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Consultation Response

Sustainability of the health and social care workforce

August 2016 

Introduction
Age Cymru is the leading charity working to improve the lives of all older people in Wales. We 
believe older people should be able to lead healthy and fulfilled lives, have adequate income, 
access to high quality services and the opportunity to shape their own future. We seek to 
provide a strong voice for all older people in Wales and to raise awareness of the issues of 
importance to them.

We are pleased to respond to the Health, Social Care and Sport Committee’s inquiry into the 
sustainability of the health and social care workforce. The proportion of the population aged 
65 and over in Wales has been growing at a faster rate than the proportion of the population 
aged between 18 and 64 and this is a trend that will continue in coming decades. The number 
of individuals aged 65 and above in Wales is expected to increase from around 600 000 in 
2013 to almost 900 000 in 20371. The need for social care increases with age, and the 
number of those aged 85 or over is growing at an even faster rate than those aged 65 plus. In 
order to meet the health and social care needs of this population, we need to ensure that the 
relevant workforce is suitably trained and integrated, with the appropriate skills mix available.

General comments
 We are aware that in some places older people’s services in secondary care, for example 

mental health services, are not always available 24/7 whereas they are available 24/7 for 
what is known as the working age population. It is imperative that training and recruitment 
(as well as funding) are able to address such gaps in the current provision. A lack of such 
a service can, for example, be problematic if a person living with dementia or a cognitive 
impairment is admitted outside those service hours.

 There will be a greater demand for health and social care from an increasingly frail older 
population, many of whom may have co-morbidities. It is essential that the workforce is 
able to treat the person holistically. We are aware of issues that have arisen due to people 
living with dementia being treated for other conditions by staff who are not trained to deal 
with symptoms and behaviour that may arise from their dementia.

 As a consequence, we believe that dementia care training is fundamental for all 
specialisms apart from paediatrics for both the health and social care workforce. For 
example, growing numbers of people in receipt of domiciliary care are living with dementia 
and there is an urgent need for domiciliary care workers to understand how best to 
support them. Around two-thirds of people living with dementia live in the community, and 
one-third of these live alone in their own homes2. It is thus highly probable that domiciliary 
care workers regularly encounter people who may have difficulty in communicating their 
needs, may be confused, frustrated or even on occasions aggressive. Knowing how to 

1 LE Wales (April 2014): Future of Paying for Social Care in Wales. First report to the Welsh Government. 
2 Alzheimer’s Society (2014): Dementia 2014: Opportunity for change: p18
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communicate and respond appropriately is therefore essential to the delivery of quality 
care3. Appropriate support can have a significant impact upon quality of life.

 We would also argue that there is a need for more geriatric specialists in light of the 
ageing demographic profile of the Welsh population. For example, we know from data 
collected by the Wales Cancer Intelligence and Surveillance Unit (February 2016) that the 
rate of new cancer cases generally increases with age, as does the rate of cancer deaths. 
We are therefore concerned that more attention should be given to the provision of 
geriatric oncology services and ensuring that all patients are treated equally, irrespective 
of age. This would require further training and recruitment of staff specialising in providing 
care and treatment to older people within their area, for example oncology. 

We hope these comments are useful and would be more than happy to provide further 
information if required. 

3 Ibid: p28
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Dai Lloyd AM
Chair
Health, Social Care and Sport Committee
National Assembly for Wales
Cardiff
CF99 1NA

26 August 2016

Dear Chair,

Inquiry into the sustainability of the health and social care workforce

1. An appropriately trained and valued health and social care 
workforce is vital to ensuring high quality services in Wales. I 
therefore welcome this opportunity to comment on the sustainability 
of the health and social care workforce as part of the Health, Social 
Care and Sport Committee’s inquiry.

2. I welcome the areas of focus identified by the Committee as part of 
this inquiry, which much of my work to date has addressed.   My 
evidence below summarises many of the concerns that I have 
raised through my on-going work:

Care Home Review:1

3. Care staff play an essential role in whether or not older people living 
in care homes enjoy a good quality of life.   My Review highlighted 
the current pressures on the social care workforce in care homes in 
Wales, which included:

 Lack of staff capacity, thus creating a task-based approach to care;

1 A Place to Call Home? http://www.olderpeoplewales.com/en/reviews/residential_care_review.aspx 
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 Lack of training, including appropriate training for staff working 
closely with people living with dementia and/or sensory loss;

 Insufficient leadership and support for care home managers, which 
is essential to creating the right culture within a care home;

 Availability of the workforce (including nursing staff shortages)
 Staff terms and conditions

4. My Review included a number of Requirements for Action in relation 
to the care home workforce which can be viewed here.  I am 
currently mapping work underway to achieve the outcomes that 
older people want to see and I intend to share this work with the 
Committee shortly. 

Social Care Wales:

5. The Committee rightly identifies the need to measure the extent to 
which Wales has a well-equipped workforce to meet future health 
and care needs, which will be taken forward through a number of 
avenues.  

6. The future regulation of the domically care and adult residential care 
workforce through the Regulation and Inspection of Social Care 
(Wales) Act will ensure mandatory training for the social care 
workforce.  Drawing on the findings of my Care Home Review, I 
recently set out my expectations for ensuring an appropriately 
trained, care home workforce in response to the recent consultation 
on the priorities for the new Social Care Wales, which can be 
viewed here. 

Domiciliary Care:

7. The recruitment and retention of health and social care staff across 
Wales, and the factors that influence this, was an area again 
highlighted in my Care Home Review.  Most recently, I responded to 
the Welsh Government’s consultation on improving the recruitment 
and retention of domiciliary care workers in Wales, which outlined 
the need for the workforce to be seen as a profession of key 
strategic importance.  My response to this consultation can be found 
here.  
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Primary Care:

8. Welsh Government & NHS Wales’ primary care plan[1] clearly 
signals a shift towards more care and support being provided within 
the community and close to people’s homes, where this is possible. 

9. It is essential that appropriately trained health staff are available to 
make this intent a reality. For example, while commitments to nurse 
staffing levels in hospital wards, found in the Nurse Staffing Levels 
(Wales) Act 2016, are to be welcomed, sufficient workforce planning 
and training must take place to ensure that this is not met at the 
detriment of nurse staffing levels within primary care and the 
community. 

10. I am currently undertaking work to understand older people’s 
access to and experiences of GP services, gathering evidence 
through group discussion sessions and a questionnaire, and I will 
publish my findings in early 2017. 

11. While I do not wish to prejudice the findings and conclusions 
of this work, the evidence that I already have demonstrates that 
older people are aware of current workforce challenges in primary 
care, and in particular recruitment of GPs, and can currently find it 
difficult to make an appointment within a reasonable timeframe. 

12. I am able to brief you further on this work should you wish to 
receive further information. 

Nurse Staffing Levels (Wales) Act: 

13. My Care Home Review included significant evidence 
regarding the key role that the Welsh NHS and its nurses play in the 
quality of care and safety of older people in residential and nursing 
care homes.  In addition to nursing care homes, there is a large 
number of nurse staff working across Wales in community settings. 

14. With the planned policy shift away from treatment and long 
stays within acute wards and towards care and treatment within the 
community, and also the need to better integrate health and social 

[1] Welsh Government & NHS Wales, Our plan for a primary care service for Wales up to March 2018, 
February 2015
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care services, responsive workforce planning and safe nurse 
staffing levels need to apply in those settings to ensure that 
potentially frail and vulnerable older people are receiving safe and 
appropriate care in all situations. My pre-legislative scrutiny of the 
Act can be found here.  

15. I will be undertaking my Care Home Review follow up over the 
next year and I look forward to working with the Committee and its 
members in our respective scrutiny roles.     

If you require any further information, please do not hesitate to contact 
me.  

Yours sincerely,

Sarah Rochira

Older People’s Commissioner for Wales
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1.  Introduction 

 

1. 1 Macmillan Cancer Support welcomes the opportunity to contribute to this 

inquiry focussing on the sustainability of the health and social care workforce in 

Wales. We believe this inquiry at the beginning of the committee’s lifespan is timely. 

The number of people affected by cancer is rising. We must ensure that in-line with 

this increase in demand; we have a well resourced, well motivated, highly trained 

and skilled workforce with the appropriate specialist and generalist balance to meet 

needs in a holistic way.    

 

1.2 In Wales, 19,000 (WCISU Feb 2015) people are diagnosed with cancer every 

year and more than 130,000 people are currently living with or beyond cancer, 

almost 4.5 percent of the population.  By 2030 it is expected that 250,000, almost 

eight percent of the Welsh population, will have been affected by a cancer diagnosis 

and one in two of us will be affected by cancer at some point in our lives.  

 

1.3 The good news is that survival rates are steadily improving and many people 

recover. On average 70 percent1 of Welsh residents diagnosed with cancer can 

expect to survive at least one year.  However, improving survival rates in Wales 

need to be considered in the context of even better survival rates in many other 

European countries.  

 

1.4 There should be no doubt that in order to close the gap in outcomes with our 

European counterparts the workforce both now and in the future will need to be one 

that has a broad mix of skills capable of addressing the holistic needs of the patient, 

family member or carer. We believe that this discussion is about more than staffing 

numbers. Whilst understanding where there is a lack of staff both now and in the 

future is an important part of the task at hand, there are broader developments 

required in culture and approach to working with patients.  

 

 

 

                                                 
1
 Welsh Cancer Intelligence and Surveillance Unit Official Statistics 2012 data.  Published 10 April 2014 

                                                                   

Purpose: Macmillan’s response to inform the NAfW Health, Social Care & Sport 

inquiry into the sustainability of the health and social care workforce 

Contact: Lowri Griffiths, Policy & Public Affairs Manager (Wales) 

  Tel:       

Date created: 17 August 2016 
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2.  Person centred care  

 

2.1 Macmillan believes that to achieve the best outcome following a cancer 

diagnosis, person-centred care must be at the heart of service delivery. Only by 

focussing on the whole person, can the patient’s experience during their cancer 

journey be as good as it can possibly be. This is true for those who survive cancer, 

are living with cancer or someone who is nearing the end of life. 

 

2.2  Person-centred care means that the needs of the person living with cancer 

are always at the heart of how services are planned, not the needs of the service 

providers.  It means treating people with sensitivity and compassion and ensuring 

that their care is holistic in its planning and delivery. This care goes beyond the 

clinical to also address wider social, financial, emotional, practical, psychological and 

spiritual concerns. 

 

2.3  There are a number of factors required in order to deliver person-centred 

care consistently and to a high quality.  These are: 

 Personalised and holistic needs assessments and written care planning 

 Coordinated and continuity of care 

 Good communication 

 Information and support 

 Signposting to financial, practical and emotional support 

 

2.4 Person centred care requires coordination throughout the cancer pathway and 

a range of professionals may be require to deliver holistic care. This could for 

example include speech and language therapists, welfare benefit advisers and 

physiotherapists.  

 

3.  The impact of the Specialist Cancer workforce  

 

3.1 Specialist nurses are key members of the cancer multidisciplinary team and are 

normally recognised as the patient’s key worker.8 They manage a clinical caseload, 

assess people’s clinical and non clinical needs and co-ordinate patients treatment 

and care throughout the clinical pathway. They promote an individual’s health and 

wellbeing in collaboration with the patients they care for from diagnosis onwards.  

 

3.2 Ahead of the 2016 Welsh Assembly Elections, we were calling on all political 

parties to commit to ensuring everyone who is given a cancer diagnosis is 

assigned and has access to a specialist cancer nurse who is also their key 

worker whilst in the acute stages of treatment. We continue to strongly believe 

that this should be the case to deliver the best possible clinical outcomes and patient 

experience.   
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3.3 Specialist cancer nurses possess advanced clinical skills, expert knowledge 

and strong leadership qualities. They use this skill set to ensure that people with 

cancer receive the best possible care and support throughout the cancer pathway.  

 

3.4  Further evidence can be found in the results of the Wales Cancer Patient 

Experience Survey (2013), produced in partnership between Macmillan and Welsh 

Government. The survey found that on 59 questions in the survey, patients who had 

a CNS were more likely to be positive about their care and treatments than patients 

who did not. For example the overall rating of care of respondents who had a CNS 

was 91% satisfaction, for those without a CNS this satisfaction rate fell to 77%.   

 

3.5 The second Wales Cancer Patient Experience was launched in July 2016. 

The second survey will build on the strong evidence base produced through the first 

survey and provide invaluable insight in identifying where progress has been made, 

and where further work is required in improving patient experience. The published 

analysis of the results is expected in Spring 2017 and we look forward to informing 

the Committee on the outcomes of this work.  

 

3.6 There is also a wealth of evidence which demonstrates that specialist cancer 

nurses represent good value for money. They can reduce the number of emergency 

admissions, the length of hospital stays, the number of follow-up appointments, and 

the number of medical consultations and provide support at end of life to enable 

people to be cared for and to die in their place of choice.  

 

 

4.  Macmillan Specialist Adult Cancer Nurse Census  

 

4.1 Macmillan has concerns about the numbers of specialist cancer nurses. The 

first specialist adult cancer nurse census in Wales in 201417 revealed that the 

number of specialist nurses employed across Wales varied both geographically and 

by cancer site, leading to inequalities in patient experience. On average there is only 

one urology nurse to 181 people diagnosed with an urological cancer; one lung 

cancer nurse for every 113 people diagnosed with lung cancer, compared to 70 

people per breast cancer nurse in Wales contributing to inequalities in experience. 

Care needs to be tailored and delivered according to pathways which are stratified 

on the basis of cancer type and treatments received, as well as individual needs, 

preferences and circumstances. 
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4.2 Data from the survey suggests that as many as half of the adult specialist 

cancer nurses providing cancer care are over 50, and it is likely the majority of these 

will retire in the next 5-10 years.2 

 

4.3 With this insight Macmillan responded to the NHS Wales Workforce Review in 

September 2015 and, in our response, we outlined our understanding of the 

rationale behind “professional substitution”.  However, we urge caution within any 

prudent healthcare application, to ensure that healthcare professionals operate at 

the top of their licence, but do not delegate care responsibilities to those who are not 

qualified to deliver those aspects of care.  Macmillan believes that the term 

“complimentary roles” would better describe the desired outcome from staff 

supporting each other whilst operating at the peak of their expertise.  

 

4.4 In our response to the inform the refresh of Welsh Government’s Cancer 

Delivery Plan we have highlighted that a  commitment must be made to building and 

supporting a cancer workforce that meets the changing needs of people affected by 

cancer and address the significant challenges facing the health and social care 

system by delivering: 

 

 Clear national-level assessment of the workforce – bringing together current 

data on levels of supply and demand in the health and social care workforce 

and improving national data collection and use to aid long-term planning 

 

 Strong national leadership – a strategic approach to workforce planning, 

training and education to develop the right workforce for now and the future 

 

 Address immediate gaps in key areas – increasing the capacity of the cancer 

specialist workforce needed to support current and redesigned service models 

 

 Improve recruitment and retention of staff – identify the skills needed by 

current and future staff, provide increased education and training to build those 

skills and clear professional development pathways 

 

 Break down the barriers in how care is provided to improve coordination of 

care across sectors, professions and conditions 

 

 Enable people to take greater control of their own care – supporting self-

management through a skilled workforce 

 

 Value informal carers and volunteers as part of cancer care teams, making the 

most of their contribution and ensuring they have the skills, knowledge and 

support to provide care and support 

                                                 
2
 “Specialist Adult Cancer Nurses in Wales” Macmillan Cancer Support (2014) 
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5. Linking Staff Satisfaction & Patient Satisfaction  

 

5.1 We believe that key to delivering positive outcomes for patients is by building 

and maintaining high levels of staff satisfaction. That is, staff who feel empowered, 

trusted and expert in their role, operating at the top of their licence to utilise their full 

range of skills. Echoing the point that an exercise involving workforce reorganisation 

should not be solely focussed on numbers that are needed now and in the future, we 

would further encourage recognition of the role that staff development has in 

motivating and equipping the workforce for modern-day challenges.  

 

5.2 A Macmillan funded analysis, “The People Behind Cancer Care” (2015), 

showed that where staff experience high levels of discrimination, cancer patients are 

up to 18 times more likely to receive poor care.  Other research has shown links of 

management style and patient experience,3 and the impact of work-related stress on 

staff.4  

 

 

6. Conclusion 

 

6.1 The cancer specialist workforce is and will continue to be pivotal in delivering 

person centred care and consistency for patients. There is overwhelming evidence 

that having a CNS is a powerful positive factor in patient experience and leads to 

joined-up care. Therefore, maintaining, utilising and, where needed, increasing the 

specialist workforce is essential.  

 

6.2 Person centred care is a primary mechanism to empowering patients to jointly 

own their treatment and improve their experience of care. The workforce is a vital 

component of consistently delivering person centred care that is well served by the 

use of holistic needs assessment and written care plans offered to the patient.  

 

6.3  We believe that whilst data on workforce gaps are important, parity should be 

given to a focus around quality of the workforce. Ensuring changes in culture to 

reflect a person centred approach should be considered as important to meeting 

demand and improving quality.  

 

For any further information regarding this response, please contact Lowri Griffiths, 

Policy & Public Affairs Manager, Wales –  

                                                 
3
 Point of Care Foundation (2014) Staff care: How to engage staff in the NHS and why it matters London: The 

point of care foundation. Available at: http://www.pointofcarefoundation. 
org.uk/Downloads/Staff-Report-2014.pdf (accessed September 2015) 
4
 Maben J, Adams M, Robert G, Peccei R, Murrells T. (2012) Poppets and Parcels: the links between staff 

experience of work and acutely ill older peoples’ experience of hospital care 
International Journal of Older People Nursing: Special Issue: Acute Care. 7(2):83-94. 
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[Via email] 

Consultation

Inquiry into the sustainability of the health and social care 
workforce

Guide Dogs Cymru welcomes the Committee’s inquiry into the 
sustainability of the health and social care workforce in Wales.

The Committee will wish to note that we have recently published the 
attached research study of habilitation service provision for children and 
young people with a vision impairment in Wales.

This study provides an up-to-date picture of the declining workforce that 
is supporting children and young people in Wales who are visually 
impaired.

The study does suggest that Local Authorities in Wales are not providing 
the levels of service that match the expectations of the Social Services 
and Well-being (Wales) Act Codes of Practice. Across the whole of 
Wales there are only 8.6 FTE children’s habilitation specialists with 10 
Local Authorities not employing any. We estimate the number employed, 
directly or indirectly, should be between 15-19 FTE to meet need. Our 
view is that the current workforce is unable to meet the needs of visually 
impaired children and young people and this is something the 
Committee should urgently investigate. 

A particular concern is that 50 per cent of Local Authorities provide no 
service or a reduced service in school holiday time. 

The Welsh Government needs to be held to account about these 
matters. Unless things improve children and young people in Wales with 
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visual impairment will fail to achieve their full potential and will be unable 
to take advantage of life chances.

Guide Dogs Cymru are happy to provide any further information that the 
Committee may require.

Guide Dogs Cymru
5 September 2016.   

