REVIEW OF WORKFORCE PLANNING FOR
THE MEDICAL PROFESSION

FINAL REPORT

September 2006




CONTENTS Page

1. INTRODUGCTION ...coiiiiiiiiiiiiiiiiiiiiieeeeeeee ettt e ee e e e eeeeeeaeeeeeseeneeeeees 1
11 BACKGIOUNG ... et e e e e e e e eeaanen 1
1.2 Terms Of REfEIENCE ..o 2
1.3 OULCOME Of REBVIEW ...ttt 3
14 REPOI SITUCTUIE ... eaans 3
2. POLICY CONTEXT ..ttiititttittttittiieessssssssssssssssssssssssssssssssssssssssssssssssssssseseeees 4
2.1 Regional Strategy for the Health and Personal Social Services 2005-2025 4
2.2 Developing Better SEIVICES ......coouuuiiiiiie e e e e e e eaaanens 5
2.3 The EmPloyer Of CROICE .......uiiiiiiieieee e 6
2.4 Modernising Medical Careers (MMC) .........ooouviiiiiiie e e e 6
3. RECENT CONTRACTUAL CHANGES AND OTHER DEVELOPMENTS 9
3.1 New CoNSUANTS CONTFACT .........uuveriieiiiiiiiiiiiiiieiiiieeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 9
3.2 NEW GP CONIIACT. .. ..ot e e e eae e 9
3.3 European Working Time DIr€CHVE ........ccovvvveiiiiiiie e e e 10
3.4 Hospital at NIght ..o 10
3.5 SUMIMIATY <.ttt e et e e e e e e e e e et e e e et e e et e e eaaneeennns 11
4. THE STRUCTURE OF THE MEDICAL WORKFORCE ..........cooeeeeiennn. 12
4.1 WOTKFOICE STTUCTUIE ... 12
5. ANALYSIS OF CURRENT POSITION ....ccvviiiiiiiiiiieieeeeieeeeeeeeeeeeeeeeeeeeeeeees 16
5.1 INEFOAUCTION ...ttt e e e eeeeeeeees 16
6. FEEDBACK FROM CONSULTATIONS ....ooiiiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeee 20
6.1 INEFOAUCTION ...ttt e e e eeeeees 20
6.2 Shared Themes across all Specialties.........coovviiviiiiiiiiiiien 20
6.3 Supply and Demand Factors by Specialty Group ........cccceeveeeeeeveeeiivnnnnnnnn. 23
6.4 Summary feedback from other SOUICeS.........coooovviiiiiiiiiiiii 51
7. PREDICTED SUPPLY & DEMAND ISSUES .........cvvviviiiiiiiiiiieiiieieieneeee 54
7.1 INEFOAUCTION ...ttt ee e e e e eeeees 54
7.2 MOAEl STTUCTUIE ...t e e e e e e eeaeenes 54
7.3 WOIKFOICE MOUEIS......eieiiiiieiiieiieee ettt 59
7.4 CONCIUSIONS ...t e e e e e e e et e e e e e e e e eeeesnnnns 76
8. RECOMMENDATIONS ....ooiiiiiiiiiiiiiieiieieieeeeeeeseseesseesssessessseeeeeeerreeereeee 77
APPENDIX A STEERING GROUP

APPENDIX B WORKFORCE PLANNING CATEGORIES

APPENDIX C KEY INFORMANT INTERVIEWS

DHSSPS — Review of Workforce Planning for the Madicofession



11

INTRODUCTION
Background

Health and Personal Social Services (HPSS) are delivered in a constantly
changing environment and policy makers and delivery bodies face ongoing
challenges to develop services that keep pace with public expectations, increased
demand and technological change.

In recent years, major reviews have been initiated in almost every area of HPSS
and work is underway to implement change in:

Primary Care — Building the Way Forward in Primary Care - reviewing
primary care and developing the Local Health and Social Care Groups;

Community Care — the Community Care Review — reviewing health and
social services provision available in the community;

Public Health — Investing for Health — reducing inequalities and improving
public health;

Acute Care — Developing Better Services — following the review of acute
hospital services a strategy for modernising hospital services is under
development; and

Quality Standards — Best Practice Best Care — an initiative focused on
ensuring quality standards across the HPSS.

Successful delivery of these changes depends on HPSS staff. The HPSS needs
a workforce which has the skills and flexibility to deliver the right care at the right
time to those who need it — a workforce which has the right number of staff
deployed in the right places and working to the maximum of their ability.

DHSSPS has adopted a strategic approach to workforce planning. It
commissioned its first review of workforce planning for the medical professional
workforce in 2002. Deloitte was commissioned to undertake this subsequent
review to ensure that the data in relation to the workforce is up-to-date and
accurate. It also affords the opportunity to review and assess the validity of the
assumptions underlying the previous review. The review was guided and
informed by a Steering Group representing the medical profession (members are
listed in Appendix A). We are indebted to the group for this support and
assistance and take this opportunity to thank them for their input.

DHSSPS — Review of Workforce Planning for Medicafé3sional Group



1.2

Terms of Reference

121

1.2.2

Purpose of Review

The purpose of this review is to provide the DHSSPS with comprehensive
current information on the medical professional group across
Northern Ireland. This information will inform the Department’s planning in
the provision of training to facilitate service continuity and development
over the next 5 to 10 years. This report presents the results of that review.

The review investigates, within the context of workforce planning and
deployment, current and future supply and demand factors that will impact
on the delivery and development of medical services.

A key aim of this work is to enable the development of strategies than can
assure the correct numbers of these professionals are in place and working
in the most effective way to offer a maximum benefit to the overall
healthcare team and optimal patient outcomes.

The review takes into account professional issues including developments
in service design and provision along with the needs of society in relation to
provision of service.

Requirements

The specific terms of reference for the review were to:

provide an analysis of the current medical workforce in
Northern Ireland, including:

- size, composition, sectoral distribution, age and gender;
- working conditions and patterns;

- postgraduate  qualifications / continuing professional
development commitments; and

- specialist service commitments.

provide an analysis of current and future recruitment and retention
issues, including:

- pay;

- career development and specialisation;

- career breaks/individuals leaving the profession;
- returnees; and

- working arrangements.

provide a prediction of future demand, including:

- number of medical professionals required to meet service
demands;

- an assessment of the number of medical student places that
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should be commissioned;

- services demanding the skills of these professionals and the
context within which these services will be delivered; and

- skill-mix options.

provide recommendations whereby services could be commissioned
and delivered optimally:

- in secondary care;
- in primary care,
- across primary and secondary sectors; and

- multidisciplinary working.

1.3 Outcome of Review

The main outcome of the review was to produce a report providing comprehensive
gualitative information and setting out the following key elements:

a prediction of the number of medical professionals that will be required
over the next 10 year period;

a model that can be applied to project trends in the supply and demand of
medical professionals. The model should identify the parameters that will
impact on the supply and demand of these professionals within the context
of developments both within the professions and in the wider operating
environment including economic context and society’s requirements;

an assessment of the number of training grades needed in the main
medical specialties; and

identification of current and indicative future trends in the development of
these services.

1.4 Report Structure

The remainder of this report is structured as follows:

Section 2 — a review of the policy context;

Section 3 — a review of recent contractual changes and career progression
developments;

Section 4 — a review of the current structure of medical professionals;
Section 5 — a review of the current provision of medical professionals;

Section 6 - the key themes that arose from the consultation exercise,
including staff views on workforce issues;

Section 7 — supply and demand models setting out estimated requirements
for the next 10 years; and

Section 8 — conclusions and recommendations arising from the review.
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2.1

2.2

POLICY CONTEXT

An important element of this workforce planning review was to understand the
context and environment in which the DHSSPS has to plan its medical
professional workforce. To do this, we assessed the impact of key policies being
implemented, those planned for roll out and other relevant assessments carried
out in the last few years.

The identification of these policies and strategic documents was through a number
of methods:

those identified by the project Steering Group;
our own understanding of the drivers in workforce planning; and

other strategy and policy documents that were highlighted by consultees
and by the research carried out during the assignment.

The policies and strategies identified during the initial stages of the project were
used to inform and direct the consultation and data gathering. The subsequent
literature review provided additional understanding to the work.

It is important to note that this section reflects the views of the individual authors
of each document and does not attempt to draw or infer any particular
conclusions.

Regional Strategy for the Health and Personal Socia | Services 2005-2025 1

Following the consultation process outlined in 2.1, the DHSSPS set out its
regional strategy ‘A Healthier Future — A 20 year Vision for Health and Wellbeing
in Northern Ireland 2005-2025’ in December 2004.

The Strategy concentrates on workforce issues with 3 specific Policy Directions:

“we must ensure that health and social services employers become
‘employers of choice’ in order to recruit and retain adequate numbers of
staff”;

“‘we will promote the development of shared learning and common
competencies throughout the health and social services including the
HPSS, the private sector, the independent sector and the community and
voluntary sector”; and

“we will build integrated workforce plans which cross professional,
organisational and sectoral boundaries. These will provide for changing
roles and competencies across the health and social services over the
coming years.”

The importance of developing knowledge and skills across the health and social
services workforce is recognised and key to this is reshaping the skill mix and
getting the balance right between specialist and generalist skills. The need to
utilise people’s skills to their full potential has been driven by the growing
pressures on the service. Recent developments in the medical profession have
increased this pressure further such as the ongoing implementation of clinical

1 A Healthier Future — A 20 year Vision for HealthdaWellbeing in Northern Ireland 2005-2025
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2.3

governance, more specialists being located outside hospitals, General
Practitioners with a greater role in the strategic management of health care; and
more joined up working with social care and other related services. The
document recognises that all of these developments, against a background of
increasing demand and moves to improve the work-life balance of medical
professionals, are driving a move towards spreading medical competencies
across a range of other professionals.

Key Points: ‘A Healthier Future’ sets out a vision for future health and wellbeing. It
is recognised that the agenda set out in this strategy will only be delivered by
ensuring that health and social services employers can recruit and retain sufficient
numbers of staff. Additionally, the strategy recognises the importance of team
based workforce planning and development which crosses professional,
organisational and sectoral boundaries. The way in which the skills of various
health and social services professionals are deployed is key to meeting strategy
objectives.

Developing Better Services

As referred to in Section 1, in recent years, major reviews have been initiated in
almost every area of HPSS and work is underway to implement change in:

Primary Care — Building the Way Forward in Primary Care - reviewing
primary care and developing the Local Health and Social Care Groups;

Community Care — the Community Care Review — reviewing health and
social services provision available in the community;

Public Health — Investing for Health — reducing inequalities and improving
public health;

Acute Care — Developing Better Services — following the review of acute
hospital services a strategy for modernising hospital services is under
development; and

Quality Standards — Best Practice Best Care — an initiative focused on
ensuring quality standards across the HPSS.

Developing Better Services is largely concerned with acute and secondary
services with Modernising Hospitals and Reforming Structures. The proposals are
based upon modernising acute hospital services, building on recommendations
from the Acute Hospitals Review Group and setting out proposals for new
organisational structures to manage health and social services. It has been
proposed that if hospitals in Northern Ireland are to provide patients with the full
benefits of modern medicine, they must change to make best use of new
technologies and to support new working practices.
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2.4

2.5

The Model for Future Hospital Services is summarised below:

the vast majority of people will be within 45 minutes and everyone will be
within 1 hour of emergency care and consultant led in-patient maternity
services;

10 Acute hospitals at the Royal Group, Altnagelvin, Antrim, Belfast City,
Causeway, Craigavon, Daisy Hill, Mater, and Ulster Hospitals, and a new
hospital to the north of Enniskillen; and

the Mid Ulster, South Tyrone, Whiteabbey, Downe, Lagan Valley, and
Tyrone County Hospitals will be developed as Local Hospitals. Lagan
Valley will become a specialist centre for planned (elective) surgery.

Key Points - Work is ongoing on these proposals and it is expected that
implementation will continue for at least 4-5 years. This development, therefore,
needs to be incorporated within this review and within our supply and demand
projections over the next 10 year period.

The Employer of Choice 2

‘The Employer of Choice’ is the Human Resource Strategy for HPSS. The
Strategy aims to develop the HPSS as an Employer of Choice — through being
recognised as caring for both its staff and its service users. The Strategy
specifically highlights the difficulties faced across the HPSS in recruiting, retaining
and developing staff with the right mix of skills, knowledge and experience. It sets
out as a priority the need for the whole HPSS to continue to develop its capability
in workforce planning to ensure that a surplus of supply exists that is sufficient to
absorb changing workforce patterns, roles and developments. On retention,
return, recruitment and reward, the Strategy highlights the importance of
modernising pay systems and ensuring continuous learning and development as a
means to reducing turnover and making HPSS employment more attractive to
new or returning staff.

Key Points — The Employer of Choice recognises the difficulties faced in
managing the HPSS workforce to meet changing service demands. Workforce
planning exercises such as this are seen as a key element in addressing these
Issues.

Modernising Medical Careers (MMC)

For many years it was recognised that the Senior House Officer (SHO) grade had
yet to benefit from the reforms seen in other training grades which had been
ongoing since the 1990s. As a consequence, the Chief Medical Officer in
England, Professor Sir Liam Donaldson, set out proposals in
‘Unfinished Business’ for reform of the SHO grade. Following consultation, it was
recognised that changes to a single medical grade in isolation would be
inappropriate. The resulting policy, ‘Modernising Medical Careers’ sets out a
programme of reform through all of medical training.

2The Employer of Choice. A strategy for managing daveloping people in the Health and Personalaboci
Services. DHSSPS May 2002
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Modernising Medical Careers (MMC) aims to improve patient care by delivering
modernised and focussed career structure for doctors through a major reform of
postgraduate medical education. It aims to develop demonstrably competent
doctors who are skilled at communicating and working as effective members of a
team. As training and education are central to the work of doctors and their role in
delivering patient care, MMC also aims to bring about significant changes to
career structures, providing qualified staff who are able to meet the needs of
patients.

The initial stages of the reforms are to establish 2-year foundation schools that
will, for the first time, require doctors to demonstrate their abilities and
competence against set standards. There will be an opportunity to develop
experience in a range of specialties. This will offer doctors the chance to gain
insight into possible career options or to build a wider appreciation of medicine
before embarking on specialist training.

