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Summary
Over 800,000 clinical staff work in the NHS. Managing the supply of these staff
effectively is vitally important as it involves frontline staff—doctors, nurses and others
directly involved in treating and caring for patients. However, the extent of staffing
gaps in the NHS indicates that the supply of staff is not meeting demand. In 2014,
there was an overall shortfall of around 5.9% between the number of clinical staff that
healthcare providers said they needed and the number of staff in post, equating to a
gap of around 50,000 staff. This undersupply of staff inhibits trusts’ ability to provide
services efficiently and effectively, and could lead to longer waiting times for treatment
and shortcomings in the quality of care.
In recent years, NHS trusts and NHS foundation trusts have focused on reducing staff
costs in order to meet efficiency targets. This has led to them consistently understating
how many staff they will need and resulted in gaps in staffing. At the same time, trusts
had to ensure they had enough nurses in light of the failings in care at Mid Staffordshire
NHS Foundation Trust and the publication of safe staffing guidelines. Trusts met their
need for more staff, in part, by using more costly agency staff; thereby increasing the
financial pressure on the NHS. The Department of Health and its arm’s-length bodies
have provided ineffective leadership and support, giving trusts conflicting messages
about how to balance safe staffing with the need to make efficiency savings. In addition,
overseas recruitment and return-to-practice initiatives, which could help address current
shortfalls, have been poorly coordinated. The national bodies need to get a better grip
on the supply of clinical staff in order to address current and future workforce pressures.
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Introduction
The NHS employs around 824,000 clinical staff, including doctors, nurses, midwives and
allied health professionals, such as physiotherapists. Clinical staff cost around £43 billion
each year to employ and account for around half of NHS providers’ costs.
The Department of Health (the Department) is ultimately accountable for securing value
for money from spending on health services, including on training and employing clinical
staff. Health Education England is responsible for providing leadership and oversight of
workforce planning. It develops national and regional plans and commissions the training
of new clinical staff. It spent £4.3 billion on training places in 2014–15 and 140,000
students are in clinical training at any one time. Healthcare providers, including NHS
trusts and NHS foundation trusts, are responsible for employing staff and supporting
clinical placements. Trusts are overseen by NHS Improvement, which brings together the
NHS Trust Development Authority and Monitor.
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Conclusions and recommendations
1.

National bodies have set trusts unrealistic efficiency targets. This has caused
the development of overly optimistic and aggressive staffing profiles which have
subsequently led to staffing shortfalls. These have had to be met by increased use
of agency staff. The Department and more recently Monitor and NHS England
set trusts efficiency targets of 4% in real terms each year from 2012–13 to 2014–15,
and expected trusts to submit financial and workforce plans that would meet these
challenging targets. NHS Improvement acknowledged to us that the 4% efficiency
target in 2014–15 was unrealistic. Trusts forecast that significant efficiencies, around
£1 billion annually, would come from reducing their pay bill (although in practice
they achieved less than two-thirds of this amount). To align with these financial
plans, trusts’ workforce plans typically understated how many staff they would
need. Over the same period, trusts were also under pressure to ensure they had
enough staff following the failings in care at Mid Staffordshire NHS Foundation
Trust. However, trusts could not recruit as many permanent nursing staff as they
considered they needed and so filled the gaps, in part, with more costly agency staff.
NHS Improvement referred to trusts’ “perception” that they needed to increase staff
to meet the safe staffing guidelines published by the National Institute for Health
and Care Excellence, and suggested that trust boards needed to exercise more
judgement in setting staffing levels. The Department told us that trusts should be
aiming to achieve quality in a sustainable way within the resources available.
Recommendation: The Department, NHS Improvement and Health Education
England should provide greater national leadership and co-ordinated support to
help trusts reconcile financial, workforce and quality expectations. They should
report back to us in December 2016 summarising what actions they have identified
and implemented.

2.