Tel XXXXXXXXXXXXXX

Email XXXXXXXXXXXXXXXXXXXXXXXXXX
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1
Peter Jones v5                                                                   @Blind Children UK Cymru

A Research Study of Habilitation Service 
Provision for Children and Young People With 
a Vision Impairment in Wales May 2016

Peter R Jones 
Blind Children UK Cymru, Building 3, Eastern Business Park, St 
Mellons, Cardiff, CF3 5EA

1. Executive Summary 
Blind Children UK Cymru became part of the Guide Dog family in 2013. 
Blind Children UK Cymru supports children and young people (CYP) 
who are blind and partially sighted and their families, by offering 
habilitation training and support services. Training and support in 
mobility, orientation and independence skills are currently delivered via 
the “Movement Matters” programme (a summary of this programme is 
provided in Appendix J). Blind Children UK Cymru advocate that all CYP 
with vision impairment (VI) in Wales should have access to habilitation 
training that adheres to the Quality Standard in the Delivery of 
Habilitation Training1 as and when they require it. (The Quality 
Standards provide a baseline for habilitation practice and stipulate the 
skills, knowledge and understanding needed by those delivering such 
training and what they might be expected to deliver; they also include 
the expected learning outcomes for the children and young people with 
sight loss being trained) (Miller. Et al, 2012). In 2012, a report entitled 
“Growing up and Moving On”2 revealed that provision of habilitation 
services across Wales was very inconsistent with 10 Local Authorities 
providing no services at all (Kelleher 2012). The present study was 
commissioned by Blind Children UK Cymru with the objectives to 
investigate the present levels of habilitation for blind and partially sighted 
CYP within Wales as reported by Local Authorities, to build additional 
links with Heads of Social Services and commissioners of services and 
to inform partner organisations in the sight loss sector and the Welsh 
Government. Underpinning these objectives is a real desire by Blind 
Children UK Cymru to improve services in Wales for CYP with VI.

The key findings are that gaps in service provision have increased since 
2012 which means there has been a continuing deterioration in the level 
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of support provided by Local Authorities to CYP in Wales who are 
visually impaired. The evidence gathered supports these key findings:-

 There is a concern that Local Authorities are not properly 
identifying all CYP who have a visual impairment, when comparing 
their reported data, with Office for National Statistics, ONS, 
prevalence data;

 Across the whole of Wales there are only 8.6 FTE
children’s habilitation specialists with10 Local Authorities not 
employing any. We estimate the number employed, directly or 
indirectly, should be between 15 -19 FTE to meet need.

 The number of specialist teachers of the visually impaired has 
declined by 12 per cent since 2012 whilst the caseload of children 
has shown a small increase.

 Specialist social workers (visual impairment) have virtually 
disappeared in Wales with only 3.2 FTE remaining and these are 
primarily assigned to adult teams.

 The vast majority of rehabilitation officers who support children 
work primarily in adult services.

 Only 55 per cent of Local Authorities use the National Sensory 
Impairment Partnership, NatSIP, quality framework for determining 
eligibility for services. Only the Gwent and Cardiff services report 
involving parents and children in the decision making process.

 A person-centred approach involving the CYP should be at the 
heart of decision-making of all local authorities.

 Fifty per cent of Local Authorities provide no service or a reduced 
service in school holiday time.

 The data collection work demonstrated that there was often a 
disconnect between education and social services with regard to 
co-operation and co-ordination of habilitation services.

 Overall levels of service do not appear to match the expectations 
of the emerging Social Services and Well-being (Wales) Act Codes 
of Practice in terms of children’s habilitation services.

2.  Introduction
There are an estimated 40,000 (CYP) aged up to 25 years with a vision 
impairment of sufficient severity to require specialist support in the UK. Of 
these approximately 25,000 are under 16 years old:

 England – 34,000 (approx. 21,400 aged under 16) 
 Scotland – 3,235 (approx. 1,970 aged under 16) 
 Wales – 1,935 (approx. 1,180 aged under 16) 
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 Northern Ireland – 1,260 (approx. 810 aged under 16) 

Source: RNIB 2013³

The key to empowering and supporting CYP with VI to achieve their 
maximum potential lies in the delivery of comprehensive habilitation 
training and support services as per the Quality Standards with particular 
emphasis on intervention, post diagnosis, in the early years. Investing in 
the early years and maintaining support through into adulthood is 
imperative if CYP are to be given the best opportunity to become 
independent, autonomous and employable adults.  Habilitation is 
referenced in the new Code of Practice and guidance on the exercise of 
social services functions and partnership arrangements in relation to part 
2 (General Functions) of the Social Services and Well-being (Wales) Act 
2014. Paragraphs 185-186  of the Code state:- 

Habilitation is central in enabling children and adults with a 
disability to live as independently as possible as it is key to 
acquiring and developing skills that otherwise would have been 
learnt incidentally. It is vital where an individual has been unable or 
delayed in developing those skills. Identifying preventative services 
that help people to learn, keep or improve skills and functional 
ability is integral to promoting well-being. As with reablement, 
effective habilitation should support physical, sensory, social and 
emotional needs and be delivered in partnership between the local 
authority and the Local Health Board. Habilitation support may 
differ from standard reablement services and require a different 
approach; one that focuses on the specific support may differ from 
standard reablement services and needs of the individual and their 
family. As a result, a more structured programme of support may 
be required, and for a longer period of time. Effective reablement 
and habilitation should be delivered in partnership between the 
local authority and the NHS. 

Blind Children UK Cymru strongly supports the Welsh Government’s 
stance about the importance of delivering habilitation as set out in their 
new Statutory Code.

3.  Methods
The Children’s Habilitation Survey was conducted by Blind Children UK 
Cymru’s Team with assistance from Guide Dogs’ Strategy and Research 
Team and Nicola Crews, Consultant and Education Advisor RNIB 
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Cymru. A survey was produced to capture a snapshot of habilitation 
services available from the 22 Local Authorities in Wales in 
June/October 2015.The bilingual survey was voluntary and was 
conducted by means of a postal questionnaire, followed by two postal 
reminders. The survey was sent to the Chief Executive in each Local 
Authority in the hope that this would encourage joint responses from 
education and social services (given both can provide habilitation 
services). There was also extensive follow-up work either by telephone, 
email or face-to-face meetings with the person who completed the 
survey to try to ensure that the returned data was as accurate as 
possible. The fieldwork took place between June 2015 and November 
2015.  Copies of the questionnaires are available from Peter Jones at 
Blind Children UK Cymru (01189 838 746).

The final response rate was 100 per cent although a number of Local 
Authorities submitted combined returns which reflected local partnership 
working arrangements. This is an exceptional response rate for a 
voluntary survey and we would like to express our deep gratitude for this 
to all the Local Authorities in Wales. 

4.  Results
Number of children with a visual impairment and number 
accessing habilitation services – Appendix A
The total number of CYP with a visual impairment in Wales, identified in 
this survey, is broadly comparable with the figure reported in the 2012 
Kelleher report at around 1,500. It is a concern that the ONS prevalence 
data from 2012 estimates the number should be 1,935. This is a shortfall 
of 22 per cent and may imply that Local Authorities are not identifying all 
CYP who have a visual impairment. 23 per cent of CYP with VI 
accessed habilitation services in the 6 month period prior to the survey 
form being completed. The highest percentage of CYP who received a 
service was in the 5-11 age range at 33 per cent and the lowest 
percentage was in the 17-19 age range at 14 per cent. For 0-4 year olds 
the figure is 24 per cent. The other age ranges are all within the range of 
19-29 per cent which is close to the overall average of 29 per cent. The 
evidence is inconclusive as to whether any special support is provided to 
assist with additional support when a CYP is making a transition 
between different settings or schools. What is clear is that around three 
quarters of CYP in Wales with VI, did not receive any habilitation support 
in the 6 month period prior to when the survey form was completed.
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More than half the CYP receiving support had a statement of special 
educational need. The Welsh Government will need to take this into 
account if they introduce the proposed ALN legislation which will replace 
statements with individual development plans. For CYP who are visually 
impaired there is always going to be a need for external specialist
support to be provided from outside the school environment and we 
would suggest that any new Welsh ALN legislation must make this clear.

Are habilitation services available for children and young 
people with vision impairment in Local Authority – 
Appendix B
Every Local Authority claimed that they provide habilitation services. 
Eight Local Authorities provide no service or only a limited service during 
school holiday times. One Local Authority, Ceredigion reported there 
was no service available due to the absence of a mobility officer.
Another Local Authority, Gwynedd, does not provide an ‘in service 
provision’ but buys in services from external partners.

Number of children’s specialists – Appendix C
According to the survey responses there are 8.6 (FTE) children’s 
habilitation specialists employed by Local Authorities in Wales. Eight 
Local Authorities do not have a children’s habilitation specialist although 
of these Gwynedd spot purchases services from Blind Children UK 
Cymru and the North Wales Society for the Blind. This is an alarming 
gap in service provision given the statutory Social Services Code of 
practice guidance issued by the Welsh Government (see above). The 
survey did not attempt to check if the reported children’s habilitation 
specialists were adequately qualified. However a snapshot of members 
of Habilitation VI UK in Wales taken in October 2015 shows there were 
16 people working in Welsh Local Authorities. This is broadly 
comparable with the 8.6 FTE reported in our survey and suggests that 
numbers reported are adequately qualified. We also believe, as a result 
of our data follow-up work, that all the children’s habilitation specialists 
are adequately qualified. 

The number of FTE mobility specialists reported is even lower at 7.1 
FTE. Fifty per cent of Local Authorities do not employ mobility 
specialists. 

Every Local Authority employs specialist teachers of the visually 
impaired. The figure reported is 36.5 FTE which is a decrease of 12 per 
cent since Elaine Kelleher’s report in 2012. This continuing staffing crisis 
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is being addressed. A new All Wales Sensory Group has been set up to 
address some of the common staffing / training / practice issues. This is 
a new group, set up under / reporting to ADEW (Assistant Directors of 
Education in Wales). It comprises representatives from RNIB Cymru, 
Sense Cymru, NDCS Cymru, the Welsh Government (Infrastructure, 
Curriculum, Qualifications and Learner Support Directorate) and 
nominated representatives from across the Sensory Impairment sector 
of the Local Authorities. Support for the group has been good, 
evidencing the recognition of the current staffing crisis and the desire to 
work together to look for solutions. 

Number of specialist social workers (visual impairment) – 
Appendix D
The majority, 82 per cent, of Local Authorities do not employ specialist 
social workers for people with visual impairment. There has been a 
significant decline in the overall number of FTE staff in this category 
since 2012 falling from 8.7 to 3.2 FTE.

Number of rehabilitation officers (visual impairment) – 
employed by Local Authority or purchased from a non-
Local authority agency – Appendices E and F
The total number of rehabilitation officers, FTEs, employed in Wales to 
work with children and young people is recorded as 15. This compares 
to 16.9 reported in 2012 which is broadly comparable. It is reported that 
the vast majority of these rehabilitation officers work primarily in adult 
services. 

Eligibility criteria and who decides if a service is to be 
provided – Appendix G
Fifty five per cent of Local Authorities use the National Sensory 
Impairment Partnership, NatSIP, framework for determining eligibility for 
services. All other Local Authorities use some form of needs led 
assessment. There is a mixed picture across the Local Authorities with 
regard to who decides if a service is to be provided. Nine Local 
Authorities confirm that the Qualified Teacher of the Visually Impaired, 
QTVI, plays a significant role in the decision making process. 
Rehabilitation officers and habilitation specialists are also cited as taking 
part in the decision making process. There is much evidence of joint 
assessment between social services and education. Only the Gwent 
service, which comprises 5 Local Authorities, and Cardiff mentions 
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discussions with service users (children, young people and parents) in 
the decision making process.

Settings for habilitation services – Appendix H
The majority of Local Authorities provide habilitation services for children 
and young people in all settings as defined by the Quality Standards. 
The exception is Ceredigion who report that they only provide a service 
in educational settings.

When habilitation services are available for children and 
young people – Appendix I
All Local Authorities provide habilitation services in term time. Six Local 
Authorities do not provide any services in holiday time and another 5 
provide a reduced service. This means that 50 per cent of Local 
Authorities provide either no service or a lesser service during the school 
holidays.

5. Discussion
The survey was sent to the Chief Executive in each Local Authority in 
the hope that this would encourage joint responses from education and 
social services (given both can provide habilitation services). This 
happened in some cases but for many there was a silo effect with only 
one service providing data. The responses from the data collection work 
suggest that there is often a disconnect between education and social 
services demonstrated by a lack of clarity between the services in terms 
of who was providing what services to CYP with VI. An education 
specialist in one authority provided the following comment which sums 
up the disconnect – “I’d be very interested in further contact with 
colleagues about social services support for children with visual 
impairments currently, as this is an area that we find very challenging - 
have been told that we would need to refer children via a standard Child 
in Need process, and only if there were concerns around Child in Need 
issues, as well as their disability”. CYP with a visual impairment should 
not have to rely on a child in need referral to access habilitation 
services.

The survey was conducted in the midst of severe and ongoing 
challenges to Local Authority budgets in Wales. In terms of the 
habilitation services to CYP the evidence gathered appears to be bleak.

Pack Page 28



Produced by Blind Children UK Cymru
                                                                              

…………………………………………………………………………………………………

8
Peter Jones v5                                                                   @Blind Children UK Cymru

The data collected via the survey highlights that Local Authorities are 
unlikely to be properly identifying all CYP with VI when compared to 
other data sources eg ONS prevalence data. What is clear is that since 
2012 there has been a significant deterioration in the levels of support 
provided by Local Authorities to CYP who are visually impaired.

All Local Authorities claim that they provide habilitation services, 
although 8 admit they provide no service or limited service during school 
holiday times. Against this one has to consider that there are only 8.6 
FTE children’s habilitation specialists working in Wales. This, in turn, has 
to be considered against the fact that there are potentially 1,500 CYP 
who need this service. Eight Local Authorities do not employ a children’s 
habilitation specialist although one of these does spot purchase from 
third sector providers. Data was not gathered on whether these staff are 
adequately qualified although our follow-up work suggests that they are.

Blind Children UK Cymru know from many years of experience of 
service delivery that a fully qualified habilitation specialist in a 5 day per 
week contract is able to work with around 40-50 children per year (a 
mixture of short, medium and longer term interventions). The inference 
from the forthcoming expanded NatSIP criteria for allocating habilitation 
support is that all children with visual impairment should have an 
assessment from a qualified habilitation specialist. On that basis Blind 
Children UK Cymru would suggest that, ideally, Welsh Local
Authorities should be working towards 1 qualified habilitation specialist 
per 100 children and young people with a visual impairment or possibly 
1 qualified habilitation specialist and 1 qualified habilitation assistant per 
150. The Welsh Local Authorities identify around 1,500 children and 
young people with a visual impairment (compared to 1,900 estimated by
ONS) The current level of 8.6 FTE qualified habilitation specialists 
employed by Welsh Local Authorities cannot meet the needs of 1,500 – 
1,900 children and young people. Either staffing levels need to increase 
or better partnership working need to be organised with suitable third 
sector providers. 

The number of mobility specialists is only 7.1 FTE and 50 per cent of 
Local Authorities do not employ any. The picture is even worse for 
specialist social workers for the visually impaired with only 3.2 FTE now 
working in Wales. It appears that challenges to social service budgets 
means that specialist services for CYP who are visually impaired are on 
the verge of disappearing. CYP who are visually impaired need access 
to qualified, professional staff and services with relevant expertise who 
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understand the needs and are able to conduct comprehensive 
assessments and provide the support required.

Alongside this the numbers of QTVIs in Wales continues to decline 
although a new All Wales Sensory Group is looking at this. The number 
of rehabilitation officers in Wales working with children and young people 
has remained relatively stable since 2012 although the staff engaged in 
this work are primarily employed within adult services. 

This marked decline in overall staffing levels since 2012 does suggest 
that challenges in Local Authority budgets is having a drastic effect on 
the services available to support blind and partially sighted CYP. It 
cannot be stated strongly enough that services are at a tipping point and 
serious action needs to be taken to improve the commissioning and 
provision of services. 

It was encouraging to note that more than half of Local Authorities use 
some form of assessment criteria such as the NatSIP framework for 
determining eligibility and there is evidence of joint working between 
specialisms in the decision making process. It was disappointing that 
only the Gwent and Cardiff service mentions clients (parents and 
children) taking part in the assessment process. This is at odds with 
Welsh Government regulations that expect an assessment process that 
is CYP centred, supporting CYP’s rights to have respectful 
conversations about their well-being, and to exercise a strong voice and 
control in decisions about the services they receive. 

In most parts of Wales habilitation services are provided in the home, at 
school and in public environment as per the Quality Standards. However 
service is poor across Wales during school holiday periods which is very 
concerning. The support children need to develop, and become 
proficient in independent living skills must be consistent and is not 
dependent on the school calendar. This lack of service for 25 per cent of 
the calendar year needs to be addressed.

6. Conclusion
In respect of the first objective the survey results provide a detailed 
snapshot of the September/November 2015 levels of habilitation for 
blind and partially sighted CYP within Wales. An additional consequence 
of conducting the survey is that it has raised the profile of the ‘Movement 
Matters’ service provided by Blind Children UK Cymru and opened a 
dialogue with many of the Local Authorities in Wales. The report will 
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provide Local Authorities with an opportunity to evaluate their existing 
capacity in relation to children’s habilitation specialists with a view to 
identifying opportunities for collaboration in providing these services.

The report will be shared with all the third sector organisations working 
with people with sight loss in Wales. The ongoing decline in the services 
available to CYP will come as no surprise to them. The report provides 
up-to-date evidence to support campaigns to ensure that CYP with sight 
loss have access to the services they need to promote independence 
and quality of life. The report also highlights the critical state of 
habilitation services. There are clear indications that in parts of Wales 
staff with specialist skills are being lost and they are proving very difficult 
to replace.

Finally the results of this survey provide a wake-up call to the Welsh 
Government and Local Authorities. The Social Services and Well-being 
(Wales) Act 2014 and associated Codes of Practice are very much 
about addressing problems early to prevent them escalating and 
threatening a person’s well-being and independence. Unless something 
is done to address the identified critical shortfalls in service provision, 
based on Local Authorities own data, many CYP in Wales with visual 
impairment will fail to achieve their full potential and will be unable to 
take advantage of life chances.
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Appendix A - Number of children with a visual 
impairment and number accessing habilitation 
services 
Local Authorities Children 

and young 
people with 
visual 
impairment 
with a 
statement

Children 
and young 
people with 
visual 
impairment 
without a 
statement

In last 6 
months how 
many 
children and 
young 
people have 
accessed 
habilitation 
services

Percentage 
of CYP who 
have 
received 
Habilitation 
training 
during the 
last 6 
months.