Foundation programmes are focused on the development of a flexible workforce
of doctors, competent at dealing with the acutely ill patient and who are effective
at communicating with patients and colleagues alike. These skills and the
absolute guarantee of standards from new methods of assessment are key to the
success of providing new models of service delivery like the Hospital at Night, and
meeting the legislative requirements of the Working Time Directive. Most
importantly, however, MMC aims to deliver a modern training scheme and career
structure that will allow clinical professionals to meet patient needs.

Under MMC, trainee doctors will have to demonstrate that they are competent in a
number of areas including communication and consultation skills, patient safety
and team working as well as the more traditional elements of medical training.

The framework for a structured 2-year training programme is intended to give
trainees exposure to a range of career placements across a broad spectrum of
specialties, such as accident and emergency or obstetrics and gynaecology. The
programme aims to give many trainees the opportunity to have experience in
primary care and provide opportunities for experience in smaller specialties and
specialties not normally available at this stage of training.

MMC has developed a series of key principles that are the basis for changes to
future training programmes. These principles should provide some reassurance
that everyone will be treated fairly as the new programmes are introduced. The
7 principles are: trainee centred, competency assessed, service based, quality
assured, flexible, coached, structured and streamlined.

Foundation doctors will continue to seek full registration one year after one year of
their program (as PRHOs did previously). A key element of MMC is the
introduction of formal assessment at regular intervals throughout training.
Foundation Trainees will be the first group to benefit from such assessment which
is expected to take place on six occasions over the two year period. At the end of
the two years the doctors will be ready to enter into specialty training and continue
their career development.
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Key Points: the introduction of MMC clearly presents a major reform of
postgraduate education. Significant opportunity exists for a more structured
approach to doctor’s training and more defined career pathways. Doctors will be
more likely to progress through their training more quickly and opportunities exist
for creating a more flexible route to achieving qualifications.

DHSSPS — Review of Workforce Planning for Medicafé3sional Group



3.1

3.2

RECENT CONTRACTUAL CHANGES AND OTHER DEVELOPMENTS

It is important that this review includes an analysis of the range of recent
contractual changes and other developments currently impacting on the medical
professional workforce and likely to affect workforce dynamics in coming years.
This section focuses on key developments since the previous review was
undertaken in 2002.

New Consultants’ Contract

The New Consultants’ Contract was introduced in 2004. The new contract is
designed to provide a much more effective system of planning and timetabling
consultants’ duties. All posts advertised after 15 January 2004 are offered the
new terms of the new consultants’ contract. The new contract changes the
measure of consultant’s work, and attaches a time value to programmed activities.

The contract will also provide a tool for determining local and regional consultant
workforce needs. The new consultants’ contract is designed to provide a much
more effective system of planning and timetabling consultants’ duties and
activities for the HPSS and thus delivering patient outcomes. For HPSS
employers, this will mean the ability to manage consultants’ time in ways that best
meet local service needs and priorities. For consultants’, it will mean greater
transparency about the commitments expected of them by the HPSS and greater
clarity over the support that they need from employers to make maximum effective
contribution to improving patient services. It is also intended that the new
consultant contract will provide the necessary flexibility for those consultants who
wish to work part-time.

New GP Contract

A new GP contract was introduced in April 2004 and is designed to bring about a
range of improvements in primary care including:

improved access to services by local people through Health and Social
Services Boards commissioning enhanced services to encourage the
development of a wider range of services closer to home;

fairer funding to remove historic anomalies and reflect the needs of patients
and the local community;

GPs will be better able to manage their workloads;

better management of chronic diseases through a new framework which
rewards improvements in clinical standards; and

improved organisational standards through rewarding well-maintained
records, more effective communication with patients, including patient
surveys.
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3.3

3.4

GP practices are able to opt out of providing out-of-hours care. The responsibility
for ensuring such services are provided now rests with the Health and Social
Services Boards. Investments have been directed towards Information
Technology. Additional finance has been tied to the new contract, rewarding
practices for providing higher quality services in clinical areas that include
epilepsy, cancer, mental health, and diabetes.

European Working Time Directive

The European Working Time Regulations were introduced into Northern Ireland in
1998. These Regulations created measures to protect the health and safety of
workers and aim to ‘improve health and safety at work by introducing minimum
rules for employees relating to daily and weekly rest periods, rest breaks, annual
leave entitlements, length of working week, and on night work.” Some groups of
workers were initially excluded from these regulations, including doctors in
training. From August 2004, however, the provisions of the European Working
Time Directive (EWTD) have begun to be applied to doctors in training in the UK.

The key aspects of the EWTD as it applies to the hours worked by trainees
include:

a reduction to an overall average weekly working hours of 58 hours since
August 2004,

a further interim reduction to a 56-hour week by August 2007; and

a further reduction to 48 hours by August 2009 (this may be extended to
2012).

Within these hours, doctors in training are entitled to certain rest provisions
including, for example, a minimum of a 20 minute break when shift exceeds
6 hours and 11 hours continuous rest in every 24 hour period.

Hospital at Night

The Hospital at Night is a new approach to ensuring effective clinical care is
provided in hospital during the out-of-hours period. The Hospital at Night model
proposes that the hospital has one or more multi-disciplinary teams working at
night. Between the team members they will have the full range of skills and
competencies to meet patient’'s immediate needs. The composition of a team is
centred on its ability to deliver a service, appropriate to the potential demands
placed on it, rather than particular grades or tiers of doctors and other staff
represented in a pre-determined fashion. This model is used in some regions of
the UK. Information gathered from over 20,000 clinical episodes gives a very
clear picture of what happens in hospitals during the out of hours period and
provides a strong support for a competency based, multi-disciplinary approach to
staff in hospital at night. The information also signals opportunities:

for non-medical staff to take on a proportion of the work traditionally done
by doctors at night;

to move a significant proportion of the work at night into the extended day;
and

to reduce unnecessary duplication of work.
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Preliminary evaluation of this model has also found that the quality of patient care
at night is improved as a result of:

an improved risk assessment and prioritisation of work to match patient
needs;

patients are seen by better trained, more senior staff who are fresh, not
tired doctors; and

better co-ordinated care between specialties and between medical, nursing
and other staff.

The Hospital at Night project suggests a sea change in the deployment of staff
with new relationships between specialties within medicine and between medicine
and other healthcare professionals.

3.5 Summary

There have been significant changes to contractual arrangements for doctors
since the last workforce planning review was undertaken, and there will be
ongoing changes in terms of working patterns and skill mix over the forthcoming
period. It is hoped that these changes will have a positive impact in terms of
quality of patient care but it is difficult within this workforce review to accurately
estimate whether they will result in any increase or decrease in demand for
medical professionals.
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4. THE STRUCTURE OF THE MEDICAL WORKFORCE

4.1 Workforce Structure

The medical workforce is made up of a number of different grades (based
principally around the required training for doctors) for GP, consultant or non-
consultant career structures. This section sets out a brief resume of the current
career structure for doctors and that envisaged under Modernising Medical

Careers (as understood at the time of report drafting in October 2005).

section should be reviewed in conjunction with Figures 4.1 and 4.2. Figure 4.1
shows the current career structure for doctors and the grades currently used
within the data analysis. Although the definitive future career pathway has not
been finalised as yet, we have depicted the new Foundation Programme structure

within Figure 4.2.

Figure 4.1

Current Career Pathways for Doctors in Training
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Figure 4.2
Proposed Career Pathways for Specialist Training under Modernising Medical

Careers
Medical Foundation Specialty CCT Consultant
Student Programme Training
* F1, F2 * ST1 * *

ST2
ST3
ST4
ST5+

4.1.1 University Graduates

Students require 4-5 years at University before they are able to commence
their Foundation Programme training. Until 2005, the number of medical
undergraduate places had been increasing at Queens University Belfast
(QUB) at a steady, but limited, rate. With effect from September 2005, the
Medical School now accommodates approximately 250 students
per annum. The projected output of graduates at July 2005 is steadily
increasing, with 169 graduating in 2005, 169 in 2006, 176 in 2007 and
193 in 2008. There are a total of 268 students enrolled at QUB for the
academic year 2005/06 who are due to graduate and enter the Foundation
Programme in 2011. Medical graduates from elsewhere who can gain
entry to the GMC’s medical register can continue their medical training in
Northern Ireland.

4.1.2 Foundation Training

Medical graduates in 2005 were the first group to enter 2-year Foundation
Programmes. The first year of these programmes will replace the pre-
registration year with doctors still seeking full registration at the end of year
one. The second year of the programme will replace the first year of the
SHO grade.
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4.1.3 Senior House Officer (SHO)

SHO posts are, in the main, advertised and managed by the Trusts and are
based on 6 monthly rotations. The length of time and range of specialties
in which an SHO gains experience will be mainly determined by his or her
future career aspirations, as each specialty will have a range of
requirements and qualification criteria to be met before an SHO can apply
for a Specialist Registrar (SpR) or GP Registrar (GPR) post. Generally,
2-3 years is the minimum level of experience required. The excessive
length of time spent in the SHO grade was one of the key factors giving rise
to the ‘Modernising Medical Careers’ Agenda. A key objective of the policy
is that the total length of training will be less than at present and ‘run
through’ programmes are considered one means of meeting this objective.

4.1.4 Specialist Registrar (SpR)

Training in the SpR grade requires steady progress through planned
programmes, usually 4-6 years, designed to meet the curricular
requirements of the Royal Colleges and Faculties and delivered to
standards set by them. These programmes consist of a planned series of
posts/placements. Most specialties require at least 5 years experience
prior to obtaining the Certificate of Completion of Specialist Training
(CCST), a qualification which entitles a doctor to apply for a Consultant
post. From September 2005, those completing such a programme
successfully will be awarded a Certificate of Completion of Training (CCT).

The number of SpR programmes available at present is primarily
determined by the anticipated number of consultant vacancies in future
years and the availability of finance to support individual posts.

4.1.5 Non-consultant Career Grades (NCCGSs)

Non Consultant Career Grades consist chiefly of Staff Grade and Associate
Specialist posts. Staff Grade posts are generally taken up by experienced
SHOs, whilst Associate specialist appointments arise through personal
regarding of experienced doctors, primarily those in the Staff Grade. Not all
SHOs who wish to enter training in a particular specialty will be able to do
SO as a competitive appointments process will apply. Some of these
doctors will take up employment as a staff grade or other non-consultant
career grade providing service support. These posts are created and
managed by trusts on the basis of service need. Staff may apply for
NCCGs because of individual personal circumstance, career aspirations, or
limited alternative available career options at any point in time. These
posts often offer more flexible conditions with regards to working hours and
requirements to participate in on-call arrangements. In the 2001 workforce
planning review for the medical professional group it was noted that 60% of
NCCGs were female.
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Some of these posts raise concerns about the availability and requirements
for Continuing Professional Development (CPD), professional
accountabilities and linkages to the relevant Royal Colleges. In
Northern Ireland, approval of staff grade posts is contingent on
demonstrable protected time for CPD in the relevant job plan and also a
named supervising consultant. Currently, trusts deal with these issues in a
variety of ways, but the medical profession as a whole recognises that a
more formal structure would be useful for these posts. The introduction of
appraisal for all medical staff should further address these concerns.

As part of the implementation of MMC, DHSSPS consulted on
Choice & Opportunity, which recognised many of the problems faced by the
staff and associate specialist group of doctors. Its aim was to set out the
principles for reform of NCCGs grades.

New contractual arrangements are currently being negotiated as part of
addressing some of the issues relevant to non-consultant career grade
doctors.

4.1.6 General Practitioner Training (GP)

From the Foundation Programme, trainees will be able to apply for
vocational training for general practice. In the past this has normally lasted
2 years, on SHO rotations in relevant specialties and one year as a
GP Registrar attached to a GP practice. GP Registrars are doctors training
to enter General Practice. Once qualified, GPs can practice as
GP Principals or in a salaried capacity working to a Principal.

The advent of MMC will offer the opportunity to develop a new and better
approach to GP training and to foster a better understanding of the broad
practice of medical care and, in particular, to provide doctors with a better
insight into the relationship between primary and secondary -care.
F2 doctors will have the opportunity for a placement in general practice.

Fifty posts for the GP VT scheme were available for 2005 entry.

4.1.7 Flexible Training

Flexible training is available to junior doctors. For the Foundation
Programme posts and SpR posts this is managed by the Northern Ireland
Medical and Dental Training Agency (NIMDTA). Candidates must justify
that training on a full-time basis would not be practicable. There are a very
limited number of flexible training places; the vast majority of flexible
trainees are women. Flexible training allows doctors to work less than full-
time in posts that are fully recognised for training and have the educational
approval of the Postgraduate Dean and the Royal Colleges. SpRs for
example, have worked in flexible supernumerary posts, job shares or
working in ‘full time’ posts but working less than full-time with the
agreement of all those concerned.

The new competency based structure of MMC may better facilitate a ‘step-
on-step off’ approach which could greatly improve the opportunities for
women and men to work flexibly or perhaps take breaks in their careers.
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S. ANALYSIS OF CURRENT POSITION

51 Introduction

This section details the current level of provision of medical professionals, namely
Consultant, Non-consultant Career Grade, Specialist Registrar, SHO/PRHO, GP
and Other staff groups. The following characteristics of the current workforce are
detailed in this section:

Department/speciality;
Trust;

Age;

Gender; and
Part-time/full-time working.

For the purposes of this report, the specialties have been amalgamated into
15 major groups. Appendix B lists the specialties and groupings.

All of the information is based either on the HRMS annual return to the DHSSPS
as at March 2005, or on information provided by the Central Services Agency
(CSA) or NIMDTA.

Whilst it is recognised that there may be minor discrepancies in the payroll data
eg differences between trusts in classification of staff to specialties and that some
changes will have occurred since March, the overall data is considered robust
enough for the level of data modelling required.

Unless otherwise stated the numbers represent headcount, not whole time
equivalents (WTE).

The key workforce trends are outlined overleaf.
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5.1.1 Total Workforce Numbers
Table 5.1 shows the total number in each grade group in 2005:

Table 5.1
Medical Staff working in the NI HPSS by Grade Group as at 31st March
2005

Headcount WTE
Consultant - Medical 1,096 | 1,014.98
Associate Spec - Medical 61 46.65
Staff Grade - Medical 223 191.18
Special Reg - Medical 598 588.40
PRHO/SHO - Medical 1,077 ] 1,073.91
Hospital Practitioner - Medical 63 15.52
General/Medical Practitioner - Medical 78 29.05
Medical Officer 39 17.26
Other Medical 15 12.62
Total 3,250 | 2,989.57

5.1.2 Consultants

Figures for March 2005 indicate there are 1,096 Consultants — an increase
of 168 (18%) since the last workforce planning review (which used figures
from September 2001). The largest proportion of these work in medical
specialties (20%), anaesthetics (17%), surgical specialties (13%), and
psychiatry (10%). Greatest Consultant numbers are present in the Royal
Group of Hospitals and Belfast City Hospitals Trust which account for 34 %
of the total consultant workforce.