Efforts to retain existing clinical staff are not well managed, which may further
increase shortfalls. The cheapest and best way of ensuring the supply of staff is
to retain the valuable staff that have already been trained. The limited available
data suggest that, within NHS hospital and community healthcare services, the
proportion of nurses leaving increased from 6.8% in 2010–11 to 9.2% in 2014–15.
Trusts are responsible for managing the staff they employ but it is not clear who is
accountable nationally for controlling departure rates. NHS Improvement told us
that it aims to support trusts to manage staff effectively. The Department accepted
that there is not enough data on why clinical staff leave the NHS and where they go
when they leave.
Recommendation: NHS Improvement should review trends in clinical staff leaving
the NHS and variations between trusts, and provide us with a plan by December
2016 on how it will support trusts to retain staff better.

3.

The shortage of nurses is expected to continue for the next three years. Trusts
have not been able to recruit the nurses they need, and Health Education England
told us that it expects the supply of nurses will not meet the demand until 2019–20.
The shortage of nurses has been caused by a number of factors. First, fewer new
nurses have been trained as the Department cut the number of training places in
four consecutive years, with 3,400 fewer places commissioned in 2012–13 compared
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with 2008–09. Second, the number of nurses recruited each year from outside the
European Economic Area fell by 10,700 in the decade to 2014–15. Third, fewer
nurses are returning to practice than previously–on average 2,700 fewer returned
each year between 2010 and 2014, compared with a decade earlier. The shortages of
nurses and other non-medical staff are highest in London (over 12%), where staff
turnover is higher than in other parts of the country. In October 2015, the Home
Office added nurses to the ‘shortage occupation list’, which should make it easier
for trusts to recruit from overseas as, for example, applicants are prioritised a visa.
However, there has been little coordination of overseas recruitment and return-topractice initiatives, with trusts potentially competing for the same staff.
Recommendation: The Department, NHS Improvement and Health Education
England should set out a plan for how the shortage of nurses will be addressed
over the next three years, including how they will better coordinate overseas
recruitment and return-to-practice initiatives and how they will attract nurses to
those areas with the highest shortfalls.
4.

The significant increase in agency costs is mostly due to higher volumes not
higher rates. This is largely the consequence of inaccurate headcount planning
within both the trusts and the centre. Spending on agency staff increased by half
from £2.2 billion in 2009–10 to £3.3 billion in 2014–15. At both this session and our
session in January 2016 on the sustainability and financial performance of acute
hospital trusts, the witnesses gave the impression that the rise in agency spending
was mainly due to increased hourly rates. For example, NHS England told us that
some agencies had taken advantage of trusts’ need for staff to charge “rip-off”
fees. In fact, the rise in spending is mostly the result of trusts needing to use more
agency staff, often to cover vacancies. The National Audit Office’s analysis suggests
that around three-quarters of the increase in spending on temporary nurses from
2012–13 to 2014–15 was due to greater use of such staff. The Department and NHS
Improvement have introduced new rules that seek to control spending on agency
staff, including mandatory caps on the hourly amount that trusts can pay agencies.
However, they have not addressed the underlying causes of the increased demand
for agency staff. The Department aims to save the NHS £1 billion by March 2018
through the caps on agency rates, although NHS Improvement acknowledged that
achieving this ambition in that timeframe would be challenging.
Recommendation: As well as capping hourly rates, the Department and NHS
Improvement also need to address the fundamental issue of the increased demand
for agency staff; they should report back to us in December 2016 on progress in
reducing use of agency staff and achieving the intended savings.

5.

We are concerned that a lack of affordable homes in some parts of the country is
affecting the supply of permanent NHS staff. For example, nurses and healthcare
assistants find it virtually impossible to afford to live in some parts of London and
other areas where it is expensive to rent and buy property. Trusts can pay staff
recruitment and retention premiums and high-cost area supplements, but these are
unlikely to enable many clinical staff to become permanently based in the areas
where they work. NHS Improvement told us that some land being disposed of as
part of the NHS estates rationalisation plan had to be sold for homes for nurses
and other healthcare staff. We are not convinced, however, that the availability
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of affordable homes for NHS staff has been adequately considered as part of the
Department’s plan to generate £2 billion from disposing of surplus land. We remain
of the view that ultimately, until the NHS addresses the lack of affordable homes, it
will remain reliant on agency staff.
Recommendation: The Department should set out how it will take account of the
housing requirements for NHS staff, particularly in high-cost areas, in order to
support permanent staffing.
6.