Anglesey & 
Gwynedd
0-4 years
5-11years
12-16 years
17-18 years
19-25 years
 

0
28
6
2
1

6
17
16
0
0

0
0
4
1
0

0
0

18
50
0

Bridgend 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

 
0

10
11
5
0

13
26
36
0

18

5
9
2
2
2

38
25
4

40
11

Cardiff
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

19-25 years

0
63
34
11
0

18
34
11
0
0

7
51
26
3
0

39
53
58
27
0

0

Carmarthenshire
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

3
47
16
10
10

                 
7

38
21
1
0

                                       
                   

                   
             

1
16
4
1
3

10
19
11
9

30
Ceredigion
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

0
0
2
0
0

0
2
1
1
0

0
0
0
0
0

0
0
0
0
0
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Conwy
0-4 years
5-11years
12-16 years
17-18 years
19-25 years
 

0
3
2
1
0

0
2
0
4

15

0
0
0
0
0

0
0
0
0
0

Gwent 
(Caerphilly, 
Monmouthshire, 
Newport, Blaenau 
Gwent and 
Torfaen)
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

25*
131*
84*
18*
0*

0
0
0
0
0

13
94
49
2
0

52
72
58
11
0

Merthyr Tydfil
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

0
4
2
2
0

2
4
4
0
0

0
2
1
1
0

0
25
17
50
0

NPT 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

3
27
10
6
0

9
31
14
0
0

3
10
8
0
0

25
17
33
0
0

Pembrokeshire 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

2
4
2
1
2

         
4

12
13
2
0

5
4
0
0
2

83
25
0
0

100

Powys 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

0
5
4
5

24

1
0
0
0
0

0
3
3
3
3

0
60
75
60
13
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RCT 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

3
16
9
2
0

19
27
16
2
0

2
7
8
0
0

9
16
32
0
0

Swansea 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

6
32
25
0
0

10
24
24
2
0

3
18
14
0
0

19
32
29
0
0

Vale of 
Glamorgan 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

0
37
20
25
0

2
0
0
0
0

0
0
2
0
0

0
0

10
0
0

Wrexham, 
Denbighshire and 
Flintshire 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years

7
30
43
8
4

15
42
24
2
0

4
16
11
1
4

18
22
16
10

100

Total 
0-4 years
5-11years
12-16 years
17-18 years
19-25 years
Overall Total

49
437
270
96
41

893

106
259
180
14
33

592

43
230
132
14
14

433

28
33
29
14
19
29

*unable to provide breakdown between statement and non-statement
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Appendix B - Are habilitation services available for 
children and young people with vision impairment in 
Local Authority 

Local Authorities Yes No with 
reasons

Anglesey/
Gwynedd 

Anglesey - No ‘in service’ provision. Mobility provided by
Mobility Officer from North Wales Society for the Blind based
in Anglesey Social Services. Gwynedd – Service 
commissioned by North Wales Society for the Blind for elder 
children or Blind Children UK Cymru for the young children. 
This is arranged by Derwen specialist’s children’s services.

-

Bridgend Generally yes. Provision is via Education and/or Social 
Services depending on individual services. There’s no formal 
agreement. Education has had their own Mobility Specialist 
up until recently - you would need to confirm with Education 
what their provision now is. Re younger children Education 
usually take the lead re any habilitation, but we might be 
involved with daily living skills/mobility for older children. 
Education refers to us for all children if adaptions/lighting 
assessment required.

-

Cardiff Social Services - there are two mobility officers. A referral is 
made via a visual impairment Teacher. Education – there are 
two qualified children’s habilitation and mobility specialists 
who together make up a full time post.  

-

Carmarthenshire Yes. -
Ceredigion Yes but mobility officer is currently on long term sick leave. -
Conwy Yes, either through habilitation offered in school or in the 

community and in some instances through specialist college 
placement.

-

Gwent 
(Caerphilly, 
Monmouthshire, 
Newport, 
Blaenau Gwent 
and Torfaen)

Yes. Limited service in school holidays. Newport stated that
they “receive exceptionally limited referrals for children with
a visual impairment”. This would suggest that the referral
pathway in Newport - particularly via local health 
professionals - may not be working.

-

Merthyr Tydfil Yes. Provided via a service level agreement with RCT. -
NPT Yes. During term time all children who require it receive 

mobility and orientation training. This term we have also 
started to offer a programme of independence and everyday 
living skills. Again this is only provided in term time as we 
work in education settings.

-
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Pembrokeshire Yes. -
Powys Yes Referrals can be direct, from education and health 

practitioners or via the Children with Disabilities team to 
Adults VI habilitation officer.

-

RCT There are 4 Rehabilitation Officers (VI) based in the 
Sensory Services Team in Adult Services. Our role with 
children and young people is to undertake the registration 
(severely sight impaired / sight impaired) following receipt of 
A Certificate of Visual Impairment from the Hospital Eye 
Service. This is a statutory duty. We undertake an 
assessment and provide information and advice. We liaise 
with colleagues in the Education Department because 
whilst we can provide mobility and independence training, 
the staff within Education have the qualifications and far 
greater expertise in working with children and young people. 
Our approach is to work together and we would be able to 
provide training, for example, during school holidays, if our 
colleagues in Education were to request this. 
 

-

Swansea Yes. -
Vale of 
Glamorgan 

Yes. -

Wrexham, 
Denbighshire 
and Flintshire 

Yes. -
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Appendix C - Number of children’s specialists 

Local Authorities Number (FTE) of 
Children’s 
habilitation 
specialist 

Number (FTE) 
Mobility 
Specialists  

Number of 
Specialist 
Teachers of the 
Visually Impaired

Anglesey/Gwynedd 0 0 2
Bridgend 1 0 2
Cardiff 1 1 6.5*
Carmarthenshire 0.6 0 2
Ceredigion 0 0.6 0**
Conwy 1 0 2.5
Gwent (Caerphilly, 
Monmouthshire, Newport, 
Blaenau Gwent and 
Torfaen)

1 0 5

Merthyr Tydfil 0 0 2
NPT 0 0.5 1.6
Pembrokeshire 0 0 0.9
Powys 1 1 3
RCT 2 1.5 2.5
Swansea 1 0 2
Vale of Glamorgan 0 1 1.5
Wrexham, Denbighshire 
and Flintshire 

1.5 3

Total 8.6 7.1 36.5
* Also employ 4.6 VI teaching assistants with Braille qualifications – these are not 
attached to specific children in school but work across the service to support access 
and building capacity within schools. They also will support with mobility and 
habilitation when appropriate.
** shares approx. 0.2, FTE, specialist teacher support from Carmarthenshire.
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Appendix D - Number of specialist social workers 
working with CYP 

Local Authorities Number (FTE) of 
specialist social 
worker (visual 
impairment) 

Adult services Children’s 
services

Anglesey/Gwynedd 0 0 0
Bridgend  1 1 0
Cardiff 0 0 0
Carmarthenshire 0 0 0
Ceredigion 0 0 0
Conwy 0.7 0.7 0
Gwent (Caerphilly, 
Monmouthshire, Newport, 
Blaenau Gwent and 
Torfaen)

0 0 0

Merthyr Tydfil 1 0.5* 0.5*
NPT 0 0 0
Pembrokeshire 0 0 0
Powys 0 0 0
RCT 0 0 0
Swansea 0 0 0
Vale of Glamorgan 0.5 * 0.5
Wrexham, Denbighshire 
and Flintshire 

0 0 0

Total 3.2 2.2 1

*1 FTE covers adult and children’s services – breakdown of time not provided.
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Appendix E - Number of Rehabilitation Officers 
(visual impairment) – employed by Local Authority 
working with CYP 

 
Local Authorities Number of 

rehabilitation 
officers (visual 
impairment) – 
employed by 
the LA 

Adult services Children’s 
services

Anglesey/Gwynedd 0 0 0
Bridgend  2 2 0
Cardiff 0 0 0
Carmarthenshire 4* 4* 0
Ceredigion 0 0 0
Conwy 0 0 0
Gwent (Caerphilly, 
Monmouthshire, Newport, 
Blaenau Gwent and 
Torfaen)

0 0 0

Merthyr Tydfil 0 0 0
NPT 0 0 0
Pembrokeshire 2 1** 1**
Powys 3 3 0
RCT 0 0 0
Swansea 0 0 0
Vale of Glamorgan 0 0 0
Wrexham, Denbighshire 
and Flintshire 

0 0 0

Total 11 10 1

*includes an assistant carrying out low level assessments
** 2 FTE posts work with adults and children – no separate breakdown provided
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Appendix F - Number of Rehabilitation Officers 
(visual impairment) – purchase arrangement with 
non - Local Authority agency working with CYP 

Local Authorities Number of 
rehabilitation 
officers (visual 
impairment) – 
purchase 
arrangement 
with non – Local 
Authority 
agency 

Adult services Children’s 
services

Anglesey/Gwynedd 0 0 0
Bridgend  0 0 0
Cardiff 0 0 0
Carmarthenshire 0 0 0
Ceredigion 0 0 0
Conwy 1 1 0
Gwent (Caerphilly, 
Monmouthshire, Newport, 
Blaenau Gwent and Torfaen)

0 0 0

Merthyr Tydfil 0 0 0
NPT 0 0 0
Pembrokeshire 0 0 0
Powys 3 3 0
RCT 0 0 0
Swansea 0 0 0
Vale of Glamorgan * 0 *
Wrexham, Denbighshire and 
Flintshire 

0 0 0

Total 4 4 *

*reports some spot purchase of children’s services but amount not specified.
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Appendix G - Eligibility criteria operated and who 
decides if a service is to be provided 

Local Authorities Eligibility criteria Who decides if a service is to be 
provided

Anglesey/Gwynedd Certificate of visual impairment 
registration; poor use of 
functional vision, visual fields, 
depth perception and binocular 
co-ordination as noted in 
specialist medical reports; 
suitability for provision following 
appropriate assessment by 
relevant agencies. 

Service is provided according to 
need.

Bridgend  Within social services 
‘substantial sensory impairment’ 
but it’s all down to the 
information at point of referral 
and presenting issues; NatSIP 
criteria alongside functional 
visual assessment, Also 
mobility/habilitation assessment. 

Any queries re service provision 
would go to the community 
Independence/Wellbeing team 
manager for decision; QTVI 
functional assessment, assessment 
by mobility/habilitation officer.

Cardiff Based on predominant need. All 
children who qualify for access 
to the visual impairment service 
are eligible for access to the 
habilitation element of this 
provision. Amount and timing of 
input depends on parental 
wishes, child’s wishes, point of 
transition, need, assessment by 
habilitation specialists.

Habilitation specialists, in 
consultation with parents, QTVIs, 
school and the child.

Carmarthenshire Adult services work with any 
adult with a VI over 18 who 
would wishes to access the 
service. They do not need to be 
SI or SSI necessarily. Children's 
Services will carry out an 
assessment of Habilitation 
needs on any CYP with VI  (with 
reference to the QS for 
Habilitation Services for CYP  

Service provision is determined 
following assessment of need by the 
Habilitation Officer/Rehab Officer. 
Where it is indicated that a CYP 
would benefit from input, the Service 
Manager (children), or Senior 
Rehabilitation Officer (Adults) 
discusses the nature/level of 
provision.              
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with VI; QS for CYP with 
Sensory Impairment (WAG 
2005); QS for CYP with VI: 
Information for Commissioners 
& Service Planners)

Ceredigion NatSIP. On assessment according to need of 
eligibility criteria.

Conwy - -
Gwent (Caerphilly, 
Monmouthshire, 
Newport, Blaenau 
Gwent and Torfaen)

NatSIP standards. Score on eligibility criteria, 
assessment and discussion with 
QTVI, parent and school.

Merthyr Tydfil NatSIP framework. ALN manager in consultation with VI 
co-ordinator.

NPT We use the NatSIP Eligibility 
Criteria to determine if children 
receive support from our 
service. Any children who have 
been assessed by a QTVI and 
are kept on our case load are 
then assessed by our Mobility 
Specialist who determines 
whether mobility/everyday living 
skills are required.

We use the NatSIP eligibility criteria 
to determine if children receive 
support from our service. Any 
children who have been assessed by 
a QTVI and are kept on our case 
load are then assessed by our 
Mobility Specialist who determines 
whether mobility/everyday living 
skills are required.

Pembrokeshire The child/young person has to 
have a permanent and 
substantial visual impairment 
that affects their daily living 
skills, communication skills and 
or mobility skills.

Senior Sensory Officer (Qualified 
Rehabilitation Officer).              

Powys Non-correctable visual 
impairment for direct referrals. 
For the Children with Disabilities 
team moderate to profound 
sensory impairment.

Follows visual impairment 
assessment by habilitation officer. 
Children with Disabilities team 
decides on assessment secondary 
to VI for specialist assessment and 
support.

RCT NatSIP eligibility criteria. Sensory panel decides using EC and 
any additional information relevant to 
the pupil.

Swansea The habilitation specialists have 
developed their own eligibility 
criteria based on NatSIP.

The habilitation specialists.

Vale of Glamorgan Needs led assessment by Visual 
Impairment Teacher. If child is 
known to the Child Health and 
Disability Team an initial 
assessment will be completed.

Either the Visual Impairment 
Teacher or if it is as a result of an 
initial assessment. the Team 
Manager of the Child Health and 
Disability Team will authorise.

Wrexham, 
Denbighshire and 
Flintshire 

Local Authority eligibility criteria 
based on NatSIP.

Local authorities within regional 
provision.
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Appendix H – Settings for habilitation services 

Local Authorities Within the home 
environment

Educational settings 
(nursery/school/college/
university)

Public 
environments 
(local 
streets/shops/
towns/
using public 
transport)

Anglesey/Gwyned
d 

yes yes yes

Bridgend yes yes yes
Cardiff yes yes yes
Carmarthenshire yes yes (university – adult 

service only)
yes

Ceredigion no yes no
Conwy yes yes yes
Gwent (Caerphilly, 
Monmouthshire, 
Newport, Blaenau 
Gwent and 
Torfaen)

yes yes yes

Merthyr Tydfil yes yes yes
NPT yes yes yes
Pembrokeshire yes yes yes
Powys yes yes yes
RCT yes yes yes
Swansea yes yes yes
Vale of Glamorgan yes yes yes
Wrexham, 
Denbighshire and 
Flintshire 

yes yes yes
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Appendix I - When habilitation services are available for children and young 
people 

Local Authorities Term Time School/college/University 
holidays

Both

Anglesey/Gwyne
dd 

yes yes yes

Bridgend yes yes yes
Cardiff yes yes yes
Carmarthenshire yes yes (university – adult 

service only)
no

Ceredigion yes no no
Conwy yes yes yes
Gwent 
(Caerphilly, 
Monmouthshire, 
Newport, 
Blaenau Gwent 
and Torfaen)

yes yes (limited service) yes

Merthyr Tydfil yes no no
NPT yes no no
Pembrokeshire yes yes yes
Powys yes yes yes
RCT yes no yes
Swansea yes no no
Vale of 
Glamorgan 

yes (via education) Yes (via social services) yes

Wrexham, 
Denbighshire 
and Flintshire 

yes no no
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Appendix J - Overview of Blind Children UK Cymru’s 
Movement Matters Service 
Blind Children UK Cymru’s Movement Matters service provides training 
to help blind children and young people in Wales move around safely 
and independently. Movement Matters also teaches important life skills 
such as handling money and preparing food. For children with complex 
and additional needs, Movement Matters can provide a tailored 
programme including body awareness, wheelchair mobility, use of 
remaining vision and more.

Sighted children learn by watching others; children with vision 
impairment often need to be specifically taught skills and concepts they 
would not otherwise pick up. Movement Matters provides personalised 
training and support in mobility, orientation and independence skills from 
babyhood to adulthood. These are the skills that will help a blind child to 
do things like reach for a toy, make a snack, and develop their listening 
skills.

Movement Matters training unlocks possibilities – helping children and 
their families to understand that sight loss does not have to be a barrier 
to reaching their potential.

The Movement Matters’ services include:

 assessments to establish a child’s or young person's needs
 mobility and independence skills training
 advice and support workshops for parents and carers
 practical work with friends, family and professionals to support children 

and young people with vision impairment.

These vital services are delivered by our qualified Habilitation Specialists, 
who work shoulder-to-shoulder with other professionals for example: 
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Speech and Language Therapists, Physiotherapists and Occupational 
Therapists and other organisations including local authorities.

This report was updated on 13th May 2016, this version should be read as 
final. Registered Charity in England & Wales 1051607 and Scotland 
SC042089. Registered in England & Wales No 3133018. VAT No. 
879717554 0234 05/16.
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ABOUT THE ROYAL COLLEGE OF NURSING (RCN) 
 
The RCN is the world’s largest professional union of nurses, representing 430,000 nurses, midwives, 
health visitors, health care support workers and nursing students, including over 25,000 members in 
Wales. RCN members work in a variety of settings including the NHS and the independent sector.  The 
RCN works locally, nationally and internationally to promote standards of care and the interests of 
patients and nurses, and of nursing as a profession. The RCN is a UK-wide organisation, with its own 
National Boards for Wales, Scotland and Northern Ireland. The RCN is a major contributor to nursing 
practice, standards of care, and public policy as it affects health and nursing. 
.                                                     
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Executive Summary of RCN response to Committee 
Questions  
 
Do we have an accurate picture of the current health and care workforce? Are 
there any data gaps? 
 
At a National and Local Health Board level the numbers of the nursing workforce 
working for the NHS can be seen. However the overall skill mix of that workforce and 
the ratio of registered nurses to healthcare support workers is unclear.  
 
The level of nursing activity undertaken or the nursing need required (i.e. the number 
of nurses and healthcare support workers for the number and complexity of patients) 
is unclear in the acute (hospital sector) and completely unknown in the community 
sector (at national level). 
 
There is little to no published data at national level on nursing in the independent sector 
or in care homes despite CSSIW inspecting the sector.   
 
This means it is very difficult to plan the provision of nurses and nursing on the basis 
of health and social need across the full spectrum of providers.   
 
Is there a clear understanding of the Welsh Government’s vision for health and 
care services and the workforce needed to deliver this? 
 
There is a clear understanding by the nursing profession of the Welsh Government’s 
vision for specific health services. Often high standards are set out in service plans. 
These plans can engender frustration in the profession at the apparent lack of 
workforce planning to meet the demand created. There appears often a considerable 
gap between the Welsh Government’s vision and Health Board service plans. The 
RCN would wish each new strategy to be accompanied by a workforce plan.   
 
The Nurse Staffing Levels (Wales) Act became law in March 2016. This historic new 
law is the first of its kind in Europe and will protect patients by requiring that in adult 
acute care settings, an appropriate nurse staffing level must be calculated and 
maintained. The RCN remains committed to working with politicians of all parties to 
ensure the implementation of the legislation and see it extended to other areas such 
as community and mental health care. 
 
How well-equipped is the workforce to meet future health and care needs? 
 
Nursing as a profession is well equipped to meet the future health and social care 
needs of the population in terms of knowledge and skills.    
 
However there are areas in which the Welsh Government needs to act to develop the 
profession. In primary and community care nursing as a profession needs to be 
included in the strategic planning of services. Support is needed to develop advanced 
and extended nursing skills amongst practice nurses.  
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Action to develop and support the Welsh language skills of the profession is also 
required.  
 
Specifically the RCN is calling for an increase in Children’s Nurses. Demand for 
Children’s Nurses has increased in recent years particularly in the community and in 
neonatal nursing.   
 
In addition the RCN is highlighting the prospective demise of the District Nurse unless 
action is taken by the Welsh Government and calling for urgent action to remedy this.   
 
What are the factors that influence recruitment and retention of staff across 
Wales?  
 
It is vitally important for the Welsh Government to maintain the sustainability of the 
nursing workforce though a sustainable education commissioning process.  It may be 
possible to examine ways to widen access to the nursing profession but the high 
quality of nursing higher education (including high quality educational placements) in 
Wales must be safeguarded.  
 
In this paper the RCN also sets out our views on the importance of valuing nursing as 
a profession through fair pay and fair terms and conditions of work. Access to 
Continuous Professional Development is a particular issue for the nursing profession.  
 
Whether there are particular issues in some geographic areas, rural or urban 
areas, or areas of deprivation for example.     
 
