at opportunities for
collaborative work on recruitment across Wales - any gaps - building on
best practice.

Q5. The extent to which recruitment processes/practices are joined-up,

deliver value for money and ensure a sustainable medical workforce.

51. Organisations are working on ensuring that recruitment practice and
administration is joined up from the processes of a doctor resigning to
recruitment of their replacement to ensure that any workforce gaps are
kept to a minimum. The recruitment process for Consultants is lengthy
due to the statutory requirements and the difficulties that can arise from
organising interviewing panel members for Advisory Appointment
Committees (AAC). Organisations have been enhancing their interview
process and consideration is being given to changing/relaxing the
prescriptive requirements for AAC panel members.

52. Employment checks are vital for good governance and public safety,
however they do impact on the recruitment timeline. Consideration is
being given to the portability of checks throughout NHS Wales.

53. The Medical Training Initiative (MTI) and BAPIO (British Association of
Physicians of Indian Origin) initiative in India has been undertaken on an
all-Wales basis, with representatives from NHS Wales travelling to India in
November 2016.
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54. Joint rotations have been devised across and between Health Board. For
example, Cardiff and Vale UHB, Abertawe Bro Morgannwg UHB and Cwm
Taf UHB have developed a scheme for Trauma and Orthopaedics
administered and managed by the Cardiff and Vale UHB Medical Workforce
Team.

Conclusion

55. People working within the NHS and social care are our biggest asset.
Without their hard work and dedication the health and care service would
collapse. We need to think about the workforce we have today for our
current service delivery requirements but also focus on creating a pipeline
for the future, which will include many of today’s health and social care
employees. This will require innovation and perhaps new regulation
mechanisms for new roles. We now have an opportunity in the fifth
Assembly to put forward a long term vision for the health and social care
workforce, acknowledging that the workforce should change to deliver
integrated, personalised care closer to home.

P Stats Wales, May 2016. NHS staff by staff group and year 2015.

i Welsh NHS Confederation Policy Forum, September 2016. One workforce: Ten actions to support the health
and social care workforce in Wales.

i NHS Education for England, March 2013. Domicile of UK undergraduate medical students.
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The Wales Deanery Response to the Health & Social Care Medical Recruitment
Inquiry

Background

The Wales Deanery delivers the highest quality training and innovative postgraduate
medical and dental education for Wales. It provides nearly 3,000 training grade
doctors and dentists across Wales with access to high quality postgraduate facilities
and educational support so that they can achieve their career aspirations, whilst
ensuring high quality care and patient safety in Wales. The Wales Deanery provides
a wide range of activities underpinned by the General Medical Council (GMC)
approved quality management framework.

1. The capacity of the medical workforce to meet future population need in the

context of changes to the delivery of services and the development of new models

of care

1.1 It is acknowledged that the NHS is facing challenges in recruitment and
retention of trainee doctors in certain specialities. These shortages are not
unique to Wales and reflect a complex and fluid system. There are a
significant number of vacancies in a range of specialties across NHS Wales
including Core Medical Training, General Practice, Psychiatry, Acute Medicine,
Higher Emergency Medicine and Higher Paediatrics. These shortages
produce gaps in rotas that can and do impact negatively on trainees and
compromise the quality and sustainability of their experience and training.
As a consequence there has been a lowering of morale in this group. In
addition pressure to recruit to training posts has often led to a reduction of
appointability thresholds leading to the appointment of trainees who require
additional training time and input from trainers as they are unable to
progress through the programmes at the expected rate.
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1.2

1.3

1.4

1.5

In General Practice (GP) the demand for services has increased substantially
in the past decade but the target intake to the GP training programme for
Wales has remained at 136 for the past decade whilst in England, the target
number has risen from 2,400 to 3,250. Large increases in recruitment
targets in percentage terms have also been applied in Scotland (target
increased to 400 entrants per annum) and Northern Ireland. It is true that all
these countries are failing to appoint to full capacity. Also, despite having
the proportionately lower and static target intake, in Wales too, the fill rate
for these posts has not been met in recent years. However, to demonstrate
positive ambition for GP training recruitment in Wales, we believe that the
Inquiry should strongly consider the case for setting targets (relative to
population) which begin to look at least close to those already set in the other
three devolved nations.