We are concerned about the impact that the proposed changes to the funding
system could have on applicants for nurse, midwifery and allied health
professional training. In the 2015 Spending Review, the Government announced
plans to reform the funding system for health students by replacing grants with
student loans. Nurses and other non-medical undergraduates do not currently pay
tuition fees and receive a grant towards their living expenses and a mean-tested
bursary. The proposed changes also involve abolishing the cap on the number of
student places for nursing, midwifery and allied health subjects. We heard that there
are currently about three applicants for each nurse training place. However, there is
no guarantee that this position will continue if the funding system is reformed and
the changes could have a negative impact on both the overall number of applicants
and on certain groups, such as mature students or those with children. Health
Education England told us that it had not assessed whether the changes would deter
prospective students from applying.
Recommendation: The Department and Health Education England should assess
the likely effect of the new funding system on rates of applications for nursing,
midwifery and allied health training courses, including whether the impact is
consistent across different demographic groups and courses and how the changes
are expected to affect the relative number of overseas students to home students.
We also expect them to monitor the effects in real-time and report back to us in
autumn 2018 after the first year of the new funding system.

7.

No coherent attempt has been made to assess the headcount implications of a
number of major policy initiatives such as the 7-day NHS. The Department has
mandated NHS England to implement 7-day services in the NHS by 2020, and
the NHS Five Year Forward View envisages more care being provided outside of
hospitals and closer to people’s homes. Both of these initiatives are expected to
involve changes in the number and mix of clinical staff. However, the Department
has not adequately assessed the impact on the clinical workforce of implementing
7-day services, and so does not know if there will be enough clinical staff with
the right skills. The 2015 Spending Review committed an additional £10 billion
in funding for the NHS by 2020. The Department reported that this amount was
intended to cover 7-day services, alongside meeting the other objectives set out in the
Five Year Forward View. However, the £10 billion is a pot that the Department seems
to expect will cover everything–despite not having separately costed 7-day services
and other initiatives. We are therefore far from convinced that the Department has
any assurance that the increase in funding will be sufficient to meet all of its policy
objectives.
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Recommendation: All major health policy initiatives should explicitly consider the
workforce implications, and specifically the Department should report back to us
by December 2016 with a summary of the workforce implications of implementing
the 7-day NHS.
8.