58% of the 1,096 Consultants are aged 40-55 and 20% are over 55 with
73 (7%) consultants over 60 years of age.

The gender split within the Consultant group has changed only slightly
between 2001 and 2005 with a 5% increase in the proportion of females in
the workforce. The balance in 2005 was:

Female 27% workforce; and
Male 73% workforce.

This is in marked contrast to the balance of current medical students where
over 60% are female.

The number of Consultants working part-time has increased to 272 in 2005,
from 213 in 2001, 32% of who are women (23% in 2001), however, the
information available does not identify between those staff who have part-
time HPSS contracts due to shared posts, such as with the University,
those with “maximum part-time” contracts and those who are “genuine”
part-time.
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5.1.3 Non-Consultant Career Grades (Associate Specialist s and Staff
Grades)

The non-consultant career grade workforce covers staff grades and
associate specialists. Total numbers stood at 136 in 1998, had risen to 188
by 2001 and now stand at 284.

In 2005, the main work areas for non-consultant career grades were in
A&E, General Medicine, Paediatrics, and Psychiatry.

The group is relatively young, with 67% aged under 45 in 2005. The
workforce is predominantly female (64%), a percentage increase of 4 %
since 2001.

Part-time working has steadily increased in recent years — 26% of the
group worked part-time in 1998, 31% were working part-time in 2001 and
36% working part-time in 2005, of whom 93% were women.

5.1.4 Specialist Registrars

The number of Specialist Registrars has steadily grown by 21% since 2001
with a total workforce of 471 in 2001 and 598 in 2005. This does not include
49 GP Registrars on the GP training scheme (50 places are available).

91% of the 598 SpRs are aged 26 — 40, and 40% of the workforce are
female, an increase of 6% since 1998. The percentage of the workforce
working part-time has remained steady at 7%, and 70% of these are
women.

5.1.5 PRHO/SHO

There are currently 1,077 doctors working at PRHO/SHO grades. Of these,
225 are PRHOs representing an increase of 20% at this grade since 2001.
The number of SHO posts has also grown in the last four years by 18% to
852.

47% PRHO/SHO grades are female and 53% are male. It is expected the
male: female ratio will increase over the next few years, as the majority of
medical students currently studying at QUB are female (60%). Only 6 staff
are currently working on a part-time basis at PRHO/SHO level, five out of
these six are female.

5.1.6 General Practitioners (GPs)

Based on CSA data sources, there are 1,094 GP principals in Northern
Ireland, 83% of who are under 55 with 5% (54) over 60. 21% of GP
Principals have qualifications from outside of Northern Ireland. Compared
to the last workforce planning review which reported data from 2001, the
number of GPs has increased by 2% — a much smaller proportionate
increase than for the other groups described above. However it is not clear
to what degree this reflects a data quality issue.

The data shows an increasing proportion of the GP group is female (36%
compared to 23% in 2001) and an increase in part-time working (47%
report that they work part-time compared to 41% in 2001).
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It is known that there are also approximately 213 registered GPs in
Northern Ireland who are not working as GP Principals. Many of these are
working on a sessional or locum basis but this figure of 213 includes retired
GPs who are undertaking sessions on an ad hoc basis, those who are not
working at all, and those who are predominantly working in hospitals but
who do some out of hours work on an infrequent basis. It is not known how
many are actively looking for a principal’s position but it is thought that only
80 out of 213 (38%) have full availability.

5.1.7 Other

The ‘Other’ group consists of staff classified on the HRMS system as
hospital practitioners, general/medical practitioners and medical officers.
They mainly work in community trusts, in A&E, geriatrics, dermatology,
community and family medicine. They are principally employed on a
sessional basis and therefore not surprisingly 88% are working on a part-
time basis. The total number of staff in this category has dropped from 244
in 2001 to 195 in 2005. There has been a 37% decrease in staff numbers
since 1988. In addition to these staff, anecdotal evidence suggests that
there are a further 60 doctors working outside the HPSS as Civil Service
Doctors, doctors in the private sector and wider public sector practitioners
(notably in Occupational Health). We have not developed a workforce
projection model for these professional groups.
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6.1

6.2

FEEDBACK FROM CONSULTATIONS
Introduction

This section details the main themes as expressed through the key stakeholder
interviews and focus groups. Most key stakeholders and focus groups were
nominated by the project steering committee to give a broad representation of the
key themes that impact workforce planning in the medical professional workforce.
Additionally, some individuals and groups were identified to represent a specific
specialty or topic.

There are common themes that have emerged from the analysis of the interviews
and focus groups, which are shared across all specialty groups and these are
detailed below. The supply and demand issues specific to each specialty are
detailed in section 6.3.

It should be noted that this section reports on the views of consultees collected
during the stakeholder consultation period. The views expressed in this section
do not necessarily reflect the views of Deloitte and does not attempt to draw or
infer any particular conclusions.

Key stakeholders and focus group composition is detailed in Appendix C.

Shared Themes across all Specialties

6.2.1 Impact of New Consultants’ Contract

Key consultees agreed that the impact of the New Consultants’ Contract
created both opportunities and challenges for Consultants across all
specialties. It was recognised by many that the New Consultants’ Contract
offers an opportunity to create more efficient delivery of safe and effective
services. A fresh emphasis has been placed on Consultants’ Continuing
Professional Development (CPD).

For consultants, it means greater transparency about the commitments
expected of them by their employer and greater clarity over the support that
they need from employers to make the maximum effective contribution to
improving patient services.

6.2.2 Impact of Modernising Medical Careers

One of the most fundamental and innovative proposals of MMC is the
introduction of Foundation Programmes that encompass the pre-
registration and first senior house officer years. During our consultation
phase it emerged that consultees have some concerns about the impact of
the new Foundation Programmes and these concerns relate particularly to
the level of experience that junior doctors will have having spent a short
amount of time across various specialties. Further concerns relate to the
increased teaching and supervision input that will be required from
Consultants.
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6.2.3 European Working Time Directive

From August 2004 legislation limited junior doctors’ working hours to a
58 hour week, with strict arrangements for rest requirements. From August
2007 the working week will be further limited to 56 hours of work per week
until the full implementation of the directive in August 2009, limiting the
working week to 48 hours. Consultees reflected their view that the
progressive implementation of the EWTD has had, and will continue to
have, profound effects on the delivery and continuity of medical care, and
on doctors in training. There is a large degree of pressure for Consultants,
Staff and Associate Specialist Grades and other NCCGs to provide extra
cover to ensure junior doctor working hours and rota patterns are EWTD
compliant. Consultants reported that they have had to provide more
service cover during unsocial hours. This reduces availability during the
day and in turn requires further expansion in consultant numbers.

6.2.4 Impact of Advances in Technology

Across our consultations with specialty representatives it became clear that
medical advances in technology, whilst welcomed, have resulted in further
complexity. For example, surgical methods are better today but are often
more complex, higher risk and more time consuming than previously.
Advances in technology in radiology have resulted in increased methods to
assist with diagnosis and quicker reporting and hence the level of
interpretation required by consultant staff has increased significantly.

6.2.5 Overseas Recruitment

Consultees have found that there has been an increasing reliance on
appointing staff recruited from overseas. What started out as a temporary
measure has now become an important element of the workforce. Several
consultees were concerned that overseas countries were being depleted of
their ‘indigenous’ medical workforce and raised concerns about issues of
social responsibility.

The experience of employing overseas doctors has, in the main, been
positive. However consultees highlighted the level of difficulty that exists in
comparing qualifications and experience to Northern Ireland educational
attainment.

Some respondents commented that patient feedback has been mixed and
that language barriers remain an issue which impacts in some situations on
patient care.

6.2.6 Earlier Retirement Age

A significant number of consultees highlighted the increasing desire across
all grades of staff to retire early. There are a number of issues surrounding
retirement that may significantly increase the number of retirees over the
next 5-10 years. Factors contributing towards this include high levels of on-
call for consultants and financial implications of new contractual
arrangements.
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The increasing pressure on junior doctors’ hours and the consequent
decrease in availability of junior doctors make this on-call commitment even
higher. A general trend toward retirement at 60, instead of at 65, is
predicted by consultees and this would shorten the average working life of
a consultant by 15-20%. That said, retirement age remains a matter of
personal discretion and there are many issues that would affect an
individual’'s choice, most of which are difficult to quantify and predict.

6.2.7 Geographic Issues

Small sites, mostly in rural areas, are struggling to cover with limited
numbers of consultants and other career grade staff; the loss of one person
can have a major impact on the site’s ability to maintain a service. Sites
close to Belfast appear to have particular difficulties with senior staff
retention and high turnover rates, for example in Craigavon. It puts
extreme pressure on the remaining consultants, making their posts even
less attractive. Once several vacancies arise in one specialty, the ability to
recruit is extremely limited, as no one wants to take on a short-handed
service.

6.2.8 Wider Impacts of Specialty Shortages

There are a number of specialties, such as radiology, anaesthetics,
psychiatry and laboratory medicine, where shortages in consultant staff in
Northern Ireland mimic those throughout the UK. Within the province, there
is a strategic overview as to where the key shortages are but no strategic
overview is taken with regard to which posts are priorities for filling, as
appointments are generally managed on a trust rather than a wider basis.
Moreover, the shortages in one or more specialty areas have significant
impacts on the delivery of patient services across other specialty groups.
For example, the national shortage of medical professionals within
radiology greatly impacts other specialty areas such as oncology and
further impacts upon patient waiting lists and use of patient beds.

6.2.9 Demand for Flexible Working/Work life Balance Issue s

At present more than 60% of new undergraduate medical students are
female, as opposed to 27% of current consultants. Whilst recognising the
long timescale for training a doctor to consultant level (approximately 15
years), this raises a major issue that should be considered now. Clearly,
unless there is a concerted effort made to facilitate more family friendly
policies, with flexible training and more imaginative working patterns (and in
some areas a change in attitude), this will contribute to a significant
shortage of consultants across all specialties in the future, and a high
proportion of the current investment in undergraduate medical students will
be lost. The traditional working life of consultants with long working weeks
and a significant responsibility for out-of-hours emergencies may conflict
with the lifestyle ambitions of contemporary generations. Consultees
reported that more consultants, both male and female, are choosing to train
and work flexibly and with the increased emphasis on improving working
lives, and so we are likely to see increased demand for flexible, part-time
and job-share consultants.
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6.3

6.2.10 Pressures created by changing demographic profile

During our consultations the implications of an ageing population on both
acute and primary services were highlighted.

Increasing pressure on acute services includes an increasing number of
admissions, pressures on waiting lists, delays in discharging elderly
patients to the community, increased public expectations and changing
care needs. Within primary care the key changes were noted as being
increased requirement for community care, health promotion, screening of
high risk groups, demand for treatment and management of chronic
disease arising from a growing elderly population.

Supply and Demand Factors by Specialty Group

The tables within this section highlight the key supply and demand factors that
were explored during our consultations with stakeholders representing each of the
specialty groups listed in Appendix B. Specialty groupings were determined by
the Steering Group to reflect the workforce planning categories currently being
used by DHSSPS. Appendix B provides a breakdown of DHSSPS sub specialties
and defines the workforce planning category that each sub specialty sits within.

This section attempts to summarise stakeholder feedback and it must be noted
that this section is largely qualitative and relates to current perceptions held within
each specialty area. The views expressed in this section do not necessarily
reflect the views of Deloitte and we do not attempt to draw or infer any particular
conclusions.

Whilst we have not attempted to prioritise the specialty groups according to level
of current or future shortage of staff, we have noted from this consultation
exercise that particular demand and supply issues appear to exist within the
following specialty groups:

Radiology;
Anaesthetics;
Laboratory Medicine;
Psychiatry;

General Practice; and

Orthopaedics.
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Specialty Group — Accident and Emergency

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Fourteen A & E services currently exist within Northern
Ireland.

Inexorable rise in new patient attendances.

The proportion of new patients seen by junior doctors is
decreasing.

Proposed changes in training envisaged in Modernising
Medical Careers will have a major impact on the number
of patients that junior doctors will see. The anticipated
changes to training are expected to seriously affect the
provision of emergency services.

There are currently 30 Consultants within A&E and over
the next 10 years demand is expected to increase
significantly. Target consultant numbers have been set for
70 consultants in post over the ten years by the British
Association of Emergency Medicine.

The impact of Developing Better Services may mean that
approximately 56 consultants will be required in Northern
Ireland.

The clinical and educational demands placed on A&E
consultants are predicted to need to significantly increase
as a result of new training arrangements under
Modernising Medical Careers.

Key Supply Factors

There is currently a high level of well-qualified applicants
for posts in A&E. For example, the Royal Victoria
Hospital recently advertised for 6 SHO posts and
received 290 applications.

The number of NCCG doctors is growing year on year.

The potential for increasing numbers of Nurse
Practitioners should be further explored.
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Summary Recommendations from Specialist Advisory Co mmittee — Accident
and Emergency Medicine

A number of factors may encourage continued expansion including a steady
increase in A&E attendances; changes to training recognition for A&E departments,
and rising patient expectations for a consultant-based service.

A target of 72 A&E consultants by 2014 would require 32 SpRs. These projections
represent a significant increase on current numbers.
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Specialty Group — Anaesthetics

Key themes emerging from stakeholder consultation s tage

Key Demand Factors | Large number of unfilled posts in Northern Ireland.
Reduced service from junior doctors.

Move to a consultant delivered service from a consultant
led service is also creating a need for increased
consultant numbers.

Retirement age is normally at 60 years

Key Supply Factors There are a large number of locums available which is an
unusual situation for Northern Ireland although it is quite
common at present to have one applicant for one post in
regional hospitals.

The possibility of having staff grades act as resident
anaesthetists is currently being explored at Daisy Hill,
Causeway and Erne hospitals.

There is not much movement in and out of the specialty —
the exception to this is in Craigavon where turnover tends
to be high given its proximity to Belfast.

Regional hospitals tend to attract less experienced junior
doctors coming through due to the desire by experienced
doctors to take up posts on Belfast, and so these grades
tend to be supernumerary.