Throughout the paper we have highlighted areas of specific concern in the nursing 
workforce. One such example is the nursing shortage in the care home sector which 
is causing significant problems in meeting current standards and maintaining patient 
care. There is a need for increased investment in primary and community care and 
there is also a need to improve the provision of care in the Welsh language.   
 
Although these are all national issues impacting in every geographical area they will 
have differential impacts depending on the nature of the area e.g. low numbers of 
district nurses will have a particular impact in areas of sparse and older population.   
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Section 1 The picture of the NHS nursing workforce & 
identifying data gaps  
 

 

1.1 The workforce planning process 
 

1. Currently each Health Board endeavours to produce an Integrated Medium Term 

Plan (IMTP) which requires Welsh Government approval. These plans cover 

service and workforce planning for a 3 year period. These workforce plans (which 

are not in the public domain) feed into the annual commissioning of student nurse 

places by the Welsh Government. The Committee will be aware that Abertawe Bro 

Morgannwg, Betsi Cadwaldr, Hywel Dda and Cardiff and the Vale Health Board all 

have not had these plans approved in 20161.  

 

2. The RCN would welcome the publication of these IMTPS for scrutiny from the 

National Assembly or public. This could be done at draft stage to ensure a 

constructive process. In addition the RCN would welcome a National Workforce 

strategy from the Welsh Government with an annually updated statement clearly 

stating the objectives and priorities of the Government to add context to the IMTPs.  

 

                                                 
1 http://gov.wales/about/cabinet/cabinetstatements/2016-new/mediumtermplanning/?lang=en  

2011 2012 2013 2014 2015

Nursing staff 27,979.7 28,068.30 28254.3 28,300.20 28683.5

Registered Nurses 21686 21754.8 21922.7 21987.4 22146.3
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Fig. 1 NHS Nursing staff and Registered Nurses in Wales 
(Statistics Wales) 
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3. The figures above demonstrate that registered nurse numbers employed by the 

NHS in Wales have remained generally static since 2011. There have been real 

improvements in NHS workforce planning in Wales in the last few years and the 

Nurse Staffing Levels (Wales) Act 2016 should safeguard this process.   

 

4. However the number of nursing posts in the NHS still does not reflect the 

need of people receiving care. There is little recorded data on nursing activity in 

the NHS at national level and there is no coordinated effort to examine what patient 

need might be. Available data from Statistics Wales on general hospital activity 

might include admissions and number of outpatients and also bed occupancy.  

 

5. Patient throughput in hospitals has risen sharply as has bed occupancy. An 85% 

bed occupancy rate in hospital is generally recommended2. The 2014/15 figures 

from Statistics Wales3 show a Welsh average of 86.7% rising above 90% in general 

medicine, geriatric medicine and rehabilitation. A recent report from Welsh 

Government into critical care4 gave a January 2015 bed occupancy rate of 107% 

in this speciality (where the recommendation is lower at 70%).   

 

6. There is an increased nursing workload in caring for an ageing population with 

increased dependency and co-morbidities. The average age of an NHS patient is 

now over 805. Put very simply it takes a higher number of nursing staff with a 

greater level of knowledge and skill to care for a person with a broken hip if they 

are also physically frail, and living with dementia, diabetes, a heart condition and 

respiratory illness. This is even more the case if this person is being cared for at 

home, alone or in poor housing.  

 
7. The Welsh NHS also continues to demonstrate a heavy reliance on overtime. 69% 

of nurses work overtime at least once a week. There are 22,146 nurses employed 

                                                 
2 “hospitals with average occupancy levels above 85 per cent can expect to have regular bed shortages, 

periodic bed crises and increased numbers of hospital‑acquired infections.” P. 22 of National Audit Office 
Report (2013) Emergency admissions to hospital: managing the demand 
3 http://gov.wales/statistics-and-research/nhs-beds/?lang=en  
4 http://gov.wales/topics/health/nhswales/plans/delivery-plan/?lang=en   
5 http://www.kingsfund.org.uk/  
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in the NHS (Stats Wales 2015). 69% of this figure would represent 15,281 nurses. 

If each of these worked just two hours more in one week the NHS would be 

receiving 30,562 additional hours of work in that week.  Every week nurses in 

Wales give the NHS extra hours to the value of 815 full-time nursing staff. 

 

 

 

1.2 Skill Mix in nursing - a data gap  
 

8. The overall numbers can mask what it sometimes referred to as “skill mix”. A 

nursing team should be comprised of experienced senior Registered Nurses who 

lead the team and provide clinical supervision, Registered Nurses and health care 

support workers. The RCN recommends that (allowing for variation according to 

patient need) the ratio of Registered Nurses to Health Care Support Workers in 

acute areas should generally be 65:35.  

 

9. Nurses” or “Registered Nurses” are healthcare professionals educated to degree 

level (education though practice and study) on registration with the Nursing and 

Midwifery Council (NMC). Nurses are a regulated profession and the NMC is the 

regulator. Regulation means nurses have a consistent level of education and skill, 

are subject to revalidation and can be formerly removed (‘struck off’) from 

registration at a UK level. Registered Nurses are employed in the NHS from Band 

8.4

22.3

19.1

36.1

14.1

Never

Less than once a week

Once a week

Several times a week

Every shift

0 5 10 15 20 25 30 35 40

Fig. 2 How often do you work in excess of contracted hours? (%) 
(2015 RCN Employment Survey) 

Never Less than once a week Once a week Several times a week Every shift

Pack Page 54



Sustainability of the Health and Social Care Workforce  

Submission from the Royal College of Nursing Wales, September 2016  

8 

 

5 of Agenda for Change6 up to a Band 8 or higher. After 3 years full time education 

and practice a newly graduated and Registered Nurse will enter NHS employment 

at Band 5. 

 

10. The term “nursing staff” or “nursing” means Registered Nurses and also includes 

Health Care Support Workers (HCSW). Health Care Support Workers are 

sometimes known as healthcare assistants or ‘nursing auxiliaries’.7 HCSWs are an 

important part of the nursing team and eligible to be members of the Royal College 

of Nursing. However HCSW are not a regulated profession and there is 

considerable variation in the experience, competencies and qualifications they may 

possess.  

 

11. The RCN has concerns that some NHS nursing teams do not have sufficient 

numbers of senior Registered Nurses to provide quality clinical leadership, or the 

appropriate ratio of healthcare support workers to Registered Nurses to ensure 

excellence in patient care. The RCN would welcome nationally published 

nursing data by Agenda for Change Pay Band.  

 

1.3  Bank & agency, vacancy, and migration - data gaps  
 

12. In 2014 the cost of agency nursing in Wales to the NHS was £23,035,785. This 

cost is the equivalent value of an extra 1062 newly qualified nurses8.  

 

13. There will always be a need for a flexible nursing workforce able to take on 

temporary roles. Sickness, maternity and annual leave alongside sudden 

variations in patient numbers and dependency ensure this. However a consistent 

reliance on temporary nursing staff is not desirable. Nurses unfamiliar with the ward 

layout, equipment or inexperienced with the particular patients will need more 

support than NHS directly employed colleagues who can deliver a consistency of 

                                                 
6 Agenda for Change is the UK wide payment framework for nursing in the NHS. “Bands” reflect the Knowledge 
and Skills required by the post.  
7 In England the titles ‘nursing associate’ or ‘nursing apprentice” are also used. 
8 The cost of agency nursing is not regularly published by the Welsh Government. Instead these figures are 
from a response to an FOI request in February 2015. In 2015/16 the salary of a newly qualified registered 
nurse in the NHS was £21,692.   
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care. Extra time also has to be allocated for supervision. It is not a financially 

effective strategy and the resulting instability in staffing levels and subsequent 

stress for ward sisters/charge nurses is not conducive to best patient care. 

 

14. The RCN would recommend that reliance on agency nursing in the NHS is 

monitored at a national level. Quite apart from the financial implications, in the 

absence of more effective data, expenditure and usage rates for Bank and Agency 

Nursing represent a useful proxy measure of additional nursing need.  

 

15. There are no national figures on vacancies in registered nurse posts and no 

meaningful figures by Local Health Board either. Newcomers to health policy are 

often confused by the apparent contradiction between reports of ‘nursing 

shortages’ and reports of ‘no nursing vacancies’. The NHS ‘sustains’ vacancies by 

holding or suspending the existence of posts once the post holder has retired or 

moved to another post. It is almost impossible to penetrate the bureaucratic 

labyrinth that allows brisk movement of nurses around the NHS thus obscuring 

shortages of particular nursing skills and shortages on registered as a whole.  

 

16. Nurses and nursing staff sometimes retire or leave the profession prematurely. 

They may also leave the NHS to work in the independent sector. Nurses may also 

move abroad to practice. There is a considerable amount of movement across the 

border with England. This information could be very useful to plan for recruitment 

and retention.   

 

17. It would also be helpful to have information on nurses recruited to the NHS 

internationally both outside and within the EU. The 2015 Employment Survey of 

RCN  members tells us that 3.7% of our respondents in Wales were first registered 

as nurses outside the UK and of these 35.9% were directly recruited to work in the 

NHS. This gives an estimate of 925 internationally recruited nurses in Wales and 

around 300 working in the NHS.  

 
The RCN calls for clearer national data on: 

 Bank and agency nursing cost and usage  

 NHS nursing vacancies  
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 movement of nurses within the NHS  

 movement of nurses to the independent care sector 

 nurses leaving (or returning to) health and social care  

 nursing in prison services 

 nursing in education establishments  

 International recruitment & nurses leaving Wales to practice abroad  

 cross border migration with England  

 

1.4  The Independent Sector – a data gap   
 

18. Little is still known about the numbers of nurses employed outside the NHS in 

sectors such as nursing and residential homes, prisons, educational 

establishments, independent hospitals and clinics, independent hospices, respite 

and voluntary agencies and commercial nursing agencies. Between a quarter to a 

third of the RCN membership work in the independent sector in Wales. 

 

19. Despite the fact that care homes providing nursing care beds are regulated by Care 

Standards Inspectorate Wales and the Care Council for Wales (soon to be the 

Social Care Council) neither body can provide a nationally published figure (or 

broken down by Health Board) of registered nurses employed.  

 

20. This data gap is critical. The services this workforce provide are essential to patient 

care. Nurses in care home provide preventative and palliative care to older people 

which reduces hospital admissions, they administer medication and provide 

rehabilitative care which maximises independence. If a particular area is vulnerable 

(e.g. a large proportion of nurses due for retirement at the same time or emigrating) 

it is important to forecast this.  

 
21. Care Forum Wales have recently warned of a critical shortage of nurses9 in 

the care home sector and RCN members are similarly reporting that nursing 

shortages are critically beginning to negatively affect patient care. We have 

report of single handed agency nurse handing over to other agency nurses in 

                                                 
9 http://www.bbc.co.uk/news/uk-wales-politics-37157515  
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homes with no continuity of nursing care. Alternatively nursing care beds are being 

‘downgraded’ to care beds to reflect the lack of staff and patients inappropriately 

placed. This shortage of nursing care places is delaying patient discharge from 

hospital emergency care which in turn is impacting on A&E departments.  

 

22. Several countries, including the United States and Canada, have commissioned 

extensive surveys of this sector using their equivalent of the Nursing & Midwifery 

Council‘s Register in order to inform their workforce planning processes and we 

would recommend this option to the Welsh Government. 

 

Section 2 The Welsh Government’s vision for health and 
care services and the workforce needed to deliver this 
 

 
23. There is a clear understanding by the nursing profession of the Welsh 

Government’s vision for specific health services. Often high standards are set out 

in service plans. These plans can engender frustration in the profession at the 

apparent lack of workforce planning to meet the demand created. There appears 

often a considerable gap between the Welsh Government’s vision and Health 

Board service plans. The RCN would wish each new strategy to be accompanied 

by a workforce plan.   

 

24. It would certainly be helpful for the Welsh Government to clarify their vision for the 

NHS and social care. What is the intended mechanism of support for closer 

relationships and/or the integration of health and social care services?  

 

25. The Nurse Staffing Levels (Wales) Act became law in March 2016. This historic 

new law is the first of its kind in Europe and will protect patients by requiring that in 

adult acute care settings, an appropriate nurse staffing level must be calculated 

and maintained. The nursing profession internationally has recognised this new 

legislation as visionary, ambitious in intention and practical in scope.  

 
26. Poor outcomes also associated with low levels of nursing care include adverse 

events after surgery; increased accident rates and patient injuries; increased cross-

infection rates; higher rates of pneumonia and increased morbidity and mortality.   
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27. In 2007 Professor Rafferty surveyed nearly four thousand nurses across England 

and Scotland and looked at 118,752 patient episodes of care in 30 hospital trusts 

in England. She found that wards with lower nurse to patient ratios had a 26% 

higher patient mortality rate. An international meta study in 2007 estimated that 

each additional full time nurse per patient day saved five lives per 1,000 medical 

patients, and six per 1,000 surgical patients. Another study in 2014 found that when 

a nurse is required to work with more than seven patients per day the risk of the 

patient dying within 30 days increases by 7 per cent10. 

 

28. RCN members in Wales have consistently rated staffing levels as a top 

concern, and the RCN remains committed to working with politicians of all 

parties to ensure the implementation of the legislation and see it extended to 

other areas such as community and mental health care.  

 

Section 3 Equipping the Future Nursing Workforce  
 

 

3.1 Nursing in Primary and Community Care  
 

29. Nursing as a profession is well equipped to meet the future health and social care 

needs of the population. However the Royal College of Nursing believes that 

developing the profession in the community and primary care should be a priority 

for the Welsh Government.   

 

30. For the last decade in Wales Health Boards have been reconfiguring acute hospital 

services, reducing bed numbers, encouraging shorter patients stays and enabling 

more complex treatments and care to be delivered at home.  People prefer to 

receive care at home. This allows people to maintain greater independence. When 

excellent care is provided in the home it is also often of a nature that prevents 

future illness or accidents.  

                                                 
10 Rafferty, Anne Marie et al. 2007. Outcomes of variation in hospital nurse staffing in English hospitals: Cross-
sectional analysis of survey data and discharge records. International Journal of Nursing Studies 44 (2), pp. 175 
- 182  Kane, RL et al. 2007. Nurse Staffing and Quality of Patient Care. Rockville: Agency for Healthcare 
Research and Quality (US) Aiken, Linda et al. 2014. Nurse staffing and education and hospital mortality in nine 
European countries: a retrospective observational study. The Lancet 383 (9931) , pp. 1824 - 1830 
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31. The Royal College of Nursing is supportive of this move in principle but has 

concerns over whether there is sufficient investment in the workforce to ensure 

high quality of care. There is a paucity of statistical data and performance 

information on care provided in community settings.  

 
32. Numbers of nurses employed by the NHS are known at a national level but the 

number of people receiving care (and their needs) are not. Therefore it is difficult 

to judge the level of nursing need and improve workforce planning to meet this 

need. The skill mix of community nursing teams within a Health Board is also not 

published at a national level. Most importantly there is no information on the 

outcomes for the patients.   

 
33. As more health care is delivered in the community and more of the health budget 

is spent on this, it is even more important that this lack of national information be 

rectified to improve workforce and service planning.  

 
34. The nursing workforce based in the community and employed by the NHS is a 

large and diverse group of specialised nursing areas of practice. It may include 

Learning Disability nurses, palliative care nurses, school nurses and occupational 

health nurses. It may include Specialist Nurses and Nurse Consultants who may 

lead diagnostic clinics with the ability to admit directly to hospitals. It may include 

nurses working in specific teams such as ‘rapid response teams’ working to 

maintain people’s independence and deliver care in the community. Figures 

indicate there has been an increase in the numbers of registered nurses working 

in NHS community services. Health Visitors in particular have increased in 

numbers.  

 
35. Nurses in different roles provide the bulk of NHS care in the community, yet despite 

this they are often overlooked as a profession when primary and community care 

services are planned and the workforce considered. Directors of Primary Care 

Local Health Board levels should always include senior nurses in service 

and workforce community planning alongside other professions.  
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36. Within the GP surgery it is often the Practice Nurse, supported by the healthcare 

support worker that will see, advise and treat people appropriately. Practice Nurses 

undertake a huge range of assessments and interventions, immunisation and 

vaccination, the management of long-term conditions and cervical cytology.  

 

37. Nurses undertake a further two years of learning to become Nurse Practitioners 

and then can be responsible for nurse led clinics, minor illness, triage, 

supplementary or independent prescribing. Nurses who can independently 

prescribe can speed up patient care considerably and also strengthen the clinical 

accountability for prescription.  

 

38. The Welsh Government should, together with the Local Health Boards and 

NHS Trusts, ensure that Advanced Nurse Practitioner posts are created 

across Wales to strengthen the primary care team and there is provision for 

Extended Nursing skills.  

 

3.2 Patient Care in the Welsh Language  
 
39. The language that care is delivered in is integral both to the experience of care that 

patients receive (e.g. respect and compassion) but also to the quality of the care 

patients receive (e.g. the effectiveness of assessment and of treatment). The 

importance of the language of care is easy to identify in key fields such as speech 

therapy and counselling but it is equally important where healthcare professionals 

are relying on speech with the patient and family to make an assessment, explain 

a treatment or medication regime or seeking to gain consent for a course of action.  

 

40. Ensuring that health and social care services can increasingly deliver care in the 

Welsh Language is therefore an important objective in ensuring improved health 

outcomes for the people of Wales. The Royal College of Nursing strongly 

supports the Welsh Government strategy for the Welsh language in health 

and social care More Than Just Words. In particular it would draw the 

Committee’s attention to the specific recommendations in workforce planning and 

education commissioning.  
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41. Health Boards must understand the linguistic skills of the workforce they employ 

and the needs of the areas they serve as priority. The need for welsh language 

skills should be clearly identified by professional grouping in each Health Board’s 

IMTPS. This in turn should be reflected by the Welsh Government in the education 

commissioning process.  

 
42. Education is the key to the future delivery of the service. The development of 

modules and courses in the Welsh language in higher education nursing would 

encourage the development and the production of a linguistically confident and 

competent workforce. Also important is the development of general awareness of 

bilingual care practice for all healthcare professionals at university and in NHS 

induction processes.  

 

43. Strengthening Welsh language services in healthcare will improve patient 

outcomes. It will improve the patient experience. It will ensure that nursing services 

in Wales are at the forefront of best practice and innovative research with 

intentional application for our profession.  

 

3.3  The urgent need for District Nurses  
 

44. The numbers of registered nurses working in NHS community settings has 

increased in recent years. Despite this general increase the numbers of District 

Nurses have not only failed to increase but are sharply falling. 
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45. The graph above also shows the sharp and rapid drop in the numbers of District 

Nurses in Wales. In 2015 there were only 412 recorded at a national level as 

working in Community Services in Wales. This is alarming and should be of 

serious concern to the Welsh Government.  

 

46. In 2008 the model of education for the specialist nursing qualification in district 

nursing switched from full-time to 6 modules which could be studied separately. 

This arrangement was more flexible both for the nurse and the needs of the NHS. 

However the RCN was sceptical that nurses would not be supported to take all 6 

modules and so to achieve the full qualification. This concern has proven justified.  

 

47. The District Nurse qualification recognises a very high level of knowledge, skill and 

practice in a generalist field. It is a specialism in general community nursing. These 

nurses are the experienced pinnacle of a community nursing team providing clinical 

supervision and leadership.  