Limitations in the data on staffing pressures make it difficult for health bodies
to make well-informed decisions about workforce planning. The National Audit
Office’s report highlighted a range of gaps in the available data on the NHS clinical
workforce, which mean the data are not sufficiently reliable or comprehensive to
support Health Education England’s workforce planning decisions. An electronic
staff records system is used by nearly all trusts, but there are limitations in the data
that are collected and reported. These include poor information on vacancy rates,
leaver rates and course completion rates, which are important indicators of workforce
pressures. There is also no systematic information on why clinical staff leave the
NHS, where they go when they leave, or why they transfer between providers. The
Department and Health Education England told us that they were reviewing the
workforce data that they would like to have available.
Recommendation: The Department, working with its arm’s-length bodies, should
set out how it will ensure there is systematic reliable data on workforce pressures,
including vacancy rates and reasons why staff leave the NHS, to help them manage
the supply of clinical staff more effectively.
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1 Staffing shortages
1. On the basis of a report by the Comptroller and Auditor General, we took evidence
from the Department of Health (the Department), Health Education England, NHS
England and NHS Improvement1, on managing the supply of NHS clinical staff in
England.2
2. In 2014, some 824,000 full-time equivalent clinical staff were employed in the NHS in
England, providing hospital care, ambulance services, community health services, mental
health services and primary care. Clinical staff make up over two-thirds of the total
NHS workforce, and include some 141,000 doctors and 329,000 nurses, midwives and
health visitors. Clinical staff are needed to treat and care for patients, and may have other
responsibilities such as supervising more junior staff, managing teams and contributing
to organisational leadership.3
3. New staff need to be supplied to replace those who leave, to meet changing demand
for services and to cover shortfalls. The supply of staff can involve, for example, training
new staff, recruiting from overseas, or using temporary staffing. The total number of NHS
clinical staff increased by 1.4% per year on average between 2004 and 2014.4
4. The Department is ultimately accountable for securing value for money from spending
on health services, including on training and employing clinical staff. Health Education
England is responsible for providing leadership and oversight of workforce planning,
education and training. It and its 13 local education and training boards develop national
and regional plans and commission the training of new clinical staff. It spent £4.3 billion
on training places in 2014–15, and around 140,000 students are in clinical training at any
one time.5
5. Healthcare providers, including NHS trusts and NHS foundation trusts, are
responsible for employing staff and supporting clinical placements. The cost of employing
enough staff to meet the demand for healthcare has a significant impact on providers’
financial position and sustainability. Clinical staff cost around £43 million each year to
employ and account for around half of healthcare providers’ costs, so the need to manage
the supply of these staff effectively is particularly important given the financial pressures
that the NHS is currently facing.6
6. Ensuring there are enough clinical staff with the right skills to meet the demand
for high-quality, safe healthcare is essential to the operation of the NHS. However, the
staffing gaps in the NHS indicate that the supply of staff is not currently meeting demand.
In 2014, there was a reported overall staffing shortfall of around 5.9%. This equated to a
gap of around 50,000 clinical staff, with shortfalls varying between different staff groups
and regions. This undersupply of staff could lead to longer waiting times for treatment and
shortcomings in the quality of care and patients’ experience.7
1
2
3
4
5
6
7

NHS Improvement brings together the NHS Trust Development Authority and Monitor.
C&AG’s Report, Managing the supply of NHS clinical staff in England, Session 2015–16, HC 736, 5 February 2016
C&AG’s Report, paras 1.2–1.3
C&AG’s Report, paras 1.4–1.6, 1.8
C&AG’s Report, paras 1.13–1.15, 1.17, 3.7
C&AG’s Report, paras 7, 1.3, 1.14
C&AG’s Report, paras 5–6, 1.9
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7. NHS bodies should prioritise retaining existing clinical staff as this is cheaper than
training new staff. The limited available data suggest that the proportion of all staff
(including non-clinical) leaving the NHS increased from 7.9% in 2010–11 to 9.0% in
2014–15; and, within NHS hospital and community healthcare services, the proportion of
nurses leaving increased from 6.8% in 2010–11 to 9.2% in 2014–15.8 The Department told
us that there is no simple answer to who is responsible for managing the staff they employ.
NHS Improvement said that it aimed to support trusts in terms of staff satisfaction,
productivity and retention. The Department accepted that there was no enough data on
why clinical staff leave the NHS and where they go when they leave, and that a more
systematic approach was needed to obtaining feedback and doing exit interviews when
people leave trusts.9

Efficiency targets and safe staffing
8. Each year trusts submit local workforce plans to Health Education England and
financial plans to the NHS Trust Development Authority or Monitor. NHS Improvement
told us that the link between financial plans and workforce plans had historically been
poor, and that trusts were challenged when plans were inconsistent. The National Audit
Office reported that trusts’ workforce plans were determined to a large degree by financial
considerations.10
9. In recent years trusts have been under pressure to make efficiency savings. The
Department and more recently Monitor and NHS England set trusts efficiency targets
of 4% in real terms each year from 2012–13 to 2014–15, and expected trusts to submit
financial plans and workforce plans that would meet these challenging targets. Trusts
had forecast that significant efficiencies would come from staff costs, which account for
around two-thirds of their costs. Each year acute hospital trusts planned for around £1
billion in recurrent pay savings, although in practice they achieved less than two-thirds
of these efficiencies.11
10. NHS Improvement said that the efficiency targets created downward pressure on
trusts’ workforce plans. Trusts typically understated how many staff they would need in
order to align their financial plans and workforce plans. NHS Improvement accepted that
the 4% efficiency target in 2014–15 was unrealistic.12 We also concluded in our recent
report on the sustainability and financial performance of acute hospital trusts that the
efficiency targets for providers set by NHS England and Monitor were too optimistic.
The 4% efficiency target was driven by the shortage of resources available across the NHS
overall, and historically the NHS has only been able to achieve efficiency savings of 1%–
2%.13
11. At the same time as trusts were under pressure to meet efficiency targets, a greater
focus on care quality led them to increase their demand for nurses in particular.14 Reports
in 2013 on the failings at Mid Staffordshire NHS Foundation Trust had highlighted the
8
9
10
11
12
13