Summary Recommendations from Specialist Advisory Co mmittee -
Anaesthetics

Projections anticipate 130 consultant opportunities over the next 10 years, an
average of 13 appointments per year.

81 SpRs and 45 SHOs in training would be required to meet this requirement.
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Specialty Group — ENT

Key themes emerging from stakeholder consultation s tage

Key Demand Factors | Increased demands for ENT services are said to be
resulting from GPs not being adequately trained. Training
is said to be very poor and concern was expressed about
the length of time that junior staff are attached to ENT
and the poor attendance rates. These factors were
reported to have led to large number of unnecessary
referrals clogging outpatient lists. It is estimated that at
least 30% of outpatients do not need to be seen. This
situation has resulted in one year waiting lists or longer.
The introduction of new ways of working (such as GPs
with special interests) may help to address this issue.

A Committee of the Joint Committee on Higher Surgical
Training notes that there should be one ENT consultant
per 70k-90k of population, currently this sits at 1 per 120k
within the UK and 1:77k within Northern Ireland.

Key Supply Factors Concern was expressed at the uneven geographic
distribution of ENT consultants relative to the population
served.

ENT is thought to be more attractive than other surgical
specialties given the variety of surgery within ENT.

It is thought that the number of NCCG posts within ENT
will increase in the future. Currently at least 30% of
applicants are from overseas.

Opportunity to further develop role of GPs with special
interests in ENT. This has been piloted recently within
the Northern Board.

The role of nursing support within ENT should be
evaluated and extended where possible.

Summary Recommendations from Specialist Advisory Co mmittee — ENT

Key themes emerging from stakeholder consultation s tage

Estimated vacancies over the next decade are 18 posts. The number of
consultants in post by 2014 is estimated to be 30.

An SpR complement of 11-12 has the potential to meet this requirement.
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Specialty Group — General Medical Specialties

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Earlier retirements are predicted for the future and there
are increases in levels of maternity leave, family leave
and requests for part-time working, attributed to a high
ratio of females in this area.

It is believed that there needs to be a much better system
of support beneath consultant level given the increase
focus on training and supervision.

Key Supply Factors

The impact of MMC will mean that doctors in training are
coming into general medicine for a four month period and
this short period will impact on their ability to do
unsupervised work.
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Specialty Group — Medical Paediatrics

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Further growth in the paediatric medical specialties is
anticipated due to a variety of factors, including:

- longer survival of children with chronic disease;
- developments within the specialism; and

- development of consultant-based community
paediatrics.

However, expectation for growth must be set in the
context of a declining birth rate.

There is a high female to male ratio within Paediatrics
and it is likely that there will be an increased demand for
flexible working patterns.

The intensity of consultant workload is high and there is a
fear that staff will suffer ‘burnout’. Also, due to the high
level of on-call requirement, it is predicted that many
consultants will not work much past the age of 55.

Within paediatrics there is a high level of public enquiry
interest and it is expected that the context of child
protection and recent high profile enquiries will be
additional factors that may lead to much earlier retirement
ages than in other specialties.

There is a need to increase the number of doctors in
training due to impact of the EWTD and that future on-call
rotas can be effectively resourced.

Key Supply Factors

Paediatrics has been quite an attractive specialty career
area but the increasing levels of litigation and out of hours
on call are factors that may deter applicants.

Peripheral hospitals are facing difficulties in filling posts.
For example, the Erne hospital has had to recruit
increasing numbers of non Northern Ireland trained
doctors who only intend to remain in post for a short
period of time.
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Summary Recommendations from Specialist Advisory Co mmittee — Medical
Paediatrics

It is proposed that growth of 58 consultant posts should be planned for over the next
10 years. This would establish a target of 122 consultant posts by 2014, an
average of 6 new posts annually.

The calculated complement of SpRs in training, to ensure an average annual output
of between 11 and 12 CCST holders, is approximately 88, including those in part-
time training.
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Specialty Group — Community Paediatrics

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Pressures related to Child Protection work.

Changing pattern of referrals to Community Paediatrics
with significant increases in referrals for assessment of
Attention Deficit Hyperactivity Disorder (ADHD) and
Autistic Spectrum Disorder (ASD).

Community Paediatricians no longer carry out School
Entrant Medicals.

Key Supply Factors

A total of 67 doctors work in Community Paediatrics in
Northern Ireland.

Although data is incomplete, the majority of Trusts now
have fewer funded Community Paediatric posts than in
1995.

Recent data collection shows that 5 out of the last 7
consultant posts have been appointed part-time.

Significant depletion of the workforce is predicted given
age profile of current workforce and expected retirements
within the next 10 years.

Difficulties in filling posts when neighbouring Trusts recruit
for new staff at the same time within the same Board.

Six Trusts (all outside the Belfast area) have had difficulty
recruiting staff over the past 2 years.

Only two Trusts reported no recruitment difficulties in the
past 2 years.

There were no applicants for the last two combined full-
time posts advertised in Northern Ireland.

Training in Community Paediatrics needs to be increased
at both undergraduate and postgraduate level.

Additional SpR training posts in Community Paediatrics
need to be established across Northern Ireland.

Key Documentation
Reviewed

Northern Ireland Community Paediatrics — Workforce
Planning Review — September 2004
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Specialty Group — Neurosciences

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

In Neurology there are currently 11 consultants working in
Northern Ireland. Nine out of eleven consultants are
based in RVH, one in Altnagelvin and one in Belfast City
Hospital.

Findings from the Association of British Neurologists
highlight shortages of neurologists in Northern Ireland:

- in US there is 1 consultant per 20k of population;

- in NI there is 1 consultant per 100K of population;
and

- there are fewer consultant neurologists per head of
population in NI than in many other parts of the
UK.

20% of medical inpatient admissions are neurological in
origin.

Patient and professional expectation is resulting in rising
demand for specialist neurological services.

More and more patients are seeking to be seen by a
neurologist. At the moment there is a 12 month waiting
list of routine appointments.

Access to necessary investigations, which assist
neurologists in patient diagnosis and treatment planning,
such as MRI and video EEG (for epilepsy), is too slow
(Some in-patients have to wait 2 weeks for MRI scan and
would have an x-ray within a few hours — longer wait for
tumour diagnosis than fracture diagnosis). Waiting time
for EEG is 18 months and patients are being flown to
London to reduce waiting times at huge financial costs.

Key Supply Factors

There are no current problems finding recruits and filling
SPR vacancies (of which there are 5 at present).

Summary Recommendations from Specialist Advisory Co mmittee -

Neurosciences

The Association of British Neurologists view that the number of neurologists should
be 1:100,000 population — equating to 17. The Association’s publication ‘Acute
Neurological Emergencies in Adults’ published in 2002 proposed that there should
be between 21 and 27 consultant neurologists in Northern Ireland (depending on
service provision scenarios).

If this approach was endorsed, to reach a level of 27 consultants in ten years would
require a minimum of 10 SpRs, or 13 SpRs taking into account potential for greater

part-time working.
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Specialty Group — Obstetrics and Gynaecology

Key themes emerging from stakeholder consultation s tage

Key Demand Factors | Growing patient demand for consultant presence on
labour wards.

Total number of births is steadily declining.

Dual nature of roles means that there is a lot of
emergency work and high-risk gynaecological work that
needs to be balanced.

Sub-specialisation is increasing.

Key Supply Factors Thought to be enough people currently in training to
supply the present demand.

A new culture is developing whereby medical staff are
becoming less flexible given requirements of the
European Working Time Directive.

Summary Recommendations from Specialist Advisory Co mmittee —
Obstetrics and Gynaecology

A target of 71 consultants providing 62 WTE is anticipated over the next 10 years.
35-36 trainees would appear to be sufficient to meet this requirement. The number
of SpRs can be accommodated within the current training posts available.
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Specialty Group — Oncology

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

The demographic trends within Northern Ireland mean
that there will be a greater number of people aged 70
years plus and therefore a higher frequency of cancer
incidents. By 2025 it is predicted that there will be a
30%-40% increase in cancer incidents. Cancer is a
chronic disease and as such people are being treated for
longer and will take up cancer services more frequently.

The Royal College of Physicians quote that one
consultant is required per 315 patients. The
Department’'s current workforce planning statistics are
based upon the recommendations of the College of
Physicians who propose that 1 consultant per 250
patients is correct. We were informed that the United
States currently sits at one consultant per 100 patients
and in Australasia the figure quoted was one consultant
per 150 patients or less.

There is a need to move to approximately 30-35
consultants (WTEs) over a ten year development plan,
which will mean about 40 consultants.

Oncology is currently working to 11-12 Programmed
Activities as a minimum. Oncology services are provided
by consultants across at least three sites each, or even
four. Our key informant for Oncology believes that
productivity is already at 130%-140%. It is proposed that
one consultant is needed per 6 Programmed Activities
that are taken off the current workload as there is a great
deal of supporting activity to be factored in given the
geographical spread.

Haematology is under-resourced at present. There are
currently 6 consultants in Belfast and the key respondent
believes that Northern Ireland need to move to having 3
consultants per cancer unit. Haematology sees a
significant number of in-patients, particularly in
leukaemias and lymphoma.

Key Supply Factors

There are currently 6 non-consultant posts within
Oncology. It is expected that the use of staff grades
would be expanded if the numbers of trainees diminish
over the next ten years.

The Royal College of Physicians has attempted to
encourage overseas people in and to provide mentoring
for them. The uptake is believed to have been very
patchy with only 2/3 non-EU candidates coming through.
The main concerns centre on the quality of training and
how it is measured and compared to NI training.
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Additional Notes There is a great dependency on physicians and
surgeons, radiology and pathology within oncology and it
is therefore vital that these specialties are properly
staffed. Within medicine, oncology is interfacing more
and more with respiratory physicians, gastroenterologists
and endocrinologists.

Summary Recommendations from Specialist Advisory Co mmittee - Oncology

It is calculated that 25 consultants would be required to provide 18.8 WTE clinical
oncologists and 12 to provide 9.2 WTE in medical oncology.

14 SpRs should produce an average of 2 trained consultant clinical oncologists per
year.

15-16 SpRs should produce an average of almost 2 trained consultant medical
oncologists per year, which is sufficient for the anticipated consultant opportunities
over the next 5 years.

The projections presented above are in line with the historic ratio of 2 clinical
oncologists to 1 medical oncologist. These projections will be different with the
move towards an equality of service provision over a 10 year spell.
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Specialty Group — Ophthalmology

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

The Royal College of Ophthalmologists have
recommended one consultant per 50,000 to 70,000
population. Northern Ireland currently sits at one
consultant per 100,000 of population and would need to
increase consultant numbers from 23.5 to 30 to meet this
ratio.

Ageing population is a significant factor for
Ophthalmology and the retirement age of consultant
Ophthalmologists has decreased by 2 — 3 years over the
last five years.

There is a high ratio of females within Ophthalmology and
increased desire to work part-time, thereby creating
demands for extra staff.

Key Supply Factors

Ophthalmology has tended to be a surplus specialty with
not enough posts available for those coming out of
training hence a large proportion of medical workforce
seeking posts in Ophthalmology travel to GB to seek
employment.

The specialty has noted significant difficulties in recruiting
staff grade posts. Northern Ireland training in this
specialty is highly regarded and doctors are therefore not
prepared to take up staff grade posts and will move to GB
to take up consultant roles where vacancies don’t exist in
Northern Ireland. It has been suggested that one post
per year should be trained specifically for staff grade.

Training is currently available in Ireland for doctors to train
specifically as an Ophthalmic Physician, which is
essentially training without the surgical element. It was
suggested this type of training should be introduced
within Northern Ireland to help take pressure of the
system.

Summary Recommendations from Specialist Advisory Co mmittee -

Ophthalmology

Consultant vacancies are anticipated at an average of more than one per year over

the next 10 years.

The growth anticipated here is in line with a target of 30

consultants in post in 2012.

Based on a projected target of 30 consultants, the number of SpRs required is 11 in

training annually.
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Specialty Group — Orthopaedics

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

There is a lot of unmet need that currently exists,
particularly with regard to hip replacements, knee
replacements and fractures. The ageing population
creates greater demand for orthopaedic services.

The College recommends a target staffing ratio of 1
consultant per 25,000 population.  Northern Ireland
currently sits as a region within UK with lowest consultant
orthopaedics numbers per head of population. It should
be noted that this figure has not been adjusted to take on
board the implications of the New Consultant Contract.

There are less SpRs per head of population when
compared to other regions within the UK.

There are currently three sites providing orthopaedic
services — Altnagelvin, Musgrave Park Hospital and Royal
Victoria Hospital. There are plans to increase this to 5
sites (Antrim and Craigavon).

There is increasing sub-specialisation within
Orthopaedics and whilst sub-specialties are not overtly
stated within approximately 50% of advertisements for
vacancies, the remainder have advertised for particular
sub-specialties.

Key Supply Factors

There are currently 41 consultants in orthopaedics and
the target number is 68 therefore there is a big supply
issue.

There are many areas where nursing staff could be used
in Orthopaedics, particularly within fracture clinics.

There is currently a shortage of children’s orthopaedics
as trainees are apparently less interested in working in
this area, mainly because there is less private practice
work available within children’s orthopaedics. There is
less operating within children’s orthopaedics with more
outpatient responsibility.

Orthopaedics is less attractive to females than males as a
specialty. It is thought that this may be due to the
perceived physical nature of the role.

The average age for retirement from 1995 — 2003 was 57
years. The level of on-call responsibility was suggested
as a possible reason for early retirement age.
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Summary Recommendations from Specialist Advisory Co mmittee -
Orthopaedics

In comparison with the rest of the UK, Northern Ireland remains less well provided
in terms of consultants per head of population.

A target of 68 WTE consultant posts (equivalent to 1 WTE per 25,000 population by
2012) is proposed, representing an average of about 3 new posts per year.

29 SpRs are required to produce an average of just fewer than 4-5 consultants per
year over the next 10 years.
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Specialty Group — Pathology

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

New examination procedures are being introduced in
Great Britain that may result in fewer demands on
consultants’ time e.qg. liquid based cytology.

Complexity of cases is increasing exponentially with more
and more reporting tools and more complex diagnostics.

The New Consultants’ Contract will be difficult to manage,
moving from 13PAs to 10PAs without additional
consultant numbers (e.g. 5 doctors providing 13 PAs is
the equivalent of 6.5 doctors providing 10 PASs).