 

2011 2012 2013 2014 2015 2016

Full DN Qualification 26 20 31 24 41 41

DN modules 50 100 172 163 123 123

District Nurses 693.4 665.8 583.5 516 412.3
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Fig. 3 District Nurses and Welsh Government Commssioned District 
Nursing Education (Statistics Wales and Welsh Government)  

Pack Page 63



Sustainability of the Health and Social Care Workforce  

Submission from the Royal College of Nursing Wales, September 2016  

17 

 

48. Some leading voices in the nursing profession have expressed a desire to 

modernise the educational curriculum for this qualification. The Royal College of 

Nursing would welcome discussion on this point but it cannot be used as an excuse 

for this decline. The RCN believes the Welsh Government should strengthen 

the District Nursing service in Wales.  

 

3.4  The need for Children’s Nurses  
 

 

 

 

49. Children’s Nurses are one of the four fields of nursing (adult, child, mental health 

and learning disability). Children’s nurses work with people from birth to the age of 

16, or 18 if the young person has a disability. Children’s nurses work in a variety of 

areas including neonatal units, acute children’s wards, emergency units, out-

patient departments, safeguarding, looked after children, child and adolescent 

mental health services, school nursing, community settings which include special 

schools and continuing care teams. Children’s nurses are a small group within the 

wider fields of nursing and often it is assumed that any registered nurse is 

sufficiently prepared to care for children and young people.  

 

50. There are now historical low numbers of children’s nurses in Wales. While 

adult nursing, mental health nursing and other health professions have seen 

2009 2010 2011 2012 2013 2014 2015

FTE Childrens Nurses in NHS 296 250 260 237 210 207 199

No of Welsh Government
Commissioned Student Places for

Chilrens's Nurses
97 96 98 64 104 105 100
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Fig. 4 Childrens Nurses (Statistics Wales) 
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welcome increases in pre-registration training places in Wales, children’s nursing 

education has remained static and does not support the future workforce 

requirements. Current workforce planning for children’s nursing across Wales does 

not take into account the number of potential registrants due to retire or the 

reconfiguration of services. 

 

51. This shortage of children’s nurses is particularly damaging in neonatal nursing and 

in the community. Traditionally children’s nurses worked in the hospital on 

children’s wards. When children were very sick they were cared for in the hospital 

environment. Today advances in technology and medicine allow more children to 

be cared for in the home and for children and young people to live more 

independently with chronic conditions. This requires support from children’s nurses 

based in the community yet very few children’s nurses are based in community 

nursing teams.  

 
52. Children’s Nurses, rather than midwives are also increasingly making up the 

neonatal nursing workforce. (Neonatal nursing qualifications are post registration 

specialist qualifications). In July 2016 Bliss published a report in Welsh neonatal 

services in Wales. 2016: time for change11  Bliss’ research shows that services for 

premature and sick babies in Wales are facing critical staffing shortages, leaving 

many neonatal units unable to meet national standards for safe, high quality care. 

Eight out of ten units did not have enough nurses to staff all of their cots, leading 

to nearly a quarter of all emergency transfers taking place due to a shortage of 

staffed cots rather than health need, putting babies at unnecessary risk and adding 

to families’ stress and worry.  

 

53. Investment and leadership from the Welsh Government will be essential to tackle 

the staffing shortages that have left neonatal units falling far short of the All Wales 

Neonatal Standards. This must be directed towards a significant increase in the 

number of child branch nurses, which is essential to close the neonatal nursing 

gap that exists in Wales.  

                                                 
11 http://www.bliss.org.uk/News/services-for-waless-sickest-babies-under-pressure  
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Section 4 Nursing Recruitment and Education  
 

 

 

54. In order to provide the future workforce needed for the NHS in Wales, it is crucial 

that there are sufficient numbers of nursing students entering the profession. The 

graph above shows a sharp decline in nursing student numbers between 2009 and 

2012. This shortfall subsequently caused great pressure on the NHS in Wales 

between 2012 and 2015. There was additional expenditure on international 

recruitment for nurses and a marked increase in spending on agency nursing (see 

section 1.3 for more information). The graph also shows a sharp increase in the 

number of student nurses places commissioned by the Welsh Government in 2015 

and 2016. This increase is much needed ad welcomed.  

 

55. It would be helpful if the Welsh Government would ensure the numbers of pre-

registration student nurses commissioned is maintained at the right level to meet 

workforce requirements rather than the ‘boom and bust’ cycles previously seen. 

 
56. There has been some discussion in recent years of moving the education 

commissioning function to an external body to some degree ‘independent’ of Welsh 

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016

Pre-registration Nursing
Students

1,079 1095 1,179 1,070 1,035 919 1011 1053 1283 1418
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Government. The Royal College of Nursing has a cautious response to this 

proposal and a number of concerns. Unlike the situation in England with highly 

autonomous Trusts, ‘health devolution’ in regions and the commissioning of 

services form various providers, the Welsh NHS remains at the moment a 

nationally consistent service with the majority of services directly provided by the 

NHS. One of the purposes of a democratically elected Welsh Government is to set 

national health policy and ensure high standards in a nationally run and nationally 

accountable health service. Without control of the workforce planning process it is 

difficult to see how the Welsh Government can be accountable for either or deliver 

on either.  

 
57. Secondly although improvements in scrutiny and wider input of advice are needed 

into the current system of workforce planning it must not be forgotten that this 

system is vastly improved from the last Committee Inquiry of 2007 nearly a decade 

ago. The Welsh Government has driven this improvement, attempting to make 

workforce, service and financial planning integrated, longer term and compatible 

with national policy whilst dramatically improving the quality of the data available.  

 
58. There is no indication that any of these improvements would have taken place if 

workforce planning for health care had remained solely the domain of the NHS in 

Wales.   

 

59. Student nurses spend three years (and these years consist of 42 working weeks 

and not the traditional academic calendar year) undertaking the nursing degree 

course (fields of practice are Adult, Child, Learning Disability and Mental Health) 

spending 50% of their time on practical placements often on an NHS ward. On 

these placements student nurses are working full-time but with no income.  

 
60. Finding sufficient high quality educational placements for nursing students, 

particularly when there is a need to increase numbers, is always a challenge. 

Placements require mentors who can teach and supervise students and students 

must not be counted as part of the regular workforce team – they are 

‘supernummery’.  
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61. The Royal College of Nursing is keen to work with the Welsh Government, NHS 

and Universities, to increase the number of educational placements in the 

community. More imaginative placements could be in community teams, 

particularly in care homes, the independent sector or even directly supporting 

carers in their home. As well as expanding the number of placements and thus 

student numbers, this type of placement would meet the need to provide students 

with encouragement and experience in the sector where most of the future care 

will be delivered.  

 

62. Research in 2014, conducted across nine European countries, found that a better 

educated nursing workforce reduced unnecessary deaths. Every 10% increase in 

the number of Bachelor’s degree educated nurses within a hospital is associated 

with a 7% decline in patient mortality.12 

 

63. The average age of a nursing student in the UK is 29 and they are far more likely 

to have caring responsibilities. An RCN survey found that 31% had dependent 

children, 10% were single parents and 23% were caring for a sick, disabled or 

elderly relative.13  

 

64. Nursing students in Wales currently receive a bursary from the Government to 

allow them to pursue their studies. The UK Government recently announced the 

abolition of the student nurse bursary in England. This increases the risk of poverty 

for nursing students and may discourage people from this career option. Wales 

currently has the lowest attrition rate for nursing students in the UK. It seems foolish 

to jeopardise this.  

 
65. In addition removing the bursary destabilizes the funding of higher education 

nursing funding and removes the ability of the Government to nationally plan the 

workforce. Serious questions remain about this option – e.g. nursing students 

spend the last 3 months of their degree rostered on to the NHS working full-time. 

How will this be paid or is the Government seriously expecting students to pay for 

                                                 
12 http://www.kcl.ac.uk/nursing/newsevents/news/2014/degree-educated-nurses-can-reduce-hospital-
deaths.aspx  
13 RCN response to the UK Department of Health consultation Changing how healthcare education is funded  
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the privilege of working 12 hours shifts with little control over hours? Will 

universities still be expected to arrange placements? The administration of this is 

one of the many reasons why nursing education is costly to provide.  

 
66. In contrast the Scottish Government has announced its intention to keep the 

student nursing bursary.  

 

67. The RCN believes that Wales should examine ways to widen access to the nursing 

profession. Other objectives should be to ensure that national workforce planning 

can continue and that the high quality of nursing education in Wales remains.    

RCN Wales has recently published The Future of Nursing Education in Wales 

This document outlines a strategic vison for widening access equitably and 

sustainably to nursing education in Wales.     

 

Section 5 Nursing Retention  
 

68. Nurses in Wales often do not feel valued by the NHS or Government. This is partly 

related to pay (which has not kept pace with inflation in recent years) but also other 

factors including long hours or hours over which nurses have little control and poor 

access to continuous professional development. However nothing impacts more 

negatively on the nursing profession than feeling unable to provide a high standard 

of care. The graph below shows the relationship between nursing morale and being 

‘too busy to provide the level of care I would like’.   
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69. There has been a 14% real terms fall in nursing pay since 2010. A newly qualified 

nurse in Wales currently earns £21,909. This is £8091 less than the UK 

median graduate salary. 20% of Nurses and HCSWs have taken another job to 

make ends meet. Many rely on additional unsocial hours payments for income or 

to cover caring responsibilities.    

 

 

0

10

20

30

40

50

60

70

80

90

2009 2011 2013 2015

Fig. 6 Nursing Morale in Wales (2015 RCN Employment 
Survey) 
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70. Professional development and learning does not and must not stop at registration. 

It is a fundamental career-long requirement for every nurse.  It is a requirement for 

successful revalidation by the Nursing and Midwifery Council. Continuing 

Professional Development (CPD) is essential for patient safety and clinical 

effectiveness, and is one tool used by the nursing profession to ensure that the 

highest standards of practice are promoted and maintained.   

 

71. Improving access to CPD is also an important way of showing how the nursing 

profession is valued and improving morale. Doctors, for example, have access to 

CPD as part of their contracts. Yet many nurses and midwives in the NHS find it 

very difficult to take time out from the clinical environment to develop their skills – 

or even to complete mandatory training. 

 

 

72. Investing in nursing, through a fair pay agreement, good terms and 

conditions and access to continuous professional development will benefit 

people receiving care 
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A Response 

Health, Social Care & Sport Committee’s inquiry into the 
sustainability of the health and social care workforce

9 September 2016

Contact Details:
Russell Goodway
Chief Executive
Community Pharmacy Wales
3rd Floor, Caspian Point 2
Caspian Way
CARDIFF, CF10 4DQ
Tel: XXXXXXXXXXXX
E-Mail XXXXXXXXXXXXXXXXXXX

__________________________________________________________________________

CPW agrees that the content of this response can be made public. CPW are happy to provide 
further information as required by the Committee either by additional written or oral evidence or 
to facilitate a Committee visit to a community pharmacy. CPW welcomes communication in either 
English or Welsh.
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Part 1:  Introduction

1. CPW is the only organisation that represents all 716 community 
pharmacy contractors in Wales. It works with Government and its 
agencies, such as local Health Boards, to help protect and develop high 
quality community pharmacy based NHS services and to shape the NHS 
Community Pharmacy Contractual Framework (CPCF) and its associated 
regulations. It is the body recognised by the Welsh Assembly 
Government in accordance with Sections 83 and 85 National Health 
Service (Wales) Act 2006 as ‘representative of persons providing 
pharmaceutical services’.

2. CPW represents a network of of community pharmacies across Wales 
which provide essential and highly valued health and social care services 
at the heart of local communities. Community pharmacies operate in 
almost every community across Wales, including in rural communities, 
urban deprived areas and large metropolitan centres. It is currently 
estimated that on an average day the network of community pharmacies 
across Wales will, between them, deal with more than 50,000 individual 
patients.

Part 2:  Priorities for the Committee

3. CPW believes community pharmacies have a major role to play in 
contributing to a sustainable health service in the future. Despite 
widespread recognition of the massive potential of the community 
pharmacy network across the political and health professional spectrum, 
for reasons unknown it remains a hugely under-exploited healthcare 
asset, with a wide variation in commissioning of community pharmacy 
based services across Wales. Although CPW understands the need for 
planning care locally, we feel there is a need for the development of core 
services available from every community pharmacy in Wales in order to 
increase the awareness and confidence of the general public in relation to 
the full range of community pharmacy based services in order to reduce 
pressures elsewhere in the primary and secondary care sectors.  

Pack Page 76



21/09/2016

4

Chronic Conditions Support:

Respiratory disease is the cause of one in seven deaths in Wales. Studies have 
shown that the majority of patients prescribed inhalers have poor inhaler 
technique and are therefore not getting the full benefit of their medication. A 
community pharmacy based Respiratory Enhanced service has been developed 
in several Health Board Areas. These services support patients to understand 
their medication and how to use it and have been shown to improve patient’s 
disease control, thereby reducing additional costs to the NHS as well as the 
patient’s quality of life.

An additional service has also been developed and piloted in Powys where 
COPD patients were supported through a community pharmacy to self manage 
their condition, this service led to a 77% reduction in GP appointments 
compared to the previous year and a 24% reduction in steroid and antibiotic 
usage over the same period.

Similar services could be developed to support patients with other chronic 
conditions to self care and self manage their conditions.

4. Community pharmacies could make a significant contribution to releasing 
GP colleagues to focus on those patients that really do need to be seen by a 
doctor. For example, community pharmacy based common ailments 
services and emergency supply services can reduce the pressure on GP 
practices by releasing the need for these patients to otherwise require 
appointments. Chronic conditions management services and associated 
medicines management services can support people to live with a condition 
which could otherwise result in the requirement of hospital admission and 
treatment. This will also help to reduce the number of expensive hospital 
beds and secondary care treatments needed to support an ageing 
population. An important part of the development of these services would 
also be a relaunch and re-focus of the under-utilised “batch” prescribing 
service which forms part of the current community pharmacy contract as 
the Repeat Dispensing Essential Service.   Taken together, these measures 
could have a significant impact on the GP practice workload.

Repeat Dispensing Implementation:

Two thirds of prescriptions issued in primary care are repeat prescriptions. These 
repeat prescriptions account for nearly 80 per cent of NHS medicine costs for 
primary care. The management of these prescriptions and the time involved in 
processing them can be significant. 

There are over 30 million repeat prescriptions generated every year – equivalent 
to an average of more than 200 per GP per week. It is estimated that approx. 24 
million, or 80 per cent, of all repeat prescriptions could eventually be replaced 
with repeat dispensing or “batch” prescribing; this could save 0.2 million hours 
of GP and practice time. 
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5. Community pharmacy services could be further transformed by utilising 
community pharmacist’s skills in medication adherence and reducing 
polypharmacy.

Community Pharmacy Independent Prescribers:

Each day numerous GP appointments are taken up by patients with 
uncomplicated minor acute conditions and minor ailments.  In addition, a 
number of these appointments have already been signposted to the GP 
surgery from the local pharmacy, for patients needing to obtain a 
Prescription Only Medicine for a minor ailment. 

This multiple step process means that the patient may have seen a 
healthcare professional on 3 or 4 occasions to finally obtain a single 
treatment for a minor ailment or acute condition.

By training a local community pharmacist to assess and prescribe treatment 
for minor ailments and acute conditions, a patient could be dealt with at 
first contact with the pharmacy.  In addition, it would be possible for the 
surgery or other healthcare professionals to signpost straight to the local 
pharmacy thereby reducing the demand for GP appointments. This would 
release significant GP time, reduce GP and practice workload and enable 
GPs to see other and higher priority patients.  Patients would have improved 
access and service, but would also benefit from preventative advice and 
potentially wider services that could eventually be offered through local 
pharmacy.

6. The workload of some hospital based services and GP services could also 
benefit from using the capacity of the community pharmacy network to 
triage and signpost patients to the most appropriate health care 
professional. Making community pharmacies the first port of call for 
patients accessing NHS services would make a massive contribution to the 
delivery of a prudent healthcare regime. 

7. CPW welcomes the integration of health and social care services and would 
like to seek to understand what opportunities there are for community 
pharmacies to work closer with social care to support the development of 
domiciliary care medication support to preserve a patient’s independence 
and allow them to remain in their own home. Community pharmacy 
services are currently only commissioned through Local Health Boards but 
local authorities too could benefit from the support that community 
pharmacy could provide to those in receipt of social services care. 

8. CPW believes that hospital discharge and outpatient services could benefit 
from the dispensing of related hospital prescriptions in a community 
pharmacy.  This could make a significant contribution to releasing capacity 
in hospital based pharmacy services as well as leading to significant 
improvements in releasing hospital beds and in the overall patient 
experience. 

9. CPW understands the importance that primary care clusters have in 
transforming primary care. CPW would like to see the role of all primary 
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care contractors as an integral part of primary care clusters. Community 
pharmacy contractors can significantly support the primary care agenda 
helping to support the long-term sustainability of primary care by using 
pharmacists’ skills and abilities according to the prudent healthcare 
principles and releasing capacity in GP practices and in A&E departments. 
Community pharmacies have the largest daily footfall of all the stakeholders 
within a primary care cluster and as such should have a significant role to 
play in relation to supporting the health and wellbeing needs of the local 
community they serve. However, to date the integration of community 
pharmacy within the 64 primary care clusters across Wales has been 
variable and in the majority of cases is unfortunately so far non-existent.

Integration with other Health Care professionals:

Patients requiring treatment for eye conditions that are seen by an 
optometrist require referral from the optometrist to the GP to obtain a 
prescription that will then require to be taken to the pharmacist for 
dispensing. CPW believe that this doesn’t fit with prudent healthcare 
objectives and is working with an LHB to develop a service that will allow the 
community pharmacy to provide treatment under the NHS following a request 
from an optometrist.

The development of the Common Ailments service (CAS) has also developed 
closer working relationships between health care professionals and has seen 
GPs and optometrists both referring to community pharmacy and vice versa. 
An example given by a pharmacist in Gwynedd is of a patient referred by the 
GP surgery to the pharmacy for treatment for an eye condition under CAS 
where it became clear that the condition wasn’t a simple condition, the 
patient was referred to an optician through the Wales Eye Care Service, who 
then referred direct to hospital as the patient was suffering a serious eye 
infection.

10. CPW is aware of the various on-going work streams currently being 
undertaken across Welsh Government and NHS Wales and in particular 
regarding the recruitment and retention of healthcare professionals.  CPW 
believes that there is an urgent need to explore how the existing capacity of 
the Wales based community pharmacy network might contribute to the 
delivery of NHS services to inform the scale of the recruitment and 
retention challenges across the NHS.  To that end CPW would seek 
representation on all the working groups to help inform their discussions 
and deliberations. 

Part 3:  Conclusion

11. CPW is pleased that the Committee is seeking to understand the challenges 
facing NHS Wales in securing a sustainable workforce across all sectors. 
The report produced by the committee in the fourth Assembly set out a 
series of recommendations which, if implemented in full, would increase the 
contribution that community pharmacy could make to the NHS and which 
would impact upon the workload of other healthcare professionals which 
could have a significant and positive influence on achieving the sustainable 
workforce to which all NHS service providers aspire. 
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Inquiry into the sustainability of the 
health and social care workforce 

RCP Wales response 
 
Key points 
 
The RCP has identified several key priorities for the NHS workforce in Wales:  
 

 Develop a national medical workforce and training strategy. 

 Show national leadership on the balance between service and training.  