Other innovative models of care are needed to ensure patients have a safe,
sustainable and appropriate service. Service models should be developed
and rigorously tested without relying solely on trainee doctors to deliver
service. Each trainee is working to a Royal College defined curriculum
approved by the GMC with specific learning objectives for each year of
training. When service pressures come into play trainees will prioritise the
clinical need often at the expense of their training requirements. In turn the
quality of training metrics such as the Royal College exam pass rates for
certain specialty in certain hospitals are therefore poor and these are
available on the web sites of each Deanery. This in turn leads to a situation
whereby certain hospitals/units are perceived as unattractive by trainees.

There is an imperative to move to, wherever possible, non-doctor focused or
reliant service models. These need to be articulated within the new 10 year
strategic workforce plan. In General Practice there will be opportunities for
skill mix change and new attractive models of care whereby skilled NHS
workers (i.e. nurse specialists, pharmacists, physician’s assistants) undertake
at least some of GP’s traditional roles.

There are two medical schools in Wales; Swansea University’s Graduate Entry
Programme and Cardiff University’s mainly school leaver programme with a
total output per year of 376 medical graduates. In Wales the Foundation
training intake is not aligned to this medical school output, 339 Foundation
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1.6

year 1 (F1) matched with 339 F2 posts are currently funded. Wales has
generally retained two thirds of its medical school output (above the UK
average). An option to consider, as has been recently announced in England,
is to increase the intake into the medical schools, so even if the retention rate
remained at two thirds the number of graduates staying in Wales would
increase. However, as a medical degree takes a minimum of five years to
complete it will be at least five years before the impact of such extra places
is felt and of course there is nothing to guarantee that a Welsh graduate will
continue to train in Wales. This would appear to be an expensive strategy at
the point of investment but it would reap rewards in the longer term because
it is important to recognise that the rota gaps caused by poor recruitment
and retention are filled by locums that are expensive and, on occasions, of
guestionable quality. There is a need to undertake a cost/benefit analysis to
look to the changes that are needed to increase the number of welsh students
entering welsh medical schools. The actual direct cost of gaps in rotas will
also need to be identified.

The Wales Deanery continues to look to develop innovative solutions to the
recruitment challenges. We are currently looking to develop a post-
Certificate of Completion of Training (CCT) fellowship programme for newly
qualified GPs to work in some areas where recruitment is a problem. In order
to support the rural agenda we have also advertised a two year Broad Based
Training programme (which includes core medicine and general practice) with
placements in Hywel Dda and Betsi Cadwaladr University Health Boards.

2. The implications of Brexit for the medical workforce

2.1

2.2

2.3

The implications of Brexit on European Union (EU) doctors is currently
uncertain and will inevitably present Wales with some significant challenges.

There is general concern that it will become more difficult to recruit doctors
trained abroad in the future. We are aware that already there are large
numbers of EU doctors at consultant, GP and Staff grade and Associate
Specialist (SAS) grades working in NHS Wales who are due to retire and a
number who are leaving the NHS to work in overseas.

The UK Government has pledged that the NHS in England will be self-
sufficient in doctors after Britain leaves the EU having set out a series of
measures aimed at reducing its reliance on foreign trained doctors. However
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2.4

2.5

2.6

this initiative will not stop the NHS from needing to recruit overseas staff.
This rise in training places will cost £100m from 2018 to 2020, but in the
long-term the Government hopes to recoup money by charging foreign
students more than it does now. Medical students will also be expected to
work for the NHS for at least four years or face penalties. The Wales Deanery
does not however think that this is an achievable aim. This will equate to
1,500 new medical students per year in England and is likely to have a
detrimental effect on Wales in terms of the level of funding for foundation
training in Wales. The DH also plans to offset part of the cost of some £100m
by requiring foreign medical students to pay for their own clinical placements
and that will undoubtedly increase fees for medical schools for students from
overseas.