Key Supply Factors

Pathology perceived as a less attractive specialty than
others with not enough trainees coming through the
system. This may be because the specialty has suffered
from bad press surrounding high profile cases, such as
the enquiry into human organs, and has a limited amount
of patient contact.

There is currently a national recruitment process in place
within Pathology and therefore there is the potential to
lose local graduates to Great Britain.

Opportunity for ‘run-through’ training within MMC presents
an opportunity to make people will be available more
rapidly.

Smaller units have key retention issues with potential
applicants preferring larger departments with greater
opportunities for research.

The potential exists for an Advanced Practitioner role
within Pathology — this has been developed in Antrim
Area Hospital.

Note

The Specialist Advisory Committee for Pathology includes
speciality groups such as histopathology, haematology,
medical microbiology, chemical pathology, immunology
and clinical genetics. Our consultation process did not
attempt to reflect the views held across all specialty
groups within Pathology.
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Summary Recommendations from Specialist Advisory Co mmittee - Pathology

It is anticipated that 50 consultant posts in histopathology will be required by 2014
to create 45 FTES.

Approximately 16-17 trainees per year will meet the anticipated consultant
vacancies over the next decade.

There is a need to replace and augment current consultant staff that possess
specialist skills. Examining prospective and recent retirements from the specialty
highlights a number of these:

- Renal pathology;
- Paediatric Pathology; and
- Neuropathology.

It is considered vital that interest in these and other areas are canvassed amongst
current trainees in an effort to ensure continuity of service where possible.
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Specialty Group — Community Care

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Some of the key perceived demand issues include:
- increased public expectations,
- changing care needs

New service developments in Community Paediatrics are
underway in key areas in response to the following:

- unmet need;
- regional and national guidelines;

- increasing recognition of certain conditions, e.g.
A.D.H.D., ASD, Palliative Care; and

- demographic and societal factors.

Demand for General Adult Psychiatry has increased
significantly given an increasing number of people who
experience mental health difficulties. Community Mental
Health Teams within Foyle Health and Social Services
Trust (FHSST) had 0 referrals in 1991 and approx. 2000
referrals annually in recent years.

There have been significant increases in referrals for
children for assessment of Attention Deficit Hyperactivity
Disorder (ADHD) and Autistic Spectrum Disorder (ASD)
and many Trusts have now developed specific ADHD and
ASD clinics.

The Review of Policy and Services for People with
Learning Disabilities in Northern Ireland recommended
that provision for assessment and short-term treatment
should be provided in community settings. The report
stated that ‘the community has a critical responsibility
towards the recovery of the person, providing sanctuary
in their time of crisis and alternatives to acute hospital
care’. There have been many other service
developments in this area including the resettlement of
patients from long stay hospitals and the development of
community services to prevent hospital admissions. It is
estimated that between 1% and 2% of the population
have some degree of learning disability. The Royal
College of Psychiatrists proposes that there should be
one Consultant Psychiatrist per 100,000 of the population
to provide services for adults with learning disabilities and
0.25 Consultants per 100,000 to provide services for
children with learning disabilities. It has been suggested
that these figures may be revised upwards given the
increase in children with learning disability and autism
and the demands on service provision. The tools
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available to doctors in learning disability have increased
significantly over recent years and this is coupled with
greater demand from the public. These factors have
placed additional demand on medical manpower time
spend per patient.

Key Supply Factors Continuing recruitment difficulties were reported in the
west of Northern Ireland.

Supply issues were identified at Trust level.
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Specialty Group — Psychiatry

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

The male to female ratio in Psychiatry is a particular
challenge. There is a high proportion of female staff
which can impact on workforce levels with higher levels of
breaks of employment due to caring responsibilities.

The European Working Time Directive (WTD) is having
an impact on the ability of the profession to provide night
cover due to the relatively small size of the workforce and
the move to deliver care in the community rather than the
secondary setting, including nights on call.

Service developments particularly in child and adolescent
psychiatry and treatment of dementia and addiction would
be seen as particular challenges going forward. Service
development planning should also factor in the wider
development of nurse led services rather than purely plan
for more psychiatrists.  Recruitment of dementia or
addiction specialist nurses would be particularly
recommended.

Planning should also take a regional approach in order to
create regional or Board level specialists to work across
Northern Ireland or Board areas, rather than in one Trust.
Trusts could be regarded as being too small to support
some of the very specialist areas of psychiatry.

Therefore, the planning for longer term services needs to
improve to include a strategic approach, and include
adequate funding

Key Supply Factors

There are benefits to be realised through skill mix. These
are most likely to be delivered through the development
of nurse-led services particularly for the Hospital at Night
initiative. There is a natural link between skill mix benefits
and service developments.

The specialism is very reliant on consultants and SpRs to
deliver the service. More time is required to train junior
doctors given that psychiatry requires a high level of the
“soft skills” to get to know patients and fully understand
their condition, needs and personal circumstances, which
all can impact their mental state and hence treatment.

The new consultants’ contract would be a source of
concern for the specialism. The focus on time based care
delivery and not outcomes is a particular concern, given
the challenge of treating patients with psychological
illness and the uncertainty of responsiveness to
treatment.

Recruitment of overseas staff would be a concern
particularly given the importance of language and being
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able to properly relate to patients, who may also have
language difficulties. Getting to know patients is a critical
element of psychiatry.

Psychiatry comprises a number of small specialist
services. Trusts managing small numbers of medical
professionals providing a particularly specialist service,
e.g. eating disorders or addiction services find it difficult to
provide a flexible level of care provision to users. It is
common to have a single handed care provision for these
specialist services within Trusts and the impact of
managing leave, absence, staff turnover becomes much
more difficult to manage and places particular pressure
on the individuals themselves.

Continuing recruitment difficulties were reported in the
west of Northern Ireland.

Summary Recommendations from Specialist Advisory Co mmittee - Psychiatry

Adult Psychiatry

It is estimated that approximately 120 consultants will be required over the next 10
years. The number of consultant appointments over the next 10 years is estimated
at77.

It is proposed that the number of SpRs in the adult specialties should continue to be
increased in a phased manner towards a target of 39.

The projections for SpR numbers indicate a need for 40 SHO posts to meet SpR
requirements for psychiatry (including learning disability).

Child and Adolescent

Northern Ireland still lags behind the rest of the UK in terms of consultant provision.
Consequently, it is anticipated that expansion in child and adolescent psychiatry will
continue.

Additional consultant posts have been estimated at 7, consistent with an indicative
target of 37 consultants (28 WTE).
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Specialty Group — Radiology

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Increased demand for radiology services has resulted
from the following factors:

- the pressure to decrease bed numbers / bed stay
rates within the NHS has had a direct impact on
radiology. The pressure means that there is less
time for general observations by doctors and
therefore more referrals are being sought from
radiology;

- the change in junior doctor's working hours has
directly impacted the level of continuity of care and
there is greater ‘hand-over’ of patients. This has
directly affected the quality of ward assessment
and hence doctors tend to rely more heavily on
diagnostic tests to make a more certain diagnosis
due to the pressure to maximise the work in the
shortest space of time. A culture of over-referral
was reported to be developing; and

- the background of increasing litigation is another
factor that has created a more cautious approach.
This context has resulted in increasing numbers of
referrals to radiology.

Technological capability within radiology has increased.
For example, MRI and other diagnostic testing equipment
have meant that the throughput of cases has increased
significantly.  This factor has been coupled with an
understaffing situation. New techniques demand new
skills and expertise which are time consuming and largely
consultant based. The range of diagnostic tests and the
clinical indicators for doing these tests has increased
substantially.

The volume of patients that can be seen is increasing and
the amount of information available to doctors has
increased dramatically. The number of requests from
oncology for example has been increasing.

Radiology is now involved in detailed examinations for
diagnosis, stage and assessment, pre-stage
assessments and a ‘compare with previous’ assessment.
The scope for interventions within radiology has changed
the traditional delivery of services. Radiology used to be
highly diagnostic but is now involved in therapy.

The New Consultant Contract has had a major impact
upon the supply of services within radiology. As the
professional standards will be higher the importance for
CPD is high.
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It is thought that there is a current 40-50% shortfall in
Programmed Activities to deliver the current service
coupled with a significant manpower deficit.  Most
radiologists are currently working at 11-12 Programmed
Activities. Peripheral hospitals are experiencing particular
pressures.

Key Supply Factors The emphasis placed on the delivery of front — line
services has meant radiology services now have to work
very hard to increase resources and deal with
understaffing issues.

A sub-specialisation is developing within Radiology which
has led to a loss in flexibility. There is a perception held
that interventionist radiology requires more out-of-hours
work and the recent litigation surrounding breast
screening has deterred people from working in this area.

The potential for radiographers to extent their role was
discussed but several difficulties were noted, including

- capability is lower,;

- limited number of radiographers wish to extend
their current role; and

- supervision may be difficult to resource.

Summary Recommendations from Specialist Advisory Co mmittee - Radiology

It is estimated that there will be 80 consultant vacancies over the next 10 years.
This is in line with the indicative target of 120 WTE consultants within the next 10
years.

To meet an average annual demand for 8 consultant radiologists training numbers
in the specialist registrar grade should be 54.
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Specialty Group — Surgical

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

More day case surgery and the increase in emerging new
technology e.g. endoscopies and minimal access surgery
creates more demand on consultant’s time.

Patient expectations are rising and this is increasing the
demand for more personal attention at consultant level
and longer consultations.

Key Supply Factors

NI is better provided with general surgeons that the rest
of the UK with one consultant per 24,000 population.

The impact of Developing Better Services may lead to the
more efficient deployment of consultants.

The workload of the general surgeon is becoming more
specialism focused.

Summary Recommendations from Specialist Advisory Co mmittee - Surgical

It is estimated that there will be an average of 5 consultant vacancies per year over

the period 2005-2014.

In General Surgery the number of SpRs should increase to at least 30.

The number of trainees in Urology, Plastic Surgery, Cardiothoracic Surgery,
Neurosurgery and Paediatric Surgery should be maintained at current levels.
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Specialty Group — General Practice

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

Demand projected to increase significantly due to
increasingly complex needs of an ageing population.

The new GP contract allows GPs to opt out of providing
out of hours services. This means that there is an
additional demand on GPs / Sessional Doctors to cover
this gap.

The ratio of female doctors entering General Practice is
increasing, with 70% of females currently in training and
this is accompanied by a greater desire to seek Part-Time
posts. Coupled with this is the high number of sessional
doctors that are required to cover maternity leave.

A wave of retirements is expected to commence next
year, which is in part due to the financial implications of
the GP contract, and the extra benefits that will have
accrued by April 2006 and 2007. This will therefore put
additional pressure on the sessional doctor pool.

Key Supply Factors

There is a shortage of GP training places— according to
key respondents the projected need is for 80-90 per year
but the current level is 49. The 2003 Workforce Plan
identified that the projected need is 75. There were
approximately 100 applicants for GP training places in
2004.

Registration data suggests that there are a large number
of sessional doctors seeking work within General
Practice. This has been strongly contested by several
consultees who have advised that no more than 25-30%
of this group are actively seeking partnerships in Practice.

The attractiveness of General Practice is felt to be
increasing however it is believed that the desire to seek
Partnerships within General Practice is decreasing. This
seems to be largely due to the management responsibility
that is involved within this role.

A new career is developing within General Practice —
more and more people are seeking, or content to remain
within, sessional doctor posts. It is thought that this is
due to desire for better work-life balance.

The level of overseas recruitment is expected to rise,
particularly to address gaps in out of hour's service.
Within the Southern Board, recruitment of staff from
Poland has been undertaken to resource the out of hour’s
service.

There is potential for GPs to undertake specialist training
and move away from providing general practice services,
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for example, in England GPs with special interests
currently see 30-40% of ENT referrals.

Additional Factors The financial implications of providing GP training places
within  Northern Ireland were raised during our
consultation. It was highlighted that the only major costs
to the Department is the training cost as when qualified
GPs are employed by the practice and are paid from the
Practice budgets.

(NB Estimates suggest that the cost of supporting a GP
Registrar is in excess of £70,000 per year.)
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Specialty Group — Public Health

Key themes emerging from stakeholder consultation s tage

Key Demand Factors

There are no current vacancies within Public Health. The
number of people entering training was reduced as there
is no significant expansion of service predicted over the
next ten to fifteen years.

However, there is a high age profile within Public Health
and it is expected that a significant percentage of the
workforce will retire over the next ten to fifteen years.
There is potential for consultants to stay for a longer
period of time under the New Consultants’ Contract by
taking on a reduced number of Programmed Activities.
This potential could mean that Consultants would be less
likely to retire from the profession before the normal
retirement age.

Key Supply Factors

No specific supply difficulties at present.
No specific supply difficulties anticipated in the future.

There are many vacancies in Great Britain and there is
the potential to lose medical trainees who are seeking
roles in Public Health.

Because Public Health is a relatively small specialty there
are often difficulties experienced with the timing of
vacancies and the window of opportunity to recruit is very
short given that potential applicants will move elsewhere
to take up their first post.

Documentation
Reviewed

Faculty of Public Health

Report Prepared for Northern Ireland Affairs Committees
(Updated June 2005)
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6.4 Summary feedback from other sources

In undertaking this review it was important to take evidence from across the
profession and across service settings. This section summarises feedback from a
range of sources and again these summaries reflect perceptions held by
consultees.

Summary Feedback from Faculty of Medicine, QUB

Key Points Whilst the number of undergraduates is predominantly
female (approx. 60%), both male and female students are
seeking to develop their career in a non full-time capacity.

The EWTD has huge implications for the future medical
workforce, both in terms of the future medical workforce,
both in terms of numbers and how it is deployed.

Difficulties are currently being experienced in recruiting
clinical academics. Financial reward is better at the junior
levels in the Republic of Ireland.

No more than 5% of QUB medical students come from
outside of Northern Ireland — mainly from Malaysia.

There is generally no problem with attrition rates at QUB,
with as little as 1-2% moving.

The delivery of medical school education has changed
significantly and is currently based upon skills and
competences and hence has become more intensive.
The focus on skills and competences is introduced from
Year 1 and this therefore requires clinical input right from
the outset.

There is a greater level of supervision required and it is
becoming more difficult to gain commitment from
consultants to teach.

QUB has not needed to drop entry levels to study
medicine at undergraduate level. In 2004 all students
admitted to QUB to study medicine have 3xAs at A’ Level.
Whilst debt is a major factor for students today, there are
no expectations that demand for places will reduce.
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Summary Feedback from QUB Students

Key Points

Students feel that they are given limited career guidance
during their undergraduate degree course.