 Focus on addressing recruitment and training challenges.  

 Increase the number of medical school places offered to Welsh domiciled students.  

 Improve the support available to junior doctors in rural areas.  

 Encourage health boards to implement the RCP Future Hospital workforce model.  

 Legislate on safe staffing levels. 

 Ensure that future changes to medical training are reflective of the needs of patients. 

 Develop and embed other clinical roles in the NHS workforce.  

 Invest in research and innovation, locally and nationally.  

 Invest in data collection about the health and social care workforce.  

 Make staff health and wellbeing a national priority. 
 
For more information, please contact:  
 
Lowri Jackson 
RCP senior policy and public affairs adviser for Wales 
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 Royal College of Physicians (Wales) 
Baltic House, Mount Stuart Square 

Cardiff CF10 5FH 
 

 www.rcplondon.ac.uk/wales 
Health, Social Care and Sport Committee 
National Assembly for Wales  
Cardiff CF99 1NA 

 
From the RCP vice president for Wales  

O’r is-lywydd yr RCP dros Gymru 
Dr Alan Rees MD FRCP 

 
  
SeneddHealth@assembly.wales From the RCP registrar 

O’r cofrestrydd yr RCP 
Dr Andrew Goddard FRCP 

 

 
09 September 2016 

  

Inquiry into the sustainability of the health and social care workforce 
 

1. Thank you for the opportunity to respond to your consultation on the National Assembly for 
Wales committee inquiry into the sustainability of the health and social care workforce. Our 
response is based on the experiences of our fellows and members.  

 
2. The Royal College of Physicians (RCP) aims to improve patient care and reduce illness, in the UK 

and across the globe. We are patient centred and clinically led. Our 33,000 members worldwide, 
including 1,100 in Wales, work in hospitals and the community across 30 different medical 
specialties, diagnosing and treating millions of patients with a huge range of medical conditions. 
Involving patients and carers at every step, the RCP works to ensure that physicians are 
educated and trained to provide high-quality care. 

 
3. Good care in the future depends on good training now, and medical education and training 

must be prioritised when designing health services. The Welsh Government must work with NHS 
bodies and the Wales Deanery to develop a national medical workforce and training strategy 
which ensures that staff are deployed and trained effectively, now and in the future. 

 
We need to state what a catastrophic place we are in with regard to workforce 
in the NHS in Wales at present. Medical staff recruitment problems are 
threatening the existence of many hospitals and general practices in Wales. We 
need to train more doctors and nurses in Wales with the aim of retaining them 
to work in Wales. The tension between service and training needs to be 
addressed by developing a national workforce strategy. 

[Consultant physician in Wales] 
 

4. Workforce planning must be a key priority during the entire process of service reconfiguration. 
Internal medicine must be valued and urgent action taken to ensure that more physicians 
contribute to the acute take. Trainee and medical undergraduate numbers must be increased, 
and junior doctors and medical students must be supported and encouraged to stay in Wales by 
offering them innovative new training pathways, an improved workload, and more 
opportunities to take part in clinical leadership and quality improvement programmes. 
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5. Wales needs a mature conversation about a future vision and a new way of working for the NHS 
in Wales. It is important that future investment into the health service does not go towards 
propping up the old, broken system. The Welsh Government must promote innovative models 
of integration and introduce shared budgets that establish shared outcomes across the local 
health and care sector. Spending money on the existing system will not change anything in the 
long term; health boards must invest in prevention and treatment of chronic conditions and 
allow clinicians to innovate.  

 
6. Those living in rural and remote areas must not be forgotten either; it is these areas where the 

crisis in primary care is hitting hardest, and where a new ambitious model of care has the most 
potential. All of this will need a drastic change in mind-set, stronger clinical leadership and 
engagement, and more joined-up thinking between primary, secondary, community and social 
care teams.  

 
7. The RCP has identified several key priorities for the NHS workforce in Wales:  

 
> Develop a national medical workforce and training strategy. Good care in the future depends 

on good training now. Service planners must make medical education and training a priority 
when designing health services. Health boards should review existing service planning 
arrangements to ensure that they do not threaten the sustainability of the medical workforce, 
especially in rural and remote areas.  

 
I do not think that the Welsh Government has a vision for service or workforce. 
There are quite a lot of meetings and working parties but no clear vision that 
everyone can articulate and support.  [Consultant physician in Wales] 
 

> Show national leadership on the balance between service and training. The Welsh 
Government, health boards and the Wales Deanery must acknowledge the delicate balance 
between service needs and training issues. Every hospital in Wales depends on its trainees and 
there are huge implications when a unit loses its training status. Physicians working in rural and 
remote hospitals should be supported by colleagues working in other hospitals, not only with 
service provision, but also with teaching time. Hospitals across Wales should work as a 
collection of formal, structured alliances operating hub-and-spoke, or integrated care, networks. 
Politicians must show national leadership and support innovative solutions to keep these units 
sustainable.  

 
There is too much pressure on front line staff so people leave. This is currently 
made worse by increasing demand – population growth, people getting older. 
The other major problem is fewer staff, due to vacant posts which we cannot 
fill. It is not exactly lack of funding – more that we lack people coming out of 
training that we could employ.  [Consultant physician in Wales] 

 
> Focus on addressing recruitment and training challenges, particularly in north and west Wales. 

The number of medical undergraduate and core medical training (CMT) posts in Wales should 
be increased. Rota changes should allow trainees to work within the same teams for a block of 
time, to improve continuity of care and enhance training and learning on the job. For those 
hospitals with poor trainee feedback, CMT roles should be timetabled to ensure clinic time and 
dedicated teaching time. Health boards must also recognise the risk to the service of losing 
those consultants who are nearing retirement, and act to retain these senior physicians and 
their knowledge and experience for as long as possible, especially in more remote hospitals.  
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The main [problem] is the lack of training places in nursing and medicine.   
[Consultant physician in Wales] 

 
> Increase the number of undergraduate medical school places offered to Welsh domiciled 

students. It is also crucial that Wales makes a more concerted effort to attract its own students 
to medical school in Cardiff and Swansea. These students are more likely to stay in Wales for 
their postgraduate training, and if they do leave, they are more likely to return home 
afterwards. Only 30% of students in Welsh medical schools are Welsh domiciled. This compares 
to 55% in Scotland, 80% in England and 85% in Northern Ireland.1 Medical schools must offer 
more undergraduate places to Welsh domiciled students in order to grow and retain a home-
grown workforce, and they should invest in outreach programmes which encourage applications 
from rural, remote and Welsh speaking communities.  

 
> Improve the support available to junior doctors in rural areas. The rota gaps in many smaller, 

rural hospitals in Wales can result in isolated working for junior doctors. They also mean that 
there is not enough face-to-face consultant teaching time for some trainees. Training pathways 
specialising in rural and remote healthcare should be developed in Wales and advertised across 
the UK to encourage the best trainees to apply. To recognise how healthcare will change in the 
coming years, these rural training jobs should be built around the integrated patient journey, 
and made more attractive through new opportunities to gain postgraduate qualifications or 
formal experience in service improvement or leadership roles.  

 
> Encourage health boards to implement the RCP Future Hospital workforce model. Hospitals 

should move towards a 7-day consultant presence – this will require a more even distribution of 
the acute take between the medical specialties, as well as an increase in the number of internal 
and acute physicians working in Wales. Integrated working and shared outcomes with health 
and social care partners should be the norm; physicians and medical teams should spend part of 
their time working in the community in order to deliver more specialist care in, or close to, the 
patient’s home.  

 
> Legislate on safe staffing levels. The RCP has supported safe nursing staffing legislation in the 

National Assembly for Wales, and we would support this legislation being extended to other 
health professionals, where appropriate. Nursing and medical staffing data must be made 
publicly available and easily accessible, and should be displayed in every ward on a daily basis.  

 
> Ensure that future changes to medical training are reflective of the needs of patients. In the 

future, we will need more doctors with general medical skills to care for the increasing numbers 
of patients coming to hospital with multiple medical conditions, particularly frail older patients. 
However, training a good doctor who can provide generalist care as well as specialist expertise 
will require adequate time. This is why the RCP supports the expansion of general medicine, the 
dual accreditation of physicians at Certificate of Specialty Training (CST) level, and an increase of 
flexibility in training, and we urge action in these areas. We will oppose any shortening of 
training time for physicians, which would compromise both the quality and the safety of care.  

 
> Develop and embed other clinical roles in the NHS workforce. Excellent patient care depends 

on cohesive, organised and well-resourced team working. Staff and associate specialist grade 
posts in Welsh hospitals should be encouraged, and these doctors should be supported in their 
career progression. The roles of advanced nurse practitioner and physician associate should be 

                                                
1
 NHS Education for Scotland. Domicile of UK undergraduate medical students. March 2013 
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developed as core members of the clinical team. However, any increase in staffing numbers for 
these posts should not be at the expense of consultant expansion. 

 
> Invest in research and innovation, locally and nationally. There should be national investment 

in innovation and new technologies, which have the potential to revolutionise care and to 
position Wales as a world leader. Academic research should be considered when planning and 
delivering health services. All health boards should receive a regular report of research activity, 
and hospitals should be publicly supported to build a culture of research and allow their staff 
time out of service for research. Mandatory reporting of research findings should be established 
to share intelligence. Patients should be given the opportunity to participate in ongoing research 
activity and should also be involved in setting research priorities.  

 
We do not have any accurate picture of the NHS workforce in Wales.  Whatever 
data there is does not seem to be shared.  [Consultant physician in Wales] 

 
> Invest in data collection about the health and social care workforce which would provide a 

robust evidence base for future medical recruitment strategies and campaigns. We need to 
better understand the drivers for recruitment and retention. Not enough research has been 
done so far, and too many decisions are based solely on anecdotal evidence about why we 
cannot recruit trainees and consultants to work in the Welsh NHS.  

 
As for having enough data about the workforce – despite making lots of 
assumptions and interventions, I don't feel we know both why trainees make 
decisions about specialty and location in Wales, plus why the perceived morale 
among junior doctors is so low. [Trainee physician in Wales] 

 
> Make staff health and wellbeing a national priority. The Welsh Government should invest in 

the health and wellbeing of its NHS workforce by implementing National Institute for Health and 
Care Excellence (NICE) public health guidance for employers on obesity, smoking cessation, 
physical activity, mental wellbeing and the management of long-term sickness. Staff 
engagement and wellbeing are associated with improved patient care and better patient 
experience.16–19 The Welsh Government should consider staff health and wellbeing as part of 
the proposed national medical workforce and training strategy, and promote national sharing of 
good practice on staff health and wellbeing.  

 
If you have any questions about this response, or the work of the RCP in Wales, please contact Lowri 
Jackson, RCP senior policy and public affairs adviser for Wales, at .  
 
With best wishes,  
 

   
 
Dr Alan Rees     Dr Andrew Goddard   
RCP vice president for Wales   RCP registrar   
Is-lywydd yr RCP dros Gymru  Cofrestrydd yr RCP  
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Priorities for the Health, Social Care and Sport Committee

Inquiry into the sustainability of the health and social care workforce.

Introduction

WIHA (the Welsh Independent Healthcare Association) is the representative association of 
the majority of independent acute, mental health and learning disability hospitals/units in 
Wales. 

WIHA is pleased to contribute to the Committee’s initial, broad piece of evidence-gathering 
to help understand what the key workforce issues are across the health and care sector. We 
recognise that planning around workforce issues is a critical consideration if Wales is to be 
able to provide prudent and efficient health services to its population in the decades ahead. 
WIHA was pleased to note that the Committee is obtaining evidence of the sustainability of 
the workforce. 

Responses   

 Do we have an accurate picture of the current health and care workforce? Are there 
any data gaps?

o There is a potential gap as current Independent Sector workforce data may not 
have been taken into account. The WIHA members submit annual workforce 
data projections to the workforce team at the Welsh Government and are 
represented on the wider stakeholder Strategic Education Development Group.

o WIHA will be happy to submit more detailed aggregated workforce data and 
would welcome an opportunity to work with the Committee.

 How well-equipped is the workforce to meet future health and care needs?
o Independent Sector providers are carrying out their own workforce planning 

exercise and it is clear that the aging workforce is going to have a detrimental 
effect within health care within the next 5 to 10 years unless more student nurses 
are trained, specifically within the theatre environment.  The area which is 
experiencing continuous difficulty are theatres and this will continue unless 
attention is given to this specialised area.

WIHA has a constructive relationship with parts of the Welsh Government, in 
particular the Chief Nursing Officer, with whom we have twice yearly meetings. 
On the whole, the Welsh Government understands the contribution of 
independent mental health, learning disabilities and acute hospitals. However, 
WIHA has experienced some difficulties in engaging with certain sections of the 
Welsh Government in terms of workforce issues.

Pack Page 87



3

 What are the factors that influence recruitment and retention of staff across Wales? 
This might include for example:
1. the opportunities for young people to find out about/experience the range of NHS 

and social care careers;
2. education and training (commissioning and/or delivery);
3. pay and terms of employment/contract;

WIHA members already offer clinical placements to student nurses and allied 
health professionals and would welcome the opportunity to develop more places. 

o Independent hospitals also offer a range of education and career development 
opportunities for staff. The booklet Career Opportunities in Independent Hospitals, 
produced by the UK-wide Association of Independent Healthcare Organisations 
(AIHO) highlights these.

9 September 2016

For further information, contact:

Lene Gurney or Disa Young
Secretariat
Welsh Independent Healthcare Association
c/o AIHO
1 King Street
London EC2V 8AU

T: XXXXXXXXXXX
E: XXXXXXXXXXXXXXXXXXXX 

T: XXXXXXXXXXX
E: XXXXXXXXXXXXXXXXXXXX

Pack Page 88

http://aiho.org.uk/policy-and-publications/aiho-publications?view=docman
mailto:lene.gurney@aiho.org.uk


WF 09
Ymchwiliad i gynaliadwyedd y gweithlu iechyd a gofal cymdeithasol
Inquiry into the sustainability of the health and social care workforce
Ymateb gan: Coleg Brenhinol y Meddygon o Caeredin 
Response from: Royal College of Physicians of Edinburgh 

Pack Page 89



The National Assembly for Wales

Inquiry into the sustainability of the health and social care workforce

Response from the Royal College of Physicians of Edinburgh

1. The Royal College of Physicians of Edinburgh (RCPE) is an independent clinical standard setting 
body and professional membership organisation, which continually aims to improve and maintain 
the quality of patient care. Founded in 1681, we support and educate doctors in the hospital sector 
throughout the UK and the world with over 12,000 Fellows and Members in 91 countries, covering 
30 medical specialties.

2. Workforce planning: The RCPE supports increased availability of consultant-delivered care, 
including at evenings and weekends, where there is potential to improve quality of care for patients 
with the appropriate staff and services in place. It is essential that an evidence-based approach to 
extended working is taken, recognising the importance of a multi-professional approach and an 
appropriately phased implementation. This cannot be delivered without additional resource, 
increased medical staffing, clinical time, and increased support from services such as radiology; 
pathology and allied health professionals (AHPs).

3.  Collaboration is vital between the Government and clinicians to build upon the emerging 
evidence in this area, such as the findings of the RCPE’s expert workshop on extended working. The 
medical workforce faces a number of challenges and the RCPE recognises the need for safe and 
sustainable staffing levels throughout the NHS. We need to ensure that we continue to recruit and 
retain a world class workforce to deliver the best possible patient care (1). The RCPE is committed to 
working with the Welsh Government and other allied organisations to address issues around 
recruitment and retention such as consultant vacancies, rota gaps and trainee attrition rates, as a 
matter of priority. We are also committed to working with partner organisations to promote 
innovative ways of working in the NHS. The roles of Physician Associates, Advanced Nurse 
Practitioners and other examples of physician extenders should be further examined to create a 
workforce fit for the future.

4.  Political parties must commit to developing and implementing minimum staffing levels for all 
professions within hospital settings, based upon best evidence (2), along with improved workforce 
planning which reassesses the size and structure of the consultant workforce taking account of such 
changes as the rise of part-time working, extended working, and the needs of an ageing population.

5.  The College is committed to promoting the highest clinical standards and implementation of 
robust, evidence-based medical practice. Standards must be measurable and the associated scrutiny 
proportionate in order to be effective. Improving patient flow across health and social care remains 
vital in this regard, both in terms of patient safety and quality improvement (3). Patients must be 
treated in the right place, and as quickly as possible. This requires the right numbers of staff and mix 
of skills across health and social care.

6. Training: Excellent training is essential to provide excellent patient care. Doctors in training 
provide a significant level of core hospital services and care, and are key in identifying concerns in 
service provision and standards of patient care. Our trainees will become future NHS leaders and the
RCPE is committed to supporting them throughout their careers.

7.  The RCPE calls for the incoming Government to ensure that: UK wide training standards, as 
regulated by the GMC, must be met throughout Wales; development of Shape of Training should be 
conducted in Wales with input from the RCPE and implementation must be appropriately evaluated; 
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medical Royal Colleges need to be able to devise curricula according to patient need, independent of 
government involvement; training and service are inherently linked and both must be supported in 
order to deliver high quality patient care. Full adoption of the RCPE’s Charter for Medical Training (4) 
provides this environment.

8.  All medical units admitting acutely ill patients must be staffed by doctors in training at registrar 
level possessing the MRCP (UK) examination, or equivalent Staff, Associate Specialist and Specialty
(SAS) grade doctors, working under the direct supervision of consultant staff, all on robust and 
sustainable rotas. A healthy working environment must also be ensured by, for example, a zero 
tolerance approach to bullying, harassment or undermining behaviour.

References

1 Academy of Medical Royal Colleges and Faculties in Scotland (Scottish Academy). Learning from Serious Failings in Care. 
May 2015. http://www.scottishacademy.org.uk/documents/final-learning-from-serious-failings-in-care-execsummary-
290615.pdf 
2 Bell D, Jarvie A. Preventing ‘where next?’ Patients, professionals and learning from serious failings in care. J R Coll 
Physicians Edinb 2015; 45: 4–8. http://dx.doi.org/10.4997/JRCPE.2015.101
3 RCPE UK Consensus Conference statement. “Acute Medicine: Improving quality of care through effective patient flow – 
it’s everyone’s business!” 15–16 November 2013.
http://www.rcpe.ac.uk/sites/default/files/files/final_statement_patient_flow_.pdf 
4 RCPE Charter for Medical Training.
http://www.rcpe.ac.uk/policy-standards/chartermedical-training 
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RCPsych in Wales - Previous workforce consultation responses 

The RCPsych in Wales has previously submitted responses to Welsh Government 

consultations on workforce.  These include: 

 Welsh Government – Health Professional Education Investment review 

 Welsh Government (commissioned) - review into the NHS Workforce  

 

RCPsych Workforce Census 

 The RCPsych has recently published the results of its Workforce Census 

 

NHS ten- year plan on workforce  

In March 2015, the minister announced that a 10-year national workforce plan for the 

NHS will be developed, bringing together work already underway, including prudent 

healthcare principles. It will be informed by two areas of work – the primary care 

workforce plan and the independent review of the NHS Wales workforce (see above). 

 

The RCPsych in Wales is pleased to respond to this inquiry by the National Assembly for 

Wales. 

1.  Do we have an accurate picture of the current Health and Care 

Workforce?  Are there any data gaps? 