It is hoped that the Home Office will relax immigration rules for doctors such
that EU nationals would be able to work in the UK or at least allow EU nationals
who are already here to be able to stay post-Brexit.

If we cannot recruit and retain EU doctors in Wales we will need to look to
other parts of the world or train more Welsh domiciled students and
encourage them to undertake their postgraduate training here in Wales with
comprehensive incentive packages (financial and non-financial) to continue
to work in Wales for a defined period of time.

In regard to the wider medical workforce demographic the Wales Deanery has
limited information on the proportion of EU doctors working in Wales but we
do know that currently 3% of the training grade doctors in Wales initially
qgualified from Medical Schools in the EU and as such we are confident that
the impact of Brexit in Wales in this group is likely to be small.

3. The factors that influence the recruitment and retention of doctors, including
particular issues in certain specialties and geographic areas

3.1

There are a number of factors that influence the recruitment and retention of
doctors across NHS Wales. Fill rates for specialties vary across Wales and the
reasons are varied; ranging from an increase in less than full time training,
increased proportion of female medical students, increased pressures on
rotas and workload, changes to the immigration regulations and increased
numbers of Foundation trainees not choosing to apply for specialty training.
It is important to note that these challenges are not unique to Wales.
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3.2

3.3

3.4

3.5

The educational experience and how trainee doctors are treated and valued
has a major impact on career decision making for trainee doctors. Evidence
shows us that where trainees have had a positive postgraduate training
experience this generally improves long term retention. However, where
their experience has been influenced negatively as a result of poor training
or because of issues, trainees will use social media to communicate with their
peers leading to a negative perception of Wales.

At the heart of the Wales Deanery’s recruitment and retention strategy is the
provision of the best possible training environment and the evidence from
the GMC National Training Survey shows that this year the overall satisfaction
in Wales is the highest of all the four UK Countries despite proportionately
fewer trainees. The overall satisfaction score also reflects an on-going trend
in the level of trainee satisfaction in Wales with an increase being reported
for the fifth consecutive year (appendix 1).

Although the overall satisfaction rate is high the Wales Deanery Quality Unit
continues to work with Health Boards and Trusts to address challenges that
were reported in specific areas. The 2016 results clearly highlight significant
improvements in many of these areas. Of particular note is the progress in
Emergency Medicine training across Wales that, uniquely in the UK, has no
major concerns but does have three examples of excellence for local
teaching, regional teaching and access to educational resources. The Wales
Deanery has worked very hard despite severe recruitment challenges, to
ensure the results for Core Medical Training programmes demonstrates a
marked improvement in training satisfaction in many parts of Wales. Our
success is in part because of the comprehensive Quality Management
Framework that we use to identify concerns and initiate early and proactive
action planning in collaboration with local education providers.

In addition a number of education initiatives have been introduced to support
trainees and enhance their training experience. One example is the Boot
Camp for Core surgical trainees providing trainees in Wales with
comprehensive skills, clinical and non-clinical to ensure safe services for
patients.
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3.6

3.7

3.8

3.9

Geography is an important factor to trainees, who in general prefer to live
and work near cities rather than in rural areas. Another factor is the
remoteness of a large proportion of the Welsh population and a generation
of doctors who want to focus on living an urban lifestyle. A potential solution
could be to increase the number of trainees working within a 60 mile radius
of those urban areas in Wales e.g. Wrexham with a view to them then drifting
out into more rural areas.