C&AG’s Report, paras 3, 1.4
Qq 8–10
Qq 27–28, 36; C&AG’s Report, paras 2.3, 2.11
C&AG’s Report, paras 2.14–2.15
Qq 30, 35, 45; C&AG’s Report, paras 13, 2.11, 2.18
Committee of Public Accounts, Sustainability and financial performance of acute hospital trusts, Thirtieth Report of
Session 2015–16, 15 March 2016
14 Q 32
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importance of staffing to the quality of care. Subsequent safe staffing guidance published
by the National Institute for Health and Care Excellence (NICE) in July 2014 had noted
there was increased risk of harm associated with a registered nurse caring for more than
eight patients during daytime shifts.15
12. The Department told us that many trusts had interpreted the ratio of one nurse to
eight patients as a requirement, when it was not intended to be. NHS Improvement said
that trusts felt under particular pressure to commit to additional staffing before or after
an inspection, and the Department noted that trusts’ perception of what the Care Quality
Commission expected led them to feel that quality was more important than managing
cost. Health Education England said that trusts could not recruit as many permanent
nursing staff as they considered they needed and so filled the gaps, in part, with bank,
locum and agency staff. NHS Improvement explained that trusts’ perception of the
inspection regime and that they needed to meet NICE safe staffing guidelines had been
the main driver of cost increases.16
13. The Department told us that decisions about the staffing needed to provide highquality care had to be taken within each trust. NHS Improvement said that trust boards
needed to exercise judgement when setting staffing levels and that in recent years boards
may have been too risk averse.17 The Department told us that trusts should be aiming
to achieve “sustainable quality”. It accepted that it should have questioned how aligned
workforce plans and financial plans were, but steps were now being taken to consider
finance and quality together. NHS Improvement and the Care Quality Commission
had written to trusts about the need to achieve quality in a sustainable way within the
resources available.18
14. The Department also told us that Lord Carter’s review of productivity in the NHS
had highlighted huge variation in the way trusts approached staffing.19 NHS Improvement
said that it was building stronger regional teams to support trusts, and suggested closer
working was required to understand what level of savings was reasonable.20

Supply of nurses
15. The number of new nurses being trained has not been sufficient to meet increased
demand. In light of the economic downturn and predictions about reduced demand, the
Department cut the number of nurse training places in four consecutive years; 11,500
places were commissioned in 2012–13 compared with nearly 14,900 in 2008–09.21 However,
by 2014, trusts’ needed 24,000 more nurses than they had forecast two years earlier in
2012. Therefore, as it takes three years to train a nurse, fewer nurses were qualifying as
demand was increasing.22