The RCPsych conducts Psychiatry workforce censuses for Consultants and Staff and  

Associate Specialist Grade Psychiatrists every two years (link above).   

The Royal College of Psychiatrists census was conducted at the end of 2015 and gives a 

snapshot of staffing as of 30 September 2015. We are pleased that nearly 90% of NHS 
trusts/Health Boards responded to the workforce census, up from 79% in 2013. 

Summary of findings 

The detailed findings are set out in the report of the workforce census for 2015 but the 
headlines are: 

 A reported increase in filled consultant posts (up 5.9% from 2013).  

 A gradual and continuing shift towards gender parity in consultant staffing.  

 An ongoing rise in the number of vacant or unfilled consultant posts, concen-
trated in General, CAMHS and Old Age psychiatry, and in the London area.  

 A decrease in the number of filled SASG posts, a reflection of the ongoing recruit-
ment difficulties at that grade.  

Trusts/Health Boards continue to report job plans of above 10PAs as very much the ex-

ception – this almost certainly represents a hidden cut in manpower, taking account of 
the number of vacant posts. 

The long anticipated increase in retirement numbers as a result of pension changes has 

not yet become an eventuality – this is an area that the College, along with others such 

as Health Education England, will continue to monitor and gather intelligence on, to en-

sure that the supply of psychiatrists is sufficient to meet the demand for high quality ser-
vices. 
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Feedback from College Assessors attending Advisory Appointment Committees indicates 

that competition ratios for consultant posts is lower than in other parts of the UK, though 

competition for posts appears to be declining nationally. 

 

 

Competition rates for consultant posts – by applications – by region, since January 2014 

 

Region Competition 

London 6.7 

South East 4.4 

Eastern 4.2 

AVERAGE 4.1 

W Midlands 3.8 

N Ireland 3.3 

Trent 2.9 

North & Yorks 2.7 

South West 2.6 

North West 2.4 

Wales 1.7 

 

 (Source:  RCPsych workforce 2015) 

 

2.  Is there a clear understanding of the Welsh Government’s vision for 

Health and Care Services and the workforce needed to deliver this? 

The RCPsych in Wales was encouraged by the announcement in March 2016 by 

the then Minister of Health and Social Services that a 10- year national workforce 

NHS plan for Wales would be developed.  We responded accordingly to the 

consultation process that lead to this announcement (links above).  

Within its manifesto document, the RCPsych in Wales calls upon Welsh 

Government for development of a National Workforce and Training Strategy 

which places greater emphasis on medical professions that are in recruitment and 

retention crisis such as psychiatry. 

Together for Health (2011) is the Welsh Government’s five- year strategy for the 

NHS in Wales. It aims to address financial problems and other pressures, 

including a rising elderly population, changes in clinical practice, enduring health 

inequalities, an increase in the number of people with chronic illnesses, and poor 

organisational performance.[2]One of the main plans of the Welsh Government 

outlined in the strategy is ‘Workforce Development’. 

                                                           
[2]

 Welsh Government (2011), Together for Health, Cardiff: Welsh Government, p.1 
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The RCPsych in Wales would again stress that the rising elderly population in 

Wales will impact significantly on future services in Older Adult Psychiatry.  There 

is a trend indicating a shortfall of Older Adult and General Adult Psychiatrists in 

Wales. Historical low numbers of Core trainees are now leaving gaps in higher 

training rotations in Wales. Demand forecasts for Consultant Psychiatrists until 

2026 are available in the RCPsych in Wales response to the Review into the NHS 

Workforce 2015. 

 

3. How well-equipped is the workforce to meet future healthcare needs? 

The RCPsych in Wales thinks the current workforce is not well enough equipped to 

meet future healthcare needs.   

In 2011, the NHS in Wales responded to the Strategy by commissioning Marcus 

Longley, Professor of Applied Health Policy and Director of Welsh Institute for 

Health and Social Care, to review the state of NHS. The purpose was to 

determine what factors were influencing changes in service provision, and to 

provide possible solutions. One of the main findings of the report was that ‘Unless 

action is taken quickly, the shortage of medical staff in some services is likely to 

lead to the unplanned closure of those services’. 

There are also barriers to workforce planning within the current Health Board  

structures. These include relatively small numbers of psychiatrists employed by 

each health board especially in smaller psychiatric sub-specialities, limited  
connections between health boards and deanery structures. 

Psychiatry has one of the highest number of locum posts of any specialty in the 

Wales.  This is not sustainable and does not fit the principles of the Prudent 

Healthcare Agenda. 

 

4. What are the factors that influence recruitment and retention of staff 

across Wales? 

The RCPsych (UK) has recently revised its recruitment and retention action plan.  

This document provides a detailed set of initiatives developed to improve 

recruitment and retention across the UK.  

The RCPsych in Wales believes that in order to improve rates of recruitment, 

young people should be targeted at secondary school age and medical schools to 

be well informed of NHS careers.  Work experience, careers fairs and Young 

People’s debates on Mental Health provide young people the experience and 

knowledge to make an informed decision about their future career.  

The RCPsych in Wales has published its Recruitment and Retention Action Plan 

2015 - 2017 and works constantly to improve the rates of recruitment and 
retention in Wales.  We strive to: 

  
 Reduce stigma and promote good mental health within secondary schools 

in Wales.   

 Reduce stigma and promote psychiatry within medical schools in Wales. 

 Ensure high quality and supported training at core and higher level within 

psychiatry in Wales. 
 

Retention of Psychiatrists and trainee psychiatrists is a major issue.  Factors that 

influence this include lack of good quality training experience in some areas, 
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stigma within the medical profession and pressures on services.  Wales 

specifically has issues with rurality and some Health Boards find it difficult to 

recruit to rural posts.   Discussions with members in Wales have highlighted that 

pay is not the major factor in recruitment.  Quality of service provision, support 

services, work-life balance and job satisfaction are seen as priorities. 

The RCPsych in Wales is aware of the impact that the new junior doctor contract 

is having in England.  We are encouraged that no plans to implement such a 

contract have been announced in Wales.  This would lead to a further reduction in 

Recruitment and Retention of psychiatry doctors in Wales.  

It remains to be seen what impact leaving the EU will have on Recruitment and 

Retention in Wales.  The College in Wales will not speculate on this issue. 

  

5. Are there any particular issues in some geographical areas, rural or 

urban areas, or areas of deprivation? 

It has long been documented that there are issues recruiting into some of the 

more rural parts of Wales. Problems that include, for example, training posts that 

require the post holder to travel for 2 hours between appointments.  This is most 

apparent in Powys Teaching Health Board and Hywel Dda Health Board.  Betsi 

Cadwaladr University Health Board also covers a large rural area with lengthy 

distances between hospitals.   

The use of telemedicine has been discussed and is considered a possible solution. 

The Mid Wales Collaborative published   ‘A review of telehealth, telecare and 

telemedicine’ in January of this year. This method would be extremely useful in 

the delivery of training and education between health professionals.  However, 

within the specialty of psychiatry, this form of communication between doctor and 

patient should be approached with caution due to the nature of illness.  

Areas of deprivation (urban and rural) have historically been difficult to recruit to.     

Additionally, the RCPsych in Wales believes that Welsh Language provision should 

be provided for patients where this is requested.  There is a current lack of Welsh 

speaking Psychiatrists in Wales. 

 

Professor Keith Lloyd 

 

 

 

Chair, RCPsych in Wales/President, RCPsych 
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Response from the College of Occupational Therapists: Health, Social Care and Sport 
Committee Inquiry into the sustainability of the health and social care workforce

1. Introduction
1.1.The College of Occupational Therapists is the professional body for occupational 

therapists and represents around 30,000 occupational therapists, support workers and 
students from across the United Kingdom and 1,600 in Wales. Occupational therapists 
work in the NHS, local authority housing and social services departments, schools, 
prisons, voluntary and independent sectors, and vocational and employment 
rehabilitation services. Occupational therapists are regulated by the Health and Care 
Professions Council, and work with people of all ages with a wide range of occupational 
problems resulting from physical, mental, social or developmental difficulties. 

1.2.The philosophy of occupational therapy is founded on the concept that occupation is 
essential to human existence and good health and wellbeing.  Occupation includes all 
the things that people do or participate in. For example, living independent lives in their 
own homes, caring for themselves and others, working, and learning, playing and 
interacting with others. Being deprived of or having limited access to occupation can 
affect physical and psychological health. 

2. Do we have an accurate picture of the current health and care workforce? Are there 
any data gaps?

2.1.Yes, the separation of health and social care workforce data, planning, education 
commissioning and professional development activities prevents full data gathering and 
understanding for the current workforce position. For example, are joint or integrated 
services captured in both NHS and local government) data sets? In the local 
government data (annex 1, below) it is unclear whether data for local government 
includes those in housing departments or is solely from social services. The inclusion of 
figures under social work implies they are social services only, but it is not clear if they 
are only adult social care or if they capture the children’s workforce.

2.2. It is also not possible to identify in which services the occupational therapy workforce is 
delivering. For example, how many occupational therapists work in mental health, or 
with children and young people, in CAMHs, learning disabilities or primary care? 

2.3.There is no way to identify occupational therapists in posts which are not titled 
occupational therapist. The local government data does not show the occupational 
therapy team managers we know exist. In the NHS we cannot identify the many 
occupational therapists in reablement, management, primary mental health practitioner 
posts etc. This lack of clarity limits accurate understanding of the workforce.

2.4.There appears to be no data capture of the workforce employed as part of the 
Department of Work and Pensions schemes. Welsh government should consider 
requiring this data to be provided as part of the commissioning of schemes such as 
employment support and personal independence assessments in order to match up the 
numbers of graduates to the real workforce requirements. 

2.5.A third of the occupational therapy workforce is aged over 50 and could be lost over the 
next 15 years due to retirement. This needs to be taken into account to ensure a stable 
workforce for the future. 

2.6.The data shows the very small number of occupational therapists within the health & 
social care workforce compared to other groups. (1,254 full time equivalent occupational 
therapists in NHS Wales in September 2015 https://statswales.gov.wales/Catalogue/Health-and-
Social-Care/NHS-Staff/Non-Medical-Staff/Scientific-Therapeutic-and-Technical/staff-by-areaofwork-year 
(accessed 17.8.16)) (See also separately attached Appendix A: workforce statistics 
briefing). When percentage figures are used to consider commissioning cuts or 
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increases in workforce figures this can be very misleading when compared with large 
groups such as, for example, nursing.

2.7.Workforce planning and development and service improvement should be integrated 
across health and social care. The development of a single strategic body for 
commissioning education and workforce planning, as recommended in the recent Health 
Professional Investment Review, would be an excellent development. This should also 
be integrated with social care commissioning and workforce planning. The College 
response to the Review is here: https://www.cot.co.uk/consultation/wales/health-professional-
education-investment-review-21-14-15). Many occupational therapy services already span the 
boundary and staff are either jointly employed or work across multi agency teams. 
Workforce planning needs to reflect this reality. 

3. Is there a clear understanding of the Welsh Government’s vision for health and care 
services and the workforce needed to deliver this?

3.1.Occupational therapists are the key Allied Health Professionals that work in the health, 
social care and housing sectors with expertise navigating across these boundaries. The 
College welcomes increased integration of services. The Welsh Government’s vision for 
health and social care is closely aligned to the philosophy and principles of occupational 
therapy. The profession has an influential and pivotal role to play in delivering this vision 
and already embraces the skills needed to work in an integrated, person centred and 
outcome focussed way. The Occupational Therapy Advisory Forum (the occupational 
therapy health and social care managers in Wales) have produced an excellent report 
describing many of the innovations already being delivered throughout Wales. See: 
http://gov.wales/docs/phhs/publications/150529guidanceen.pdf. 

3.2.A clear workforce plan is needed to ensure that innovation is strategic and the workforce 
is used to best effect. There are many areas where occupational therapy can offer 
significant workforce skill to modernise services. Changes in the funding, location and 
use of the profession will be needed. For example, by increasing the proportion of posts 
located in primary and community care. Managers report that although there are have 
some challenges for recruitment overall there is a positive picture.  Where primary, 
community and integrated posts are created they are easy to recruit to.  

3.3.General Practitioner (GP) practices are under significant pressure; providing significantly 
more consultations in Wales than they did five years ago. Urgent attention must be paid 
to considering how to free up GPs to do what only do GPs can do and how some of their 
other tasks could be undertaken by other healthcare professionals. The Primary Care 
Plan has identified the need for increasing the wider primary care workforce and 
occupational therapy is an important member of that wider workforce. 

4. How well-equipped is the workforce to meet future health and care needs?
4.1.The workforce is well equipped as the following paragraphs show. However, there is 

concern that unless current levels of occupational therapy commissions are protected, 
there will be insufficient capacity to meet future needs. The implications of increasing 
complexity of conditions; greater numbers of frail older people and the high age of one 
third of the current available workforce need to be recognised in future commissioning.

4.2.Pre-registration occupational therapy education in Wales is already preparing students 
for person centred services and practical prudent intervention. The focus of occupational 
therapy on enabling occupation provides practical and outcome orientated interventions 
which are particularly relevant for those with long term complex, multiple conditions or 
sets of needs. There are three pre-registration B.Sc. programmes across Wales, but no 
Master’s level pre-registration courses in Wales as there are in the rest of the UK.

4.3.The inquiry should consider how students can access placements in modern services 
and access community-based and often rural services. Placements are easier to access 
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in hospitals and other centres where there is a concentration of staff able to support 
student learning: no need for cars (and many students are unable to claim support for 
travel on placement): and the existence of hospital accommodation (when students need 
to pay for accommodation both at university and on placement). Students must 
undertake approximately one third of their course time in practice. This requires services 
to support students’ practise based learning in the right models of care.

4.4.Access to Post Registration development needs to improve. There are significant 
challenges in supporting the existing workforce to develop, improve and maintain their 
skills and ensure they can deliver the services needed in the future. The Advanced 
Practitioner Framework and forthcoming AHP career framework (modernising AHP 
Careers) will help. The staff employed in the NHS haver access to a range of personal 
development processes including funding and release from work. This is not the same 
for those employed in local government where access is severely limited.

4.5.There is a lack of post registration career pathway and continuing professional education 
and learning (CPEL) for occupational therapists in local government. This inequity is 
increasingly impacting on the ability to recruit and retain occupational therapists in social 
care and as more and more services are integrated this places significant pressures 
where two occupational therapists are employed in the same (integrated) team, by 
different employers with different opportunities for career development, support, 
supervision and opportunities for career progression. Such a lack of continuing 
development impacts on service outcomes and workforce retention. This is described in 
more detail under the next question (5)

4.6.Support workers are an essential part of our workforce. The profession is pleased to 
support our vital support workforce via the new Diploma in Occupational Therapy 
Support (http://www.agored.cymru/Units-and-Qualifications/Qualification/127254 ). The Diploma 
offers opportunities for support workers wherever they work. It is accredited by Agored 
Cymru, approved by Skills for Health on the QCF and in an apprenticeship framework: It 
is recognised by the College of Occupational Therapists and endorsed by the Care 
Council for Wales. This helps staff move across the sector taking their qualification with 
them. It is an excellent example of how Wales needs to develop to integrate workforce 
qualifications to meet the Welsh Government’s vision for health and social care. 

5. What are the factors that influence recruitment and retention of staff across Wales? 
5.1.There is not a significant problem filling current posts. However, demand is increasing 

without equivalent increase in posts. The numbers of occupational therapists employed 
in health have shown an 18% decrease from the figures from StatsWales between 2013 
-14. There has also been a small decrease in the numbers of occupational therapists in 
social care over a five year period of time. This means the existing workforce is facing 
increasing pressure in their workloads, increasing stress levels and staff turnover. 

5.2.There is insufficient information available to reflect fully the exciting opportunities for a 
person entering the profession, whether by a professional or a support worker route. 
This is true across health, social care and housing. It is particularly difficult for young 
people to find out about a career in social care occupational therapy and there is an 
opportunity for Social Care Wales, with a new role for the whole social care workforce to 
promote occupational therapy as a social care career. 

5.3. ‘Mature’ (over 21 years) students also seek to make a career change into occupational 
therapy alongside those who already have a first degree and seek to change direction. 
There are no master’s entry level programmes, distance learning or part time routes into 
occupational therapy in Wales even though these exist in other UK nations. A thorough 
workforce review including examination of the types of people applying to the profession 
might indicate whether these routes would help attract applicants from a wider 
population.
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5.4.Occupational therapy workforce planning and education commissioning is currently part 
of the Workforce and Education Commissioning Service (WEDS) remit, funded wholly 
via the NHS budget. The profession is grateful that the 2008 Health, Wellbeing and 
Local Government Committee Inquiry into Workforce Planning in the Health Service and 
in Social Care March 2008 identified (recommendation 28) the need to take into account 
the social care workforce needs for the profession. Since this time, the Care Council has 
collected workforce numbers for occupational therapy which have been incorporated into 
the commissioning numbers for the profession. 
(http://www.weds.wales.nhs.uk/sitesplus/documents/1076/Inquiry%20into%20workforce%20planning.pdf). 
This lack of scrutiny of the social care workforce is reflected in the poor post registration 
and career pathway opportunities for occupational therapists. Wales also does not 
capture the workforce in other employers, including the DWP employment schemes, 
third sector and independent employers.

5.5.The current lack of promotion, career development and CPD opportunities for 
occupational therapists in local government is having a significant impact on the 
recruitment, retention and development of occupational therapy there. We are pleased 
that Welsh Government and the Association of Directors of Social Care (ADSS) are 
supporting the development of new career framework for occupational therapists in 
social care to fit alongside the one available for occupational therapists in the NHS. This 
will be vital to recruit and retain skilled staff.

5.6.The College is acutely aware of the differentials in pay and reward between staff in the 
two sectors, particularly in respect of training opportunities and the principle of equal pay 
for work of equal value. As more services are integrated these differences in pay, terms 
and conditions within integrated services will need to be considered to ensure there is 
parity between responsibilities and their grade and pay and equal opportunities for 
career development. There are already situations where two occupational therapists in 
an integrated team may be doing the same job for different pay, different hours of work 
and amount of annual leave, with different career prospects, different levels of support, 
development /training and supervision. 

6. Whether there are there particular issues in some geographic areas, rural or urban 
areas, or areas of deprivation for example.  

6.1.There is a clear indication that access to a service on placement during the programme 
raises interest in a post there once qualified. This adds to the importance of considering 
access to rural and community placements for students.

6.2. It remains more difficult for services in rural and remote areas to attract applicants for 
posts than those in the cities, particularly those near the universities where students 
have already established themselves. There is a need for workforce planning to consider 
how new configurations of occupational therapy services in primary and community 
services can be achieved to meet future needs.