Low levels of competition together with an increasing preference for city or
large town life-styles, means that remote areas are less popular and more
difficult to fill. The situation is particularly difficult in the rural parts of Wales.
In General Practice, the popularity of the twelve schemes in Wales diminishes
as the distance from a major urban centre increases. We are currently
operating within a buyer’s market and due to less applicants than posts
trainees are able to select and preference where they wish to work and live.
We are also seeing a cohort of trainees who are prepared to resign from
training programmes rather than be placed in a location not of their
preference.

In order to meet training requirements as detailed in the GMC approved
specialty training curricula, trainees, particularly at the higher level, are often
required to rotate into tertiary or specialist centres to obtain specialist or
sub-specialty experience and competences. Such Tertiary level experience
can often only be gained in specialist centres or teaching hospitals. Across
Wales this presents a challenge as trainees have been required to rotate from
South Wales to North Wales and vice versa to obtain such experience. This
has impacted upon recruitment and retention to some specialties and the
Wales Deanery has proactively worked with colleagues in other Deaneries in
the UK to address some of these issues. For example the Wales Deanery now
places trainees in Arrowe Park Hospital to obtain Level 3 Neonatal experience
and to Alderhey to obtain sub-specialty paediatric training.

There are risks attached to any such training programmes that rely on a
rotation /consortium arrangement with England as Health Education England
(HEE) strategy is to become self-sufficient and devolution has seen a wider
gap emerge between the two countries in terms of readiness for
collaboration.
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3.10 There is a need to increase in Wales domiciled medical undergraduates and

3.12

this could be achieved if Welsh Government ceased funding welsh medical
students to study in England via taught programme tuition fees. We also
know that the number of Welsh students applying to study medicine has
fallen by 15% in the last five years because of entry requirements, the quality
of education in schools and narrowed aspirations in some communities. It is
clear that, in some schools, aspiring to attend medical school is not seen as
achievable. There is a need to reverse this trend. There is some work
underway with medical schools and local communities but this work would
benefit from a Welsh Government policy position and further resources to
ensure that access to medical school is open to all who have the ability
irrespective of their background.

Consideration has been given to the introduction of both financial and non-
financial incentives bonded to a formal agreement for the trainee to remain
in a particular area for a specified period of time. Any bonding would need
to be handled sensitively and is only likely to be successful if this approach
was taken across the UK whereby trainees were permitted to flow from Wales
to other parts of the UK and vice versa.

The Wales Deanery supports all Wales medical workforce planning,
considering and planning for risks in the medical workforce and looking for
opportunities to mitigate risk. We are involved in the current interim process
for consideration of medical training numbers pending the establishment of
a new single organisation as described by the HPEI Review and contributing
to the NHS Wales plan to consider the numbers of medical staff required for
a sustainable medical workforce for the future.

4. The development and delivery of medical recruitment campaigns, including the
extent to which relevant stakeholders are involved and learning from previous
campaigns and good practice elsewhere

4.1

The Wales Deanery has been heavily involved in the recent major medical
recruitment marketing campaign led by Welsh Government with input and
support from the Health Boards and NHS Shared Services. This collaboration
has enabled all stakeholders to share the high level of expertise, resources
and knowledge in support of the campaign and to check that the correct
information and appropriate language and terminology was used. The Wales
Deanery welcomes the opportunity to build on this in the future.
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4.2

4.3

4.4

The current “Train, Work, Live” campaign focuses on the quality of the
training (for trainee doctors - responsibility of the Wales Deanery); what it is
like to work in Wales (for trainee and experienced doctors - responsibility of
the NHS); and what it is like to live in Wales (for all - responsibility of WG).
This campaign should not be considered a one-off or simply in response to
political pressure. There is a need for a three to five year ongoing strategic
marketing plan with the aim of increasing the positive profile of Wales as a
destination of choice for students, trainees, qualified doctors and other
healthcare professionals. Any ongoing programme of marketing should use
multiple strands and make use of a variety of marketing methods which
appeal to the target market.