15
16
17
18
19
20
21
22

C&AG’s Report, paras 2.6, 2.10
Qq 32, 35, 37
Qq 44, 55, 91
Qq 40–41
Q 56
Qq 57, 60
Q 129; C&AG’s Report, Figure 13
Q 37; C&AG’s Report para 2.7
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16. Health Education England increased the number of training places from 2013–14
onwards. It told us that these nurses would soon start to enter the system, with 800 more
newly qualified nurses in 2016.23 However, it predicted that until 2019–20 there would be a
gap between the demand for additional nurses and those finishing their training.24
17. The supply of nurses has also been affected by reductions in the numbers returning
to practice and being recruited from overseas. The National Audit Office found that there
is limited regional or national coordination of overseas recruitment or return-to-practice
initiatives, despite the fact that providers may be competing for the same staff.25
18. Recruitment from outside the UK has been an important source of clinical staff for
the NHS. However, the National Audit Office found that the number of nurses newly
registered from outside the European Economic Area fell from 11,359 in 2004–05 to just
699 in 2014–15, a drop of 94%.26 The Department highlighted that, in October 2015, it
had agreed with the Home Office and the Migration Advisory Committee a temporary
measure to put nurses on the shortage occupation list. This should make it easier for trusts
to recruit from overseas as it allows them to employ nurses from outside the European
Economic Area without first needing to show that there are no settled UK workers who
could fill the role, and allows applicants to be prioritised a visa. However, the Department
was unclear what the long-term solution to this issue would be.27
19. The National Audit Office also reported that relatively little use is currently made
of return-to-practice schemes: 4,800 former nurses and midwives completed return-topractice courses between 2010 and 2014, compared with 18,500 between 1999 and 2004.28
The Department told us that Health Education England had taken action on returnto-practice, which was a much cheaper route for getting nurses into employment than
training new staff. Health Education England also said that it was consulting on creating
a new post of ‘nurse associate’ to provide more support to the nursing workforce.29 Subject
to the consultation, it intended to start training the first 1,000 nurse associates later in
2016.30
20. Health Education England told us that staffing shortages were not evenly spread
across the country and the rate of vacancies was specialty-specific and profession-specific.
For nurses, the highest vacancy rate was about 15% in North, Central and East London.
In London, the workforce tended to be younger, more diverse and more transient, and this
higher turnover made London more susceptible to staffing shortages. In contrast, Health
Education England also highlighted that, by and large, it had been more difficult to fill GP
training places in the north and east of the country, while 100% of these places had been
filled in London, Kent, Surrey and Sussex.31

23
24
25
26
27
28
29
30
31

Q 96
Q 129
C&AG’s Report, paras 12, 4.23
C&AG’s Report, para 4.21
Qq 117, 122–123
C&AG’s Report, para 4.27
The proposed nurse associates are expected to work alongside care assistants and registered nurses to deliver care.
Qq 123, 132–133
Qq 80, 124–125, 132
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Use of agency staff
21. The use of temporary staff, including from agencies, can provide trusts with flexibility
to respond to short-term fluctuations in demand or in the availability of their existing
workforce. However, the demand for temporary staff has risen significantly, and spending
on agency staff increased from £2.2 billion in 2009–10 to £3.3 billion in 2014–15.32
22. At our evidence session on the sustainability and financial performance of acute
hospital trusts in January 2016, the witnesses gave the impression that the rise in agency
spending was mainly due to increased hourly rates, and blamed the agencies for charging
excessive commission. NHS England said that agencies were taking advantage of the
situation to charge “rip-off” fees, and the Department argued that no one had foreseen the
scale of “exploitation” by agencies.33 NHS Improvement repeated this view in our session
on managing the supply of clinical staff, saying there had been “abuse of the system”
with “extortionate rates” charged. However, the National Audit Office reported that the
rise in spending was mostly the result of trusts needing to use more agency staff, often to
cover vacancies. Its analysis suggested that three-quarters of the increased spending on
temporary nurses from 2012–13 to 2014–15 resulted from greater use and the rest was due
to higher average hourly rates. NHS Improvement accepted that the biggest benefit would
come from reducing the use of agency staff.34
23. In 2015, the Department and NHS Improvement introduced new rules aimed
at controlling spending on agency staff, including new arrangements for procuring
temporary staff and caps on how much trusts can pay per shift. The caps mean that an
agency worker should not be rewarded more than exiting permanent staff at that grade.35
The Department aims to save the NHS £1 billion by March 2018 through the price caps,
although NHS Improvement raised doubts as to whether this amount could be achieved
within that timeframe. NHS Improvement told us that nine in ten organisations had
breached the cap at some point, but around three-quarters of locum and agency shifts
were paid within the cap. It also said that from 2016–17 providers would be mandated to
use framework suppliers, who would have to pay NHS rates.36