There appears to be a lot of confusion about the new
Foundation Programme structure, particularly the
application process.

The attractiveness of specialisms appears to be dictated
to a large extent by the relationship with the teaching
supervisor.

Undergraduates would like to see more information
becoming available on what specialities are over-supplied
or are experiencing shortages. They feel that this would
allow them to become more career focussed and tailor
their choice of specialties based on predicted vacancy
rates and likelihood of gaining early employment.

The desire to balance a career with family life and other
personal interests appeared to be a major concern for
students. It was very clear during our consultations that
this will be an important factor when deciding upon career
aspirations.

Undergraduates expect to have approximately £30,000
worth of debt (a lot of this is through private loans) and
there appeared to be a strong desire to progress quickly
through the medical grades to ensure re-payments can
be made.

Summary Feedback School of Nursing

Key Points

There is a clear need for a more strategic approach to be
adopted throughout Northern Ireland to explore the
potential of extended nursing roles. Requests for training
currently take place on an ad hoc basis.

It was stressed that there is a need to formally evaluate
the development of extended nursing roles which will help
to share good practice and contribute to longer-term
planning.

Inter-disciplinary working is an area that requires further
focus with joint classes between medical and nursing
students.
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Summary Feedback Eastern European Doctors (Recent R ecruits)

Key Points

Eleven doctors have recently been recruited to the
Sperrin Lakeland Trust from Eastern Europe:

- 4 Surgery

- 5 Anaesthetics
- 1 Radiologist

- 1 Paediatrician

The majority of these doctors came from Poland, two from
Czechoslovakia and one form Lithuania.

Nine out the eleven doctors from Eastern Europe are staff
grade posts with one Consultant post in surgery and one
Consultant post in radiology.

These staff were recruited through Blue Care agency who
was also recruiting for posts in Sweden and in Saudi
Arabia. There was the perception amongst this group
that although Sweden is closer to Poland that the
language barrier would be more difficult to overcome and
that it would not be as welcoming.

These staff found problems around language difficulties
when they first arrived in Northern Ireland, mainly with
local expressions and pronunciations.

It was felt that Eastern European doctors within surgery
are very experienced as in Poland for example; surgeons
are operating every day, 5 days per week 9.00 am to
3.30pm.

The welcome received within Sperrin Lakeland was
regarded very highly by the group with arrangements
being for one administrative clerk to be main point of
contact.

There has been some difficulty experienced in securing
positions for spouses and this creates some difficulty in
fully settling into a new town and new way of life.
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7. PREDICTED SUPPLY & DEMAND ISSUES
7.1 Introduction

In this section we present a series of workforce models that estimate the number
of additional medical professionals required to meet service demands in Northern
Ireland over a ten-year period from 2006 to 2016. The workforce models have
been devised in conjunction with the Steering Group established for the project
and are based on analysis of recent patterns within the workforce as detailed in
Sections 5 and 6. Models have been developed for the following five groups of
medical professionals:

Consultants;

Specialist Registrars;

PRHO/SHOs;

Non-Consultant Career Grades (NCCG); and
GPs.

As well as estimating the number of professionals required in each of these
groups due to relevant supply and demand trends, the models aim to illustrate the
dynamics of the medical workforce by estimating the ‘flows’ between each of
these groups. Section 7.2 explains how the models have been developed by
extracting details from one model for the first two years and detailing our
assumptions. The models are shown in full in Section 7.3 (Tables 7.2 to 7.6).

NB It is important to note that the models have been developed on the basis of
the postgraduate career pathway in place at the time of writing (October 2005)
and that they do not reflect the impact of MMC, more details of which have been
agreed in the interim. The first material change to workforce dynamics as a result
of MMC will be seen in 2007 when those currently on the Foundation programme
will have completed their training. The annual updates to the workforce planning
models set out below should take account of the impact of MMC as it is realised.

7.2 Model Structure

This section explains the structure of the workforce models to assist with reading
the full versions in Section 7.3:

Figure 7.1 overleaf shows an extract from the Consultant model for 2005
and 2006 to illustrate how each model is put together;

Table 7.1 lists the key supply and demand factors applied to each
professional group; and

Figure 7.2 shows the assumptions relating to the flows between groups.
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Figure 7.1

Sample Model — Consultants 2005/2006

1. No. Posts (Based
on HRMS date

2. No. People availab
to fill posts (Based on
HRMS data)

\

8. No. Posts carried forward from previ
year. Assumes shortfalls are filled each
year so People equal to no. Posts

/

\

9. No. Posts &
People to fill them
adjusted idine with
supply / demand
factors. Labels
from 2005 read
across to colour
coded columns in
subsequent years.

"~
.

3. Current Vacancie 2@5 / 2006
& Planned Service Posts People ¥ Posts | People
_ Developments = T 1096 1096 1163 | 1163
Increase in no. Posts — » Vacancies 67 Retirements -36 0 -36
Service Development 0 Other Leavers -11 33 -11
4. Peopldeaving, Work-Life 0 - -22

redu_cing hou_rs_ C Balance

s of oo / Skill Mix Benefits 0 . 11
changes no. | — Total Posts 1163 Total People 1049 1196 1105
People available [ | . Net Demand 114 | Net Demand 91
to fill posts Productivity 0 - 2
Move from SpR 58 - 59
ﬂ'otal Supply 58 | Total Supply 61
Surplus/ Shortfall -56 -30

fill those posts

5. Net Demand is difference betweery
no. posts and no. people available to

6. Promotions, others joining HPSS &
productivity gains help provide the supply

meet Net Demand

7. Difference between Total
Supply & Net Demand =
Annual Surplus / Shortfall

AN

10. Difference between Total Supply
& Net Demand = Annual Surplus /
Shortfall i.e. not cumulative

DHSSPS - Review of Workforce Planning for Medicafdsional Group




Table 7.1 below explains the supply and demand factors used in the models and notes the basis for each projection and the impact
on the model. Reliable quantitative data was not always available as a basis for projecting the impact of each supply and demand
factor included in the models. Where quantitative data was not available, estimates were derived from consultation with key

informants. All assumptions were agreed by the project Steering Group.

Table 7.1

Supply and Demand Factors

Baseline Source Impact on Model

People Headcount on HRMS at 31 March 2005 and CSA data for GPs Baseline figure

Posts Assumed headcount on HRMS/CSA = baseline number of posts Baseline figure

Demand Source Impact on Model

Factors

Vacancies Current number of vacancies for each grade (based on DHSSPS survey March | Increases number of posts to be
2005 figures for long-term vacancies i.e. unoccupied posts which have been | filled
vacant for three months or more and which the organisation is still trying to fill).
No vacancy data is available for GPs.

Service To account for new / expanded services and other developments that place | Increases number of posts to be

Development

increased demand on the workforce, for example EWTD and new contractual
arrangements. Models show 30% increase in current workforce spread over 10
years.

filled

Retirements

Estimate based on current age profile as per CSA for GPs and HRMS for other
groups.

Increases number of posts to be
filled

Other Leavers

Average number people leaving HPSS per year (based on surveys for 2001-
05) excluding retirements. Surveys based on snapshots of HRMS taken in
March each year. Those not appearing in second snapshot are considered
leavers. Leavers may return to HPSS employment at a later stage. Not
available for GPs.

Increases number of posts to be
filled

Training
Movement

To reflect the ‘churn’ in the PRHO/SHO group caused by people moving in and
out of HPSS employment during their training, for example, to complete short
placements overseas. Shown on the demand side as ‘Training — Movement
Out’ and on the supply side as ‘Training — Movement In’

Increases number of posts to be
filled
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Table 7.1

Supply and Demand Factors

Work-life To account for movement into flexible working practices. A factor of 2% of the | Increases demand for medical
current workforce is added for years 1-5 and 4% for years 6-10. There is | professionals to deliver services
limited data on current working practices, particularly for GPs. This estimate
reflects the views of the Steering Group, taking account of the gender shift in
the medical profession and the lack of experience of the profession in coping
with increased demands for flexible working from male and female doctors.

Skillmix Estimate of 1 % gain per annum based on DHSSPS guidance. Accounts for | Reduces demand for medical

Benefits expected transfer of activity formerly undertaken by medical professionals to | professionals to deliver services
other health professionals (i.e. nurses) (shown in models as a positive)

Supply Source Impact on Model

Factors

Productivity Estimate based on DHSSPS guidance. Accounts for targeted increase in | Provides supply of medical
output with existing workforce = 2% of current workforce spread over 10 years. | professionals to help meet Net

Demand
Move from | Estimated number being promoted to each grade (see Table 7.3). Provides supply of medical
grade below professionals to help meet Net
Demand
Surplus/ Difference between Net Demand and Supply. NB it is assumed that demand is
Shortfall met each year, i.e. surplus/shortfall figures are not cumulative
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The workforce models shown in Section 7.3 aim to show the movements of medical professionals between grades (e.g. as a result
of promotion) and groups (e.g. movement into general practice). Figure 7.2 below illustrates these flows.

Figure 7.2
Movement of Medical Professionals Between Models

(NB. As noted in Section
4.1.5 NCCGs may move
NCCG —» into SpR/Consultant posts
or vice versa. The models
do not reflect this

movement. )
(Assumed all NCCG
demand filled from
PRHO/SHO)
Graduate Supply —» | PRHO / SHO —» SpR +—» Consultant
(Projected annual ¢ (Annual no. moving from (Annual no. moving from
number graduating from PRHO/SHO = headcount / 7 SpR = Backdated
QuUB) years training less GP / Headcount / 7 years
NCCG entrants) training i.e. for 2005,

1998 SpR headcount/7)
(Assumed 50 move to
GP Reqgistrar Posts)

General Practice
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7.3

Workforce Models

The models showing the estimated supply, demand and surplus / shortfall for
each professional group are detailed in Tables 7.2 to 7.6 below with
commentary on their implications.

7.3.1 PRHO/SHO

Based on the most recently available data from the DHSSPS’ HRMS
system, there are currently 1,077 in the PRHO/SHO group and 0O
vacancies, giving an estimated total of 1,077 PRHO/SHO posts in
2005. This is shown in Table 7.2 for the baseline year of 2005.

For the period 2006 to 2015, key dynamics for this group are:

Graduate Supply — the number of graduates entering the
PRHO/SHO group is projected to increase in line with the
increased number of places available in QUB (reaching 268 by
2011);

movements due to promotion — it is assumed that one seventh
of this group moves into SpR, NCCG or GP posts per year.
This number increases annually with the increasing headcount;
and

Training/Career Development Movement - historically there has
been a high level of movement in and out of HPSS employment
among this group, for example, junior doctors may chose to
work abroad for a period at this stage before returning to
complete the training required to progress to SpR level. This
‘churn’ is shown in the models as ‘Training — Movement Out’
and ‘Training — Movement In’. The level of churn in the PRHO /
SHO group is projected to continue at the same rate, resulting
in a net loss of around 28 people per year.

Additional supply and demand factors included in the model are:

Service Developments — it is assumed that an additional 30%
PRHO/SHOs will be required to meet demand associated with
new services and other developments such as European
Working Time Directive over the 10 year modelling period (i.e.
3% or 32 per year);

Worklife balance — the demand for more flexible working
arrangements is predicted to increase over the next ten years at
the rate of 2% per year for the first five years and 4% per year
for the next five years. This allowance results in a large
increase in demand over the ten year period (22 per year from
2006-2010 and 43 per year from 2011 to 2015). The aim is to
reflect the changing gender patterns in the medical professional
group, limited data on non-full time working and the lack of
experience in the profession of demand for flexible working
from men and women. It will be vital to re-assess these
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estimates regularly against actual demand for and uptake of
flexible working;

Skill mix benefits — demand for medical professionals is
predicted to decrease by 1% (11) per year as a result of nursing
staff taking on more activity previously carried out by doctors;
and

Productivity — in line with DHSSPS guidance a 2% productivity
factor has been added which increases the supply of doctors by
2 per year.

The net result of these factors is a large predicted shortfall in the
PRHO/SHO group for Years 1-5 followed by a small, but increasing
shortfall in Years 6-10. This pattern can be accounted for by the
increase in medical graduates available over the coming five years,
which peaks in Year 6. This increase in supply into the group will
meet the additional demand created by Service Developments and
Work-life Balance in these years.

In the last four years of the model, graduate supply in remains static
and therefore does not fully meet the increasing level of demand
relating to work-life balance and promotions to the SpR/NCCG/GP

group.

There is scope within this group to further manage the workforce by
reducing the ‘churn’ associated with people leaving and joining the
group to pursue training and career development opportunities outside
the HPSS. Based on average leavers and joiners for the period 2001-
2005 (HRMS surveys), this results in a net loss to the group of 28
people per year. The introduction of the Foundation Programme will
increase the number of PRHO/SHOs in training contracts and thus
may help to stabilise this group. This could help reduce the shortfall
projected beyond the targeted increases in undergraduate places.
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Table 7.2

PRHO / SHO

Posis People | Posts People Poss People |Posts  FReople Poss Pe ople | Pods [People [ Posis [People |Posis RPeople Posis People Hos 5 | People | Posis |People
1077 1077 | 1077 1077 1109 | 1109 1142 14 [ 1 1174 1206 1206 1239 1239 [ 1271 | 1271 | 1303 | 1303 | 1335 | 1335 | 1368 | 1368
Vacancies 0 Retirements 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Senice Development 0 Training - Movement Ot -267 | 32 -267 2 -267 2 -267 R -267 R -267 2 -267 R -267 R -267 R -267 R -267
WorkLife Balance 0 2 2 2 -2 2 43 43 43 43 43
Move to SpRINCCG/ P~ -154 -154 -158 -163 -168 An A1 -182 -186 -101 -1%
Skill Mix 0 1 1 1 1 1 1 1 1 1 1
Total Posis 1077 Total People 656 [ 1109 645 1142 | 613 1174 00 | 1206 | 728 | 139 | 756 o 762 | 1303 | 790 | 135 | 818 | 1368 | 845 | 1400 | 873

Net Net Net Net Net Net Net Net Net Net
NetDemand 421 | Demand| 464 Demand| 469 Demand| 473 | Demand| 478 | Demand| 482 Demand| 509 |Demand| 513 | Demand| 518 |Demand| 522 [ Demand] 527
Productiviy 0 2 2 2 2 2 2 2 2 2 2
Graduate Supply 169 169 176 193 190 200 268 268 268 268 268
Training - Movementln 239 > 239 > 239 o 239 o 239 o 239 o 239 o 239 - 239 - 239 - 239

Total Total Total Total Total Total Total Total Total Total
Total Supply 408 Supply| 410 Supply| 417 Supply | 434 Supply| 431 Supply | 441 Supply| 509 | Supply| 509 Supply| 509 | Supply| 509 | Supply| 509
Surplug 13 54 -1 -39 A7 A1 1 4 9 13 -18

Shortfall

Source:

Deloitte
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7.3.2 NCCG

Based on the most recently available data from the DHSSPS’ HRMS
system, there are currently 284 in the NCCG group and 16 long-term
vacancies, giving an estimated total of 300 NCCG posts in 2005.