Recruitment is an all Wales process, but we need to be able to permit
individuals to have the flexibility to choose their rotations and geographical
locations. Arguments purporting that rotations are an issue for recruitment
and retention are falsely claimed. There are a group of training programmes
where trainees are still required to rotate between North and South Wales.
Within these programmes in the last twelve months 52 trainees
(approximately 2% of Wales’s trainees) were required to rotate from either
North to South or South to North Wales to obtain the required experience as
mentioned previously in Section 2.9. The Wales Deanery is currently
exploring options regarding these specialties as part of the reconfiguration
of training programmes. This is a programme of work streams and activities
that aim to reconfigure medical training delivered across Wales to ensure it
is high quality, sustainable, attractive to potential applicants and appropriate
for the future needs of the NHS in Wales. There are a significant number of
training programmes that do not require trainees to rotate from North to
South Wales or out to England. This is because the entire training curriculum
can be delivered within a given region, e.g. Core level training programmes.

These medical workforce capacity issues are complicated and some are long
standing. Many of the issues are regularly cited in the media, thus reinforcing
negative messages about the profession. It is likely that recent media
headlines about GP recruitment, the strain on the NHS and the junior doctors’
contract negotiations in England will work against the promotion of NHS
Wales as a positive career choice for students and doctors from pursuing a
medical career in the UK. Good news stories have equal potential and power
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to create a positive and attractive proposition for doctors seeking
employment here.

5. The extent to which recruitment processes/practice are joined up, deliver value
for money and ensure a sustainable medical workforce.

5.1

5.2

5.3

5.4

It does not necessarily follow that having joined up recruitment
processes/practice will ensure a sustainable medical workforce as there will
always be some medical staff that are not recruited because they have not
met the criteria or standards set.

There are those who argue that Wales should opt out of the national (UK)
recruitment process. The evidence is that despite anecdotes that reverting
to local based recruitment would not solve or improve the recruitment
position and that the strength of the national processes is that if trainees
don’t meet an agreed standard they are not appointed. These standards are
there to ensure patient safety. Current UK recruitment processes are
streamlined and more cost effective than the models previously in place
whereby organisations competed for the same applicant pool.

As part of the Wales Deanery’s strategy to improve recruitment and retention
and deliver high quality training programmes we have developed the
Educational Contract which is (EC) a unique selling point for Wales. This is
an agreement between the Trainee, the Local Education Provider (LEP) (Health
Boards and Trusts in Wales) and the Wales Deanery. The EC is monitored via
a real time online web application system, the EC Attendance System (ECAS)
that trainees can use on their mobile devices. This allows live data gathering
of the trainees experience on a day to day basis and whether they are working
in an environment that allows delivery of the relevant curriculum. The ECAS
system acts as early warning system allowing timely changes to be made
leading to improvement in the trainees’ experience. The EC has been
described by the GMC as an exemplar and other parts of the UK are keen to
adopt similar strategies.

Devolution is increasingly impacting on medical and dental training. The
previous collaborative relationships with individual Postgraduate Deans in
England in particular have to some extent been eroded as a result of HEEs
recent unilateral decision making. There is a significant risk that the gaps
widen leaving some training programmes at risk.
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5.5 There are however potential opportunities and benefits for example with the
recent and on-going issues in regard to the junior doctor contract in England.
Wales needs to be agile enough and have funding and educational process in
place that allow us to be proactive and innovative in order to counter and
manage competition with England.

Appendix 1

Table One: Overall Satisfaction Score by UK Country:

Overall Satisfaction
(Mean Score out of a maximum of 100)

Wales England Scotland Northern

Ireland
2016 83.33 81.39 82.50 83.22
2015 82.58 81.68 81.60 82.64
2014 81.9 81.1 81.50 82.5
2013 81.5 80.6 81.30 81.4
2012 81.0 80.2 81.10 81.6

General Medical Council National Training Surveys - 2016: Key Messages for
Wales. Wales Deanery, Quality Unit (August 2016)
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