Affordable homes
24. We asked what was being done to ensure that the lack of affordable homes was
not impeding the supply of permanent key workers in the NHS, particularly in parts of
London and other areas where it is expensive to rent and buy property. The Department
told us that there were no specific housing bursaries for particular workers within the
NHS, but that trusts could pay staff recruitment and retention premiums and high-cost
area supplements. In our report on the sustainability and financial performance of acute
hospital trusts in March 2016, we concluded that ultimately, until the NHS solves its
workforce planning issues, including the lack of affordable homes for NHS staff, it will
not solve the problem of reliance on agency staff. We also noted that the Department was
looking to generate £2 billion from disposing of surplus estate during this parliament, but
32 C&AG’s Report, para 4.8
33 Committee of Public Accounts, Sustainability and financial performance of acute hospital trusts, Thirtieth Report of
Session 2015–16, 15 March 2016
34 Q 90; C&AG’s Report, paras 4.4, 4.9
35 Q 81; C&AG’s Report, paras 4.12–4.13
36 Qq 84, 86; C&AG’s Report, paras 4.13
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there was little detail on how this would be realised.37 NHS Improvement told us in our
session on managing the supply of clinical staff that the NHS estates rationalisation plan
required some land to be sold for homes for nurses and other healthcare staff, although
the plan was still being developed.38

37 Committee of Public Accounts, Sustainability and financial performance of acute hospital trusts, Thirtieth Report of
Session 2015–16, 15 March 2016
38 Qq 154–155
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2 Informed decision-making
Funding training places
25. Health Education England provides funding to higher education institutions, to
providers for clinical placements and to students to cover some tuition fees and living
costs. In the 2015 Spending Review, the Government announced plans to reform the
funding system for health students by replacing grants with student loans and abolishing
the cap on the number of student places for nursing, midwifery and allied health subjects.39
Written submissions to us from a number of royal colleges and other bodies raised concerns
that replacing grants with loans would deter many people from applying. In particular,
they suggested the change might act as a disincentive to applicants from lower income
backgrounds, women, mature students, people with caring responsibilities, and those
from black and minority ethnic communities. They also pointed out that people training
to become health care professionals had to attend clinical placements, and therefore had
less time for part-time or seasonal paid work.40
26. Health Education England told us that it did not know whether the funding changes
would deter people from applying, or whether the changes would disproportionately
affect certain groups such as mature students or those with children. It said that currently
there were about three applicants for every nurse training place and that the introduction
of student tuition fees for other courses had not deterred people from applying. It intended
to use the £150 million it spent each year on clinical placements for nurses and allied
health professionals to incentivise people to work in geographical areas or specialisms
that may be less popular.41
27. Trusts also receive funding from Health Education England to cover half of the basic
salary costs of junior doctors.42 Health Education England told us it considered it was
appropriate to pay a proportion of salary costs to cover the time junior doctors spent
training; individual employers paid for the time junior doctors spent providing patient
care.43 However, it also highlighted that the amount of time junior doctors had available
for patient care varied significantly by specialty and stage of training. For example, a new
trainee in anaesthetics could not be left without a more senior doctor supervising them,
while an anaesthetic trainee in their last year of training was able to do almost everything
that a consultant could do. Health Education England explained that it was conducting a
review of the funding arrangements for junior doctors to assess whether the system was
fair or whether it should be adjusted to reflect the time different trainees had available for
patient care.44

Implications of policy initiatives
28. The need for clinical staff is expected to change in the coming years. New models of
care outlined in the NHS Five Year Forward View may involve changes in the number and
39 HM Treasury, Spending Review and Autumn Statement 2015, November 2015
40 Unison, Royal College of Midwives, British Dental Association, Society of Chiropodists and Podiatrists, Royal College
of Nursing, Chartered Society of Physiotherapy and the National Union of Students (NSC0004)
41 Qq 149–152
42 C&AG’s Report, para 3.5
43 Q 75
44 Q 77