Key dynamics for this group are:

Retirements and other leavers — a small number (32) of NCCGs
are predicted to retire over the next 10 years. Historically there
has been a small number of additional Other Leavers (i.e. those
leaving HPSS employment for reasons other than retirements)
in this NCCG group. This is predicted to continue at the same
rate. The total expected retirements and other leavers is 7 per
year; and

movements due to promotion — NCCG posts are filled from the
PRHO/SHO group. Itis assumed that all NCCG demand will be
met by PRHO/SHOs.

Additional supply and demand factors included in the model are:

service developments — it is assumed that an additional 30%
NCCGs (9 per year) wil be required to meet demand
associated with new services and other developments;

worklife balance — the demand for more flexible working
arrangements is predicted to increase over the next ten years at
the rate of 2% per year for the first five years and 4% per year
for the next five years. This allowance results in a large
increase in demand over the ten year period (6 per year 2005-
2010 and 11 per year 2001-2015). The aim is to reflect the
changing gender patterns in the medical professional group,
limited data on non-full time working and the lack of experience
in the profession of demand for flexible working from men and
women. It will be vital to re-assess these estimates regularly
against actual demand for and uptake of flexible working;

skill mix benefits — demand for medical professionals is
predicted to decrease by 1% (3) per annum as a result of
nursing staff taking on more activity previously carried out by
doctors; and

productivity — in line with DHSSPS guidance a 2% productivity
factor has been added which increases the supply of doctors by
1 per year.

The net result of these factors is that while some additional demand is
created for the NCCG group, all these posts can potentially be filled
over the 10 year period of the model either from the PRHO/SHO
group. However, as noted in Figure 7.2 people taking up NCCG posts
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may move back into training grades (SpR or Consultant) and this
movement may increase following the current review of NCCG roles.
Therefore, these projections will need to be regularly reviewed over
the next 5 years.
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Table 7.3

NCCG

Posts People | Posts |People | Posts |People [Posts People [Poss People Rosts P¢ ople | Posts [People |Poss People |Posts Reople Posis Ppople  Ros ts | People
24 24 | 300 300 309 309 37 a7 326 26 | 33 | 334 | M 33 31 31 360 360 368 ¥ | 3 | 3!
Vacancies 16 Refirements -4 0 4 0 -4 0 -4 0 -4 0 -2 0 -2 0 2 0 2 0 2 0 -2
Service Development 0 Other Leavers -3 9 3 9 3 9 3 9 3 9 5 9 5 9 5 9 5 9 5 9 5
Work-Life Balance 0 b 6 5 6 6 Al Al 11 A1 A1
Skill Mix Benefts 0 - 3 - 3 - 5 - 3 - 3 - 3 - 3 - 3 - 3 - 3
Total Pogts 300 Total People 277 309 290 kil 299 36 307 33U 6 [ MW | 4 | A kil 360 3% 368 3 n 33 | 3/ | 3Bl

Net Net Net Net Net Net Net Net Net Net
NetDemand 23 | Demand| 18 |Demand| 18 |Demand| 18 |Demand| 18 [Demand| 18 |Demand| 24 |Demand| 24 |Demand{ 24 |[Demand| 24 |Demand| 24
Productivity 1 1 1 1 1 1 1 1 1 1 1
Move flom PRHO/SHO 22 18 18 18 18 18 3 3 23 3 bel

Total Total Total Total Total Total Total Total Total Total
Total Supply 23 Supply[ 18 Supply[ 18 Supply| 18 Supply| 18 Supply| 18 Supply| 24 Supply| 24 Supply| 24 Supply| 2 Supply| 24
Surplug’ 0 0 0 0 0 0 0 0 0 0 0

Shortfall

Source: Deloitte
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7.3.3 GPs

Based on the most recently available data from the CSA, there are
currently an estimated 1,094 GPs. This does not include sessional
doctors of whom there are an estimated 280 (based on the number
who took part in performance appraisals in 2005 and are thus
assumed to be active). There is no data available on vacancies for
GPs.

Key dynamics for this group are:

movement from SHO/PRHO - there are currently 50 GP
training places providing a regular supply into this group; and

retirements — based on the current age range of GPs an
estimated 35 people will retire in the first year, 23 per year in
the next three years and 13 per year for the remainder of the
modelling period. This reflects the views of consultees
expressed as part of this review, who anticipate that there will
be a large number of retirees over the next two to three years
due to recent contractual changes.

Additional supply and demand factors included in the model are:

service developments — it is assumed that an additional 30%
GPs will be required to meet demand associated with
development of primary care services, GP specialisms (e.g.
chronic disease management) and other service requirements
(equates to 30 per year);

worklife balance - feedback from consultation with GPs
suggests that the demand for flexible working arrangements
among this group has increased and will continue to do so. The
current pool of sessional GPs is reported to be insufficient to
meet practices’ demand. Therefore, an allowance of 2% per
year has been included for this group for the first five years and
4% per year for the remaining modelling period (i.e. 22 or 44
per year). It will be vital to re-assess these estimates regularly
against actual demand for and uptake of flexible working. This
will require the development of new data collection systems for
the GP group as reliable data on working practices is not
currently available;

skill mix benefits — demand for medical professionals is
predicted to decrease by 11 per annum as a result of nursing
staff taking on more activity previously carried out by doctors;
and

productivity — in line with DHSSPS guidance a 2% productivity
factor has been added which increases the supply of doctors by
2 per annum.
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The net result of these factors is a predicted shortfall over the next ten
years of:

15 in years 1-3 when retirements are predicted to peak;
5 in years 4-5 when retirements decrease; and

26 in years 6-10 reflected the projected increases in demand for
flexible working (work-life balance).

There is no data available on any other leavers (i.e. not retirees) for
this group or on the potential to recruit GPs from outside of the
NIMDTA training programme to meet these shortfalls.

If the number of GP training places was increased to 75 (as suggested
in the last workforce planning review) in increments of 5 per year, this
projected shortfall would be managed. The outcome would be a
balanced model by Year 3, a surplus of 15-20 in Years 4-5 and a
shortfall of 1 in years 6-10.
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Table 7.4

General Practitioners
Posts People | Posts | People | Posis [People [Posts People |Posts People Rosis P4 ople | Posts |People [Poss People |[Posis Reople Poss People Hos s | People
1094 1094 | 1094 | 1004 | 1127 | 1127 | 1160 | 1160 | 1192 | 1192 | 1225 | 1225 | 1258 | 1258 | 1291 | 1201 | 1324 | 1304 | 1357 | 1357 | 1389 | 1389
Vacancies Retirements  -35 - -23 - -23 - -23 - 13 - 13 - 13 - -3 - 13 - 13 - 13
Service Development Other Leavers B c B c 3 c 3 . 3 . kY] - kY] - 3 - 3 - 3 -
Work-Life Balance 2 2 2 2 2 -44 44 44 44 44
Skill Mix Benefs - - 1 - 1 - il - il - il - u - u - il - 1 - 1
Total Posis 1094 Total People 1059 | 1127 | 1060 | 1160 | 12003 | 1192 | 1126 | 1225 | 1169 | 1258 | 1201 | 1291 | 1212 | 1324 | 1245 | 1357 | 1218 | 1389 | 1311 | 1422 | 1344
Net Net Net Net Net Net Net Net Net Net
NetDemand 35 |[Demand| 67 |Demand| 67 |Demand| 67 |Demand| 57 |Demand] 57 [Demand| 79 |Demand| 79 |Demand| 79 |Demand| 79 |Demand| 79
Productivity 2 2 2 2 2 2 2 2 2 2 2
Move from SHO 50 50 50 50 50 50 50 50 50 50 50
Total Total Total Total Total Total Total Total Total Total
Total Supply 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52 Supply| 52
Surplug 17 -15 -15 -15 5 5 -26 -26 -26 -26 -26
Shortfall

Source: Deloitte
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7.3.4SpRs

Based on the most recently available data from HRMS there are
currently 598 SpRs and no vacancies, which for modelling purposes is
assumed as a total of 598 SpR posts.

Key dynamics for this group are:

promotions from PRHO/SHO group — SpR posts are filled from
the PRHO/SHO group and it is assumed that all PRHO/SHOs
with the exception of those taking up GP registrar and NCCG
posts are available to meet SpR demand. Where demand
increases in the NCCG model, the number of people available
to move into SpR posts decreases accordingly;

promotion to Consultant group — after an average of 7 years
training, SpRs can apply for Consultant posts. Recent
investment in SpR posts means that the headcount in this
group has increased substantially in recent years — from 407 in
1998 to 598 in 2005 (HRMS). To reflect this increase in
headcount, the flow into Consultant posts each year is based
on the headcount for 7 years before i.e. in 2005 one seventh of
the 1998 SpR headcount is assumed to move into the
Consultant group; and

other leavers and joiners — historically there has been a degree
of movement in and out of HPSS employment among this
group, for example, doctors may chose to work abroad for a
period during SpR training or before applying for Consultant
posts. The model shows the average number of ‘Other
Leavers’ (i.e. non-retirees moving out of HPSS) at the average
rate for 2001-2005 which was 72. The model does not show
the number of recruits to the SpR group from outside the HPSS
(i.e. other than those being promoted from the SHO group),
which was on average 65 per year between 2001 and 2005.

Additional supply and demand factors included in the model are:

service developments — it is assumed that an additional 30%
SpRs will be required to meet demand associated with new
services and other developments. This equates to 3% or 18
per year;

worklife balance — the demand for more flexible working
arrangements is predicted to increase over the next ten years at
the rate of 2% (12) per year for the first five years and 4% (44)
per year for the next five years. This allowance results in a large
increase in demand over the ten year period. The aim is to
reflect the changing gender patterns in the medical professional
group, limited data on non-full time working and the lack of
experience in the profession of demand for flexible working
from men and women. It will be vital to re-assess these
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estimates regularly against actual demand for and uptake of
flexible working;

skill mix benefits — demand for medical professionals is
predicted to decrease by 6 per annum as a result of nursing
staff taking on more activity previously carried out by doctors;
and

productivity — in line with DHSSPS guidance a 2% productivity
factor has been added which increases the supply of doctors by
one per year.

The net result of these factors is a large shortfall of up to 84 SpRs per
year over the ten year modelling period. In Years 1-5 this could be
managed by maintaining the same level of external recruitment as
existed from 2001-2005 (on average 65 new joiners per year). In
Years 6-10, the projected worklife balance demands result in an
increased shortfall of SpRs which would require an increased level of
external recruitment. It will be vital for this group to regularly assess
the actual impact of worklife balance demands to determine whether
any further increase in training places is required.
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Table 7.5
Specialist Registrars

Podts People [ Posts People Posts  People |Posts  Reople Poss P¢ ople [ Posts |People | Posts [People |Posts Reople [Posts Ppople Hos ts | People [ Posts |People
598 598 508 598 616 616 634 634 652 652 670 670 688 688 706 706 724 724 4 42 759 759
Vacancies 0 Retirements 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Service Development 0 Other Leavers  -72 18 -12 18 -2 18 -12 18 -2 18 -2 18 -12 18 -12 18 -12 18 -2 18 -12
Work-Life Balance 0 12 -12 12 -12 12 -24 -24 -24 -24 -24
Move to Consultant ~ -58 -59 63 -65 -66 -13 -18 85 -85 -85 -85
SkillMix 0 - 6 - 6 - 6 - 6 - 6 - 6 - 6 - 6 - 6 - 6
Total Posts 598 Total People 468 616 461 634 475 652 491 670 508 688 519 706 519 124 530 2 548 79 566 m 584
Net Net Net Net Net Net Net Net Net Net
NetDemand 130 | Demand 155 Demand | 158 | Demand | 161 |Demand | 162 | Demand | 168 | Demand | 186 |Demand| 193 |Demand | 193 [Demand| 193 |Demand [ 193
Productiviy 0 1 1 1 1 1 1 1 1 1 1
Move from SHO 81 - 86 - 91 - % - 100 - 105 - 103 - 108 - 113 - 17 - 122
Total Total Total Total Total Total Total Total Total Total
Total Supply 81 Supply 87 Supply [ 92 Supply| 96 Supply| 101 Supply| 106 Supply [ 105 Supply [ 109 Supply [ 114 Supply | 119 Supply [ 123
Surplug 49 -68 67 -4 -61 63 82 -84 -19 -15 -10
Shortfall

Source: Deloitte

shapshot surveys for 2001-2005 show that on avedageeople join the SpR group per year in additiothose being promoted from the SHO group.

NB: This model does not show the potential numbgremiple that could be recruited into the SpR groepypar to meet shortfalls. HRMS
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7.3.5 Consultants

Based on the most recently available data from HRMS there are
currently 1,096 Consultants and 67 vacancies, making an estimated
total of 1,163 Consultant posts.

Key dynamics for this group are:

retirements — based on the age profile of the current Consultant
workforce, it is estimated that 36 people per year will retire
between 2005 and 2009, and 21 people per year will retire
between 2010 and 2014;

other leavers — based on HRMS surveys of leavers and joiners
(2001-2005), on average 11 people leave HPSS consultant
posts per year. Over the same period, an average of 45 people
per year were recruited into the group. This figure is not shown
in the model but suggests the potential to recruit at least this
number to meet any shortfall going forward; and

promotions from SpR group — Consultant posts are generally
filed from the SpR group. The Consultant model shows the
same number moving in from SpR posts as are shown moving
out of post in the SpR model. Due to recent investment in SpR
posts the number available to meet demand for Consultant
posts will increase each year.