16

Managing the supply of NHS clinical staff in England

mix of staff as more care is provided outside of hospitals and closer to people’s homes. In
addition, the Department has mandated NHS England to implement 7-day services in the
NHS by 2020, which is likely to require more staff.45 The Department explained that the
focus of 7-day working within hospitals was on urgent and emergency care and ensuring
that senior clinical decision makers were available at weekends.46
29. However, the Department was not able to provide us with an indication of the
workforce that would be needed to implement 7-day services. It told us that the workforce
implications were complex, and would differ substantially from one local area to another.
It was working with eight trusts to assess what the implications would be. It said that, for
these reasons, it would be difficult to quantify implications precisely. It could not give us
an approximate answer either.47
30. We also asked whether the NHS had the necessary funding to implement 7-day
services. The Department told us that the 2015 Spending Review had committed an extra
£10 billion for the NHS between 2014–15 and 2020–21, and that this included funding
to meet the Government’s objectives for 7-day services as well as delivering the Five Year
Forward View.48 The Department told us there is no separate pot set aside for something
specifically labelled 7-day services. It said that there was considerable overlap between
initiatives and that it had not separated out the money for 7-day services from the funding
for the Government’s other objectives.49

Gaps in information
31. The National Audit Office reported that the data used to monitor workforce numbers
are not sufficiently reliable or comprehensive to support Health Education England’s
decisions. It highlighted a range of limitations in NHS clinical workforce data, including
poor information on vacancy rates, course completion rates and leaver rates.50 The
Department accepted that there were gaps in the data underpinning workforce planning.51
In particular, there was a lack of data on why clinical staff leave the NHS, where they go
when they leave, or why they transfer between trusts, in part because exit interviews were
not used to collect feedback in a systematic way.52
32. The Department and Health Education England said they were planning to fill these
data gaps, through what the Department called a “workforce information architecture
process”.53 For primary care, NHS England explained that it had commissioned a review
of the available evidence on why GPs were leaving earlier than their retirement age. It said
the review had not been asked to look specifically at the impact of changes to pension
arrangements on GPs retiring early, but it had run focus groups to explore the impact of
the ‘pension pot’ limit.54
45 Department of Health, The Government’s mandate to NHS England for 2016–17, January 2016; C&AG’s Report, para
1.7
46 Qq 113–114
47 Qq 106–111, 141–143
48 Q 107; HM Treasury, Spending Review and Autumn Statement 2015, November 2015
49 Qq 109, 136, 140
50 C&AG’s Report, Appendix 3
51 Q 144
52 Qq 10, 126
53 Qq 126, 145
54 Qq 11–12
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33. The main source of workforce data are electronic staff records systems, which are
used by nearly all trusts. However, the National Audit Office reported that there was a lack
of detail for some staff and that the processes for checking the accuracy of the data were
limited.55 The Carter review of productivity in the NHS found that inaccuracies in the
electronic staff record meant that trusts did not have a full picture of where all their staff
were and what they were doing.56
34. Health Education England draws on input from a range of experts in developing
the national workforce plan. It told us it received many different sources of information
and advice, including from the Centre for Workforce Intelligence, medical royal colleges
and individual employers. In all, it received over 100 submissions in its annual ‘call for
evidence’ in 2014.57 The National Audit Office concluded it was unclear how Health
Education England had used the workforce projections submitted by the Centre for
Workforce Intelligence in deciding how many training places to commission. For example,
the projections showed a large oversupply of infectious disease consultants in the next
five to ten years, but Health Education England did not adjust how many training places
it commissioned for this speciality.58 Health Education England told us it did not make
adjustments based on the advice of single organisations, but instead weighed the balance
of opinion and evidence to come to a conclusion.59

55 C&AG’s Report, para 3.5 and Appendix 3
56 Lord Carter of Coles, Operational productivity and performance in English NHS acute hospitals: Unwarranted
variations, February 2016
57 Q 62; C&AG’s Report, para 3.4
58 C&AG’s Report, para 3.11
59 Qq 63, 65
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