Additional supply and demand factors included in the model are:

service developments — it is assumed that an additional 30%
Consultants (33 per year) will be required to meet demand
associated with new services and other developments including
contractual changes;

worklife balance — the demand for more flexible working
arrangements is predicted to increase over the next ten years at
the rate of 2% (22) per year for the first five years and 4% (44)
per year for the next five years. As with other groups, there will
be a need to regularly assess the actual uptake of flexible
working to determine whether these estimates prove to be
realistic;

skill mix benefits — demand for medical professionals is
predicted to decrease by 11 per annum as a result of nursing
staff taking on more activity previously carried out by doctors;
and

productivity — in line with DHSSPS guidance a 2% productivity
factor has been added which increases the supply of doctors by
two per annum.

The net result of these factors is a large initial shortfall of 56
Consultants due to current vacancies (67) and retirements.
Thereafter, a smaller and decreasing shortfall is projected of up to 30
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Consultants reflecting retirements and demand associated with work-
life balance. If current vacancies are not filled in the first year the
shortfall will remain at a higher rate in subsequent years.

As noted above, on average 45 people per year are recruited into
Consultant posts from outside the HPSS. This suggests the capacity
to meet the predicted shortfall each year for the Consultant group.
However if the large number of current vacancies cannot be met within
the first year, a larger cumulative shortfall would exist.

DHSSPS - Review of Workforce Planning for Medicafé3sional Group



Table 7.6
Consultants

Source Deloitte

shapshot surveys for 2001-2005 show that on avetageeople join the Consultant group per year thitazh to those being promoted from the SpR group.

Posts People | Pogts People Poss |[People | Poss People [Posts Heople Posts Pé ople | Poss |[People [Poss [People |[Posts Heople Poss Ppople Hos ts | People
1096 1096 | 1163 1163 119% | 119 1229 1229 | 1262 | 1262 | 1295 | 129 1327 1327 [ 1360 | 1360 | 1393 | 1393 | 1426 | 1426 | 1459 | 1459
Vacancies 67 Refirements ~ -36 0 -3 0 -36 0 -36 0 -3 0 2 0 2 0 2 0 2 0 2 0 2
Service Development 0 Other Leavers -1 3 A1 3 A1 3 Al 3 Al B Al R AL kS| AL kS| Al kK] AL kK Al
Work-Life Balance 0 -22 22 22 22 22 -44 44 44 -4 44
Skill Mix Benefits 0 - 1 - 1 - 1 - i - 11 - 1 - 1 - 1 - 1 - i
Total Posts 1163 Total People 1049 | 119 1105 1229 | 138 1262 url | 129% | 1204 | 1827 | 122 1360 163 | 1393 | 1295 | 1426 | 1308 | 1459 [ 1361 | 1492 | 134
Net Net Net Net Net Net Net Net Net Net
NetDemand 114 | Demand 91 Demand| 91 Demand| 91 Demand| 91 Demand| 76 Demand| 98 [ Demand| 98 Demand| 98 |Demand| 98 [ Demand| 98
Productivity 0 2 2 2 2 2 2 2 2 2 2
Move from SpR 58 59 63 65 66 73 8 85 85 85 85
Total Total Total Total Total Total Total Total Total Total
Total Supply 58 Supply 61 Supply| 65 Supply| 67 Supply| 68 Supply[ 75 Supply| 80 Supply| 88 Supply | 88 Supply| 88 Supply | 88
Surplug 56 -30 -26 24 -2 -1 A7 -10 -10 -10 -10
Shortfall
NB: This model does not show the potential numbgreaiple that could be recruited into the Consulggoup per year to meet shortfalls. HRMS
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7.3.6 Summary of Annual Surplus / Shortfall

Table 7.7 below summarises the projected level of over- and under-
supply for each professional group between 2006 and 2015. 1t is
important to note that these are not cumulative figures and are based
on a series of assumptions that will need to be closely monitored over
the next number of years. In addition, these numbers do not show the
potential for recruitment in each group indicated by the historical
figures for people joining HPSS employment.
Table 7.7
Summary of Surplus / Shortfall by Group

2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015
Consul | -30 26 |24 [-23 |-1 -17 |-10 |-10 |-10 |-10
tant
SpR -68 67 |-64 |61 |-63 |-82 |[-84 |-79 |-75 |-70
GPs -15 -15 [ -15 |5 -5 26 |26 |-26 |-26 |-26
NCCG | 0 0 0 0 0 0 0 0 0 0
PRHO/ | -54 53 [-39 |[-47 |41 |1 -4 -9 -13 | -18
SHO
Source: Deloitte NB: figures are not cumulative and assume any
surplus/shortfall is met each year. They do not reflect the potential number of
people that could be recruited to meet shortfalls (i.e. based on HRMS
shapshot surveys of leavers and joiners)

7.3.7 Cumulative Shortfall/Surplus

The models set out in Tables 7.2 to 7.6 assume that any projected
shortfalls are met each year. However in some cases this may not be
possible, for example, current long-term vacancies may not all be filled
by the end of next year. For information Table 7.8 below shows the
cumulative position for each group if shortfalls are not filled each year.

Table 7.8
Cumulative Surplus / Shortfall by Group
2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015

Consultant | -30 |-56 |-80 |-102 |-104 |-121 |-131 | -141 |-151 | -161
SpR -68 | -134 |-198 | -259 | -322 | -403 | -487 | -567 | -642 | -712
GPs 15 | -29 |-44 |-48 |-53 |-79 |-106 |-132 |-159 | -185
NCCG 0 0 0 0 0 0 0 0 0 0
PRHO/SHO | -54 | -105 | -144 | -191 | -232 | -231 | -235 | -244 | -257 | -275

Source: Deloitte

NB: figures do not reflect the potential number of people that could
recruited to meet shortfalls (i.e. based on HRMS snapshot surveys of leavers and joiners)

be

DHSSPS — Review of Workforce Planning Medical Rsiamal Group




7.3.8 Service Development Scenarios

We have assumed that each workforce group will be required to grow
by 30% over the next ten years to meet the demands of new and
expanded services and changes to working practices/contracts. In the
event that this assumption was too prudent, greater shortfalls would
result for each group. Table 7.9 shows the estimated position for each
group assuming a 40% and 60% service development factor.

Table 7.8
Summary of Surplus / Shortfall by Group — Increased Service
Development Scenarios

2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015

Consultant - | -415 | -37 -35 -34 -12 -28 -21 -21 -21 -21
40%

60% -63 -59 -57 -56 -34 -50 -43 -43 -43 -43

SpR - 40% -73 -71 -67 -62 -63 -80 -81 -75 -68 -62

60% -85 -80 -73 -65 -62 -76 -74 -65 -56 -47
GP - 40% -26 -26 -26 -16 -16 -37 -37 -37 -37 -37
60% -47 -47 -47 -37 -37 -59 -59 -59 -59 -59
NCCG-40% | O 0 0 0 0 0 0 0 0 0
60% 0 0 0 0 0 0 0 0 0 0

PRHO/SHO - | -65 -64 -53 -62 -58 -18 -24 -30 -36 -42
40%

60% -86 -88 -81 -93 -92 -55 -64 | -73 -82 -92

Source: Deloitte. NB: figures are not cumulative and assume any
surplus/shortfall is met each year. They do not reflect the potential
number of people that could be recruited to meet shortfalls (i.e. based
on HRMS snapshot surveys of leavers and joiners)
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7.4  Conclusions

The supply and demand models developed for medical professionals
highlight the following dynamics within the workforce:

there is a sizeable undersupply in the PRHO/SHO group currently but
this will be addressed by the increasing number of graduates
becoming available over the next ten years;

there is a shortage of GPs to meet service demands. This could
largely be addressed by increasing the number of GP training place,
although if work-life balance demands are at the rates projected
shortfalls will re-emerge in subsequent years;

shortfalls of varying sizes are projected for the SpR group largely due
to demand in relation to flexible working patterns. Current levels of
external recruitment would be sufficient to meet these shortfalls over
the coming 5-6 years, but if work-life balance demand increases as
projected this would be insufficient in the remainder of the 10 year
modelling period. Any increase in GP training places would have a
knock-on effect on the SpR group by reducing the number of
PRHO/SHOs available to move into SpR posts;

there is a projected shortfall in the number of consultants, which is
initially large due to the current number of vacancies in this group but
decreasing thereafter. However, once these vacancies are filled, the
projected shortfall could be managed through external recruitment at
around half the level of the last five years. Therefore it does not
appear that any increase in the number of training places overall is
required to meet consultant demand;

there is a high degree of ‘churn’ in the profession, particularly in the
PRHO/SHO and SpR groups. New career structures such as run-
through training and the Foundation Programme should help to
stabilise these groups. To improve the capacity to plan workforce
development for the medical profession, better information is required
on the movements of people in and out of HPSS employment over the
course of their careers; and

the models include substantial increases in demand for flexible
working. It will be essential to collate data showing the actual uptake of
work-life balance measures to assess how realistic these projections
are.
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8. RECOMMENDATIONS

From both the qualitative analysis and the detailed data modelling we can
draw conclusions and recommendations in the following areas:

Training places:

shortages in the GP group and projected demand for more flexible
working arrangements suggest that there is a need to increase the
number of GP training places. The last review of workforce planning
suggested that the number of places should be increased to 75.
Modelling indicates that such an increase (in annual increments of 5
places) would meet the projected demands of this part of the
workforce by 2011. Subject to availability of funding and capacity to
support trainees in the system, it is recommended that this increase be
introduced as soon as possible;

in order to ensure that Consultant demands can be met as shown in
the models above, the number of undergraduate medical places must
be increased as planned over the coming years to at least 250 places;

‘Churn’ Rates:

there is very limited information with which to track medical
professionals movements in and out of the training route. It is critical
that information systems are improved to allow for Dbetter
understanding of ‘churn’ within the various professional groups, for
example, to understand why more than 200 people leave and join the
PRHO/SHO group each year. The changes taking place under MMC
should assist with this process. This is critical to ongoing workforce
planning and development of a sustainable workforce;

Sustainable Recruitment:

the service will be required to manage recruitment from outside HPSS
(i.e. people not on a defined training programme in Northern Ireland) in
line with increasing rates of supply through the training system. In the
short-term external recruitment is required to fill gaps in particular
specialties (radiology, anaesthetics, general practice, orthopaedics
and laboratory medicine are among the areas where particular
difficulties have been highlighted) but in the longer-term reliance on
external recruits should not be required to such a large extent, notably
at Consultant level. Ultimately, the goal is for a service that is largely
self-sustainable;

General Practitioner Data Collection:

for the purposes of accuracy in workforce planning it will be necessary
to develop the current information systems to record, monitor and
model the general medical practitioner workforce. Conducting survey
research of practitioners on the Performers List or of Out of Hours
providers will provide useful workforce planning information;
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Flexible Training Opportunities:

although flexible training is available to junior doctors in Northern
Ireland, it is extremely limited. The new competency based structure
of MMC may better facilitate a ‘step-on — step off’ approach which
could greatly improve the opportunities for women and men to train
flexibly or perhaps take breaks in their careers, but this needs to be
promoted and supported financially;

Flexible Working:

the workforce models allow for a significant expansion in part-time and
other flexible working arrangements due to the gender changes in the
student and junior doctor groups, which will flow through to the wider
profession over the next ten years. The assumptions around work-life
balance also reflect the lack of experience of the profession in
managing demands for more flexible working. There is a need to
monitor the real impact of flexible working against these generous
assumptions by implementing of better information systems. In
particular there is a requirement to improve information on GP working
hours, and demand for and use of sessional doctors;

Career Guidance for Medical Students:

undergraduate medical students at QUB have highlighted that there
are limited interventions to provide career guidance to students during
their undergraduate course of study. There was a clear desire from
undergraduates to be kept better informed about available career
paths and this type of intervention is important in attracting junior
doctors to shortage specialties.
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WORKFORCE PLANNING CATEGORIES

DHSSPS CATEGORISATION

A&E

Accident and Emergency

Anaesthetics

Anaesthetics

Pain Relief

ENT

Ear, Nose and Throat

Otolaryngology

Medical

Cardiology

Clinical Electrophysiology

Dermatology

Endocrinology & Diabetes

General Med Spec Int Diabetes

General Medicine

General - Urinary Medicine

Infectious Diseases

Medical Oncology

Nephrology

Radiotherapy

Rheumatology and Rehabilitation

Thoracic Medicine

Medical Paediatrics

Child Health

Community Paediatrics

Paediatrics

Neurology

Clinical Neuro - Physiology

Neurology

Obstetrics & Gynaecology

Obs / Gynae

Oncology

Ophthalmology

Ophthalmic Surgery

10

Orthopaedics

11

Pathology

Chemical Pathology

Clinical Chemistry

General Pathology

Haematology

Haematology / Blood Transfusion

Histo / Cyto

Histopathology / Neuropathology

Immuno Pathology

Microbiology




12

Psychiatry

Alcoholism / Drug Abuse

Child Psychiatry

Forensic Psychiatry

Learning Disability

Psychiatry (Child/Adolescent, General Adult,
Psychiatry of Old Age)

Psychotherapy

13

Radiology

Mammography

Radiology

14

Surgical

Cardiac Surgery

General Surgery

Neuro Surgery

Orthopaedic Surgery

Paediatric Surgery

Plastic Surgery

Renal Failure Surgery

Surgical Gastroenterology

Thoracic Surgery

Urology

Vascular Surgery

15

GP

General Practice

16

Other

Public Health
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Table of Key Informant Interviews

Dr. Brendan Devlin

Dr. Laurence Rock

Dr. Paddy Loughrane

Dr. Julie Silvestre

Dr. Geraldine Gallagher

Dr. Richard Wray
Dr. Mervyn Hawe
Dr. Peter Flanagan
Dr. Alan Ritchie

Dr. John Jenkins
Dr. Jim Morrow

Dr. Russell Houston

Dr. Stephen Best

Dr. Grainne Mc Cusker

Professor Rod Hay
Dr. Terry Mc Murray
Dr. Agnes McKnight

Dr. David Stewart/
Dr Janet Little
Dr. Mervyn Hawe

Dr. Paddy Woods
Dr. David Ross

Dr. Paddy Woods
Ms. Nuala Sheerin

Ms. Vivienne Walker

Radiology

Accident and Emergency

Anaesthetics
Ophthalmology
ENT
Orthopaedics
Surgical
Medical

Obs & Gynae
Medical Paediatrics
Neurology
Oncology
Psychiatry
Pathology
Education
NIMDTA
NIMDTA
EHSSB

Surgery

Medical Workforce Planning Advisor to Dept

General Practice
DHSSPS
Community Care

Community Care