The College would be pleased to offer any further information or provide oral evidence to the 
committee. Please do not hesitate to contact the Wales Policy Officer at the address below

Julia Skelton, Director of Professional Operations, College of Occupational Therapists
Ruth Crowder, Wales Policy Officer, College of Occupational Therapists
ruth.crowder@cot.co.uk   029 2076 2834 / 07585 606385

(See annex 1 overleaf for data on local government and the separately attached Appendix 1 for workforce 
statistics in occupational therapy)
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Annex 1: StatsWales Local Government data March 2015 (NB lacks Carmarthenshire)

At 31 March 2015

Occupational therapist - Staff structure (Headcount)

Establishment

Full 
time in 

post

Part 
time in 

post
Total 
staff

Vacanci
es

Other 
agency 
workers

Isle of Anglesey 8 4 4 8 - -
Gwynedd 21 13 8 21 - -
Conwy 14 8 6 14 - -
Denbighshire 23 13 8 21 2 1
Flintshire 35 31 4 35 - -
Wrexham 21 14 6 20 1 -
Powys 11 3 7 10 1 2
Ceredigion 16 12 2 14 2 -
Pembrokeshire 11 7 3 10 1 -
Carmarthenshire
Swansea 17 13 4 17 - -
Neath Port Talbot 11 8 2 10 1 -
Bridgend 11 10 1 11 - -
The Vale of 
Glamorgan 8 5 3 8 - 2
Cardiff 21 8 13 21 - 3
Rhondda Cynon 
Taf 27 15 11 26 1 -
Merthyr Tydfil 4 4 - 4 - -
Caerphilly 27 21 5 26 1 -
Blaenau Gwent 4 2 - 2 2 -
Torfaen 10 9 1 10 - -
Monmouthshire 5 3 1 4 1 3
Newport 13 9 4 13 - -
Wales 318 212 93 305 13 11
North Wales 122 83 36 119 3 1
Mid & West 
Wales 66 43 18 61 5 2
South East Wales 130 86 39 125 5 8

 The Screenshot below of the StatsWales page shows the lack of detailed data for occupational therapists in local 
government. The College is aware of Team Managers and staff in Reablement Teams, of Joint funded and 
integrated service posts, there are also occupational therapists in Local Government housing departments but it is 
not clear how or if any of those posts are included in the data captured by StatsWales which sits under ‘total 
social work services’.  A search for social workers shows a completed career hierarchy for members of that 
profession. This further demonstrates the lack of a career framework for occupational therapists wishing to make 
a career in social care in Wales.
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WF 12
Ymchwiliad i gynaliadwyedd y gweithlu iechyd a gofal cymdeithasol
Inquiry into the sustainability of the health and social care workforce
Ymateb gan: Conffederasiwn GIG Cymru
Response from: Welsh NHS Confederation
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Introduction
1. We welcome the opportunity to contribute to the Health, Social Care and Sport Committee 

inquiry. We hope that our response, which has been developed with our members, including 
Directors of Workforce and Organisational Development (OD), highlights the key issues and 
challenges that we face in Wales. The Welsh NHS Confederation and Directors of Workforce and 
OD would be more than happy to provide further information to Members of the Committee.

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

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

Key points
4. The health service is Wales’ biggest employer, currently employing around 86,500i staff and 

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

5. With an ageing population and a rising number of people with complex and chronic conditions, 
the workforce must be ready to evolve and respond to the challenges ahead. As well as meeting 
the future needs of the population, the workforce must also develop new ways of working to 

The Welsh NHS Confederation and NHS Wales Employers response to the Health, Social Care and Sport 
Committee inquiry into the sustainability of the health and social care workforce.

Contact: Nesta Lloyd – Jones, Policy and Public Affairs Manager, the Welsh NHS Confederation.
XXXXXXXXXXXXXXXXXXXXXXXX Tel:  XXXXXXXXXXX

Richard Tompkins, Director, NHS Wales Employers.
XXXXXXXXXXXXXXXXXXXXXXXX  Tel: XXXXXXXXXXX

Jayne Dando, Head of Workforce Strategy & Planning, Workforce, Education & Development Services 
(WEDS).

Date: 8 September 2016
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address concerns about an expected shortfall in the future NHS workforce, especially for certain 
types of jobs and in different regions of Wales.

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

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

1. Do we have an accurate picture of the current health and care workforce? Are there any 
data gaps?

8. Overall we have an accurate picture of the current health and care workforce working in 
secondary and community care services (Health Boards and Trusts). There are, however, 
significant challenges in accessing comprehensive data for primary care as well as being able to 
develop a comprehensive picture of the social care workforce. As we move to different models of 
delivery, primary care will no longer be a sector in isolation and increasingly Health Boards are 
taking on primary care functions or working with practices to deliver innovative workforce 
solutions. This changing landscape will increase the importance of needing to have comprehensive 
data available, gathered through reliable systems.

9. Workforce information for the NHS Wales employed workforce is provided through the Electronic 
Staff Record (ESR). All Health Boards and Trusts in Wales use the system and centrally there is a 
Data Warehouse that is accessed by analysts employed by Workforce, Education and 
Development Services (WEDS) and NHS Wales Shared Services Partnership (NWSSP) who can 
access data on a Wales basis to support workforce planning, workforce performance and pay 
modelling. Whilst this data set is comprehensive ESR does not currently hold information on skills 
and competences. Maintaining accurate data systems is always a challenge as well as ensuring 
that reporting can be accurate and as “real time” as possible. These systems will always require 
significant support and funding to enable the service to be accurately informed about trends and 
areas for action.

10. The NHS ESR Programme provides NHS Wales with an integrated HR, Payroll and learning 
management system and service. The system is undergoing a wide programme of development 
to deliver enhancements identified following user consultation. These developments will include 
enhanced user interfaces. NHS Wales has embarked on a programme of work “ESR Hire to Retire” 
aiming to fully roll out ESR self-service to managers across NHS Wales and to maximise 
opportunities to drive efficiency and benefits realisation through the following key areas:

a. Reducing recruitment timescales through full deployment of ESR functionality and workforce 
interfaces; 
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b. Supporting the reduction of sickness absence through improved data reporting and use of real 
time Business Intelligence reporting;

c. Full deployment of ESR Self Service;
d. Payroll paper free systems;
e. Single data entry; and 
f. Real time accurate information.

11. While we have data systems available in the NHS there are some areas where there are data gaps, 
for example primary care. To develop a complete picture of the workforce NHS Wales also needs 
to have a clear picture of primary care. Currently this data is not readily available in the following 
areas:

a. For practice based staff, other than manual trawls for information from health boards, there is no 
easily accessible information on a Wales wide basis. NHS Wales supports WG consideration of the 
Primary Care Web based tool currently being rolled out by NHS England. It is understood that over 
85% of practices in England now use this system. Use of this tool would provide NHS Wales with 
comprehensive practice based staff workforce information and would also provide access to a 
Data Warehouse facility similar to that provided for ESR. This would support workforce planning 
at both a local and national/strategic level. NWSSP has been working with WG to understand the 
detail of the PC Web Based system and to assess the implementation requirements.

b. For other primary care staff there is limited available data e.g. Community Pharmacy, Optometry, 
etc.  NWSSP and WEDS were provided with funding by WG for a period of 6 months to undertake 
work into what primary care workforce data is available and this is being developed further. 

12. The WG has indicated that it would like to access information about social care staff who work “at 
the interface” between health and social care. A mechanism to identify such staff is being 
considered.   

2. Is there a clear understanding of the Welsh Government’s vision for health and care 
services and the workforce needed to deliver this?

13. It is important for the development of the workforce that there is a clear strategic direction to 
build on or replace “Together for Health” which supported the last Government’s programme. It 
is expected that any new vision/strategy will present new workforce challenges and therefore the 
sooner that this vision is agreed and published the sooner the service can focus and align its 
programmes of work around its priorities.

14. Notwithstanding the above, in ensuring a clear and shared understanding of WG’s vision for health 
and care services the focus and emphasis of any new vision/strategy will, it is expected, follow 
many of the current themes and priorities. As such the following themes are being taken forward 
by the service:

a. Developing the prudent workforce for the future; 
b. Developing effective care and support models (primary, community, secondary and social) to best 

meet the needs of an ageing population and increasing complex diseases; 
c. Delivering high quality, safe and prudent healthcare to optimise outcomes for patients; 
d. Adopting innovation and technology to transform health, care and well-being; 
e. Establishing more responsive, open, usable, inter-operable and accessible data resources to best 

deliver effective health and care; 
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f. Using resources effectively and efficiently to enable and deliver up-to-date health and care 
(including financial, infrastructure, digital and estates); 

g. Embedding prevention and early intervention to improve population health; 
h. Focusing on early years to optimise health and well-being for present and future generations; 
i. Embedding the Well-being of Future Generations (Wales) Act 2015, with health as a leading 

partner and through effective collaboration; and
j. Making the best of ourselves for Wales – embedding effective, modern-day leadership for current 

and future leaders. 

15. How these themes translate into workforce strategy and plans is challenging and is underpinned 
by:

a. Changing the way that the workforce is engaged, educated and trained to enable more flexible 
working across a range of settings to reflect changing patient needs and service delivery models – 
includes technological change;  

b. Redesigning workforce models and jobs to avoid rigid demarcation and building smooth 
handovers at key points of contact so that from a patient perspective care is delivered seamlessly 
by an effective multi-disciplinary team;

c. Service users are increasingly developing more multiple and complex conditions requiring a 
holistic care approach. The development of increasing sub specialisation of professional staff 
militates against this. For the future a focus on generalist as well as specialist skills will be essential;

d. The need to examine work content and engage staff in redesigning work that delivers prudent 
outcomes;

e. Ongoing development of whole system workforce planning based on population based planning 
systems;

f. Joining up understanding of workforce supply and demand risk (e.g. projected undersupply of 
some medical specialties) with opportunities to develop the wider multi-disciplinary team;

g. Evaluation of developing workforce models in primary care. The Nuffield Trustiii has suggested that 
the greatest opportunities for skill-mix lie in primary care services; and

h. Aligning workforce skill mix across patient pathways from primary, secondary and tertiary care.  

16. In the Workforce and Organisational Development Directors “Shape of Workforce” work 
programme the following key actions have been identified:

a. Redesign across the whole workforce by patient pathway / service -  prioritising areas for redesign 
linked to population based planning; 

b. Identify scope for band 4 development and in which areas. Maximised use of Wales Delegation 
Guidance e.g. Modernising Scientific Careers in restructuring Pathology; 

c. Driving workforce changes “at scale” underpinned by education and training;
d. Further development of bespoke training to extend clinical skills;
e. Extend facilitated approaches to redesign for to support managers in workforce transformation;
f. Identify scope for workforce development of multi-disciplinary team: e.g. Pharmacy, Paramedics, 

Extended skills Nurses and Allied Health Professionals;  
g. Identify scope for medical workforce transformation e.g. Shape of Training; and 
h. Greater use of modular programmes to support skill-development and re-visiting of the concept 

of the skills escalator. 

17. NHS Wales is also exploring appropriate models that support integration, such as the:
 Spread of evaluated workforce models that support delivery of a social model of health; 
 Use of mechanisms to address and mitigate against barriers to workforce integration;
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 Health and social care working as a single, whole system; and
 Workforce that is skilled to care for people with multi-morbidities that span mental and physical 

health and skills to act as a ‘partner’ and ‘facilitator’, rather than an ‘authority‘.

18. The change needed in this regard is summarised below:

Current view Evolving model of care
 Geared towards acute conditions
 Hospital centred
 Doctor dependent
 Episodic care
 Disjointed care
 Reactive care
 Patient as passive recipient
 Self-care infrequent
 Carers undervalued
 Low Tech

 Geared towards long term conditions
 Embedded in communities
 Team based
 Continuous care
 Integrated care
 Preventative care
 Patient as partner
 Self-care encouraged and facilitated
 Carers supported as partners
 High Tech

3. How well-equipped is the workforce to meet future health and care needs?
19. The Centre for Workforce Intelligence (which was disbanded in March 2016) undertook a major 

study of NHS workforce skills and developed the Horizon 2035 skills framework. The framework 
provided two “lenses” through which skills and competencies of the workforce and the demand 
drivers could be viewed. Consideration of the future workforce in such terms is helpful in focusing 
attention more on skills and competencies matched to patient need rather than professional staff 
groups. Such work has identified that the future skills deficit is likely to be at “lower” skill levels as 
the population ages. In the short term for NHS Wales there needs to be a focus on the fact that 
NHS Wales invests circa £350m to support 15000 students and trainees undertaking health related 
education programmes. It is estimated that circa 60% of this funding is spent on doctors (9% of 
workforce) and around 31% on nurses (30% of workforce). As little as 5% of the central funding is 
invested in the clinical support workforce.

Apprenticeship Review and Levy:
20. The review of apprenticeship is in the purview of the Education and Skills Department, and will 

have a major impact on both the health and social care sectors. However, neither sector has any 
input into, or influence, over the decisions made by this WG department. It is not known if 
discussions have been held at an interdepartmental level in WG, as to the impact on, and 
implications for the health and social sectors with regards to the review or the Levy. If the new 
model of apprenticeships follows the English model then any new apprenticeships will be employer 
led. This could reduce the transferability of apprenticeships across employers both within and 
between the sectors unless a collaborative approach is taken.

21. The formal WG response to the review has been delayed pending the impact of the UK 
apprenticeship Levy, and the loss of EU funding supporting apprenticeships. The Levy will impact 
NHS Wales, Local Authorities and any private or third sector organisations with a pay bill in excess 
of £3million. This will impact on the affordability of accredited training programmes. If the decision 
is made to return the NHS / Local Authority Levy to the health and social care sectors as ring fenced 

Pack Page 110



7

training monies, then the sectors would be in a good position to deliver all required accredited 
support worker training and education, but capacity to scale up quickly may be an issue.

22. In spite of the issues with the process, there are significant opportunities for apprenticeships 
within the NHS and the service will want to embrace an approach which helps to deliver skills in 
health and social care through this route. Apprenticeships can also be a valuable way to widen 
access to health services from candidates within our local communities and to support the 
development of a shared skill sets across health and social care.

The Health and Social Care Integration Agenda
23. The Social Services and Well-being Act (2014) has put a legal requirement on all public sector 

bodies to work together to identify population needs, and use pooled budgets to develop and 
deliver services to meet these needs. The Care Council for Wales (CCW), as Social Care Wales 
(SCW), is being given the statutory lead in this area. The Well-being of Future Generations (Wales) 
Act 2015 places corresponding legal requirements on public sector bodies, with NHS Wales as the 
statutory lead. 

24. The Regulation and Inspection of Social Care (Wales) Act (2016) puts a statutory requirement in 
place to register all domiciliary care and residential care home workers with SCW by 2022, with 
the Register for domiciliary care workers opening in April 2018. 

25. NWSSP, WEDS are working in partnership with CCW to develop joint approaches or resources to 
support the development of integrated roles. The policy direction for creating joint roles can 
however impede development and progress. For example regulating social care support workers 
is a policy decision, regulating Healthcare Support Worker in health is not. Where staff working at 
the interface and employed by health, with different or better terms and conditions but required 
as part of a joint role to work within the social care setting i.e. the home of a service user, the 
issue of regulation becomes significant.

4. What are the factors that influence recruitment and retention of staff across Wales? 

i. the opportunities for young people to find out about/experience the range of NHS and social 
care careers;   

26. Health Boards undertake significant engagement with their local communities by supporting work 
experience, attending careers fairs, encouraging and facilitating volunteering and offering specific 
insight into working in health through targeted taster days. NWSSP and WEDS have a remit within 
its work programme for providing a Career’s Service for NHS Wales. The resource to support this 
function is limited (1 Whole Time Equivalent Band 5) with responsibility for on-going 
management, development and updating of the Careers website. In addition this resource 
supports one off campaigns required, such as the Core Medical Recruitment campaign which ran 
during December 2015.

27. The careers service also includes managing the All Wales Careers Network which brings together 
key partners such as Jobcentre Plus, Careers Wales, education and NHS Wales organisations to 
share and work collaboratively. In 2015 WEDS managed the hosting of three regional events 
across Wales to update Jobcentre Plus Careers advisors on the  range of professional and 
vocational job roles available in the health sector. This initiative will be repeated in 2016 to 
support staff in partner organisations to gain current and accurate information for people seeking 
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careers advice, both adults and children.  There are initiatives in place on widening access to jobs 
in health and social care such as engaging with schools at an early stage to raise awareness of the 
number of different roles. A workshop on Widening Access was held in June 2016 to share learning 
and to explore where opportunities exist to expand on work in this area.  

28. The landscape for recruitment campaigns or promotion of NHS Wales has previously been 
fragmented. There is currently significant work progressing on joint co-ordination of a national 
campaign to promote working in Wales which is being developed by WG and the service. In 
addition, many of the Health Boards and Trusts have developed local campaigns, however, these 
by necessity are often University/professionally focussed and don’t take a whole workforce 
approach despite the fact that there are shortages in many clinical roles. Health Boards and Trusts 
are working jointly on nursing recruitment and on promoting medical jobs in Wales and most 
organisations will be represented, together with WG, at a major careers event in October. A 
targeted GP recruitment campaign will also be launched shortly by the WG as part of the 
Programme for Government commitment.

ii. Education and training (commissioning and/or delivery); 
29. There are a range of issues which need to be considered within the context of education and 

training, these include:

University provision 
30. NWSSP, on behalf of the Welsh Government, will invest over £85m in 2016/17 in the education 

and training of the next generation of health care professionals. This includes initial education for 
nurses, midwives, health visitors, allied health professionals, scientists and pharmacists. The 
funding also supports:

 Some post graduate education for advanced practice;
 Community nursing roles; 
 Non-medical prescribing; and
 Education to support health care support worker meet the requirements of the health care 

support worker career framework.

31. Welsh Universities are part of a larger UK education system and as such cross boarder flow is 
inevitable and has a positive influence. However in 2015/16 academic year NWSSP commissioned 
over 2,100 student places in Welsh universities of which:

 21% of students identified themselves as either fluent in Welsh or as having a basic understanding 
of Welsh (this needs to be built upon in order to ensure that there is an effective pipeline of 
students graduating who can undertake NHS roles through the medium of Welsh);

 62% of students were over the age of 21 with 20% of the total number of students being over 30 
years of age;

 76% of all students were Welsh resident, and one nurse education provider recruited 94% of its 
students from Wales; 

 Of the students recruited onto NWSSP commissioned programmes only 35% enter their education 
programme with ‘A’ levels as their highest qualification. However 30% of students in 2014/15 
graduated with a 1st class honours degree and 71% of students graduated with a 2:1 or better (up 
from 58% in 2012/13); and

 Student destination data, as provided by universities in Wales (as of May 2016), identifies that:
- 65% of students are working in Wales;
- 9.5% are working in the NHS in other parts of the UK;
- 3% are working in the private sector; and
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- We do not know where 22.5% of the graduates are currently working, this could be in Wales or 
elsewhere.

32. The removal of the bursary system in England will have implications on Wales as the current 
bursary system is aligned to the University rather than the area of origin of the student. There is 
a risk that now the bursary has been removed in England, applications to train in Wales will 
increase but that the students, on graduating, will not necessarily stay in Wales. 

33. It is essential that the commissioned educational places at Welsh Universities, maintains a strong 
workforce pipeline for the future. A response will therefore need to be developed to the bursary 
changes in England which actively supports the translation of education commissioning numbers 
into employees in the Welsh health and social care system.

Workforce supply and demand
34. NWSSP and WEDS has also undertaken modelling work to identify the key variables impacting on 

the overall nursing workforce. These are:
 Course attrition rate – in Wales course attrition is extremely low when benchmarked against other 

UK and international programmes – there is little gain to be achieved in this area;
 Welsh student employment rate – during the past 4 years this has ranged from 66% -88% and has 

the largest impact on the supply of the workforce into the Welsh NHS, it is therefore a key area to 
target; 

 Workforce attrition (leaver & joiner rates) – this has the second largest impact on the FTE 
numbers. This variable is made up from how many staff NHS Wales is able to attract from other 
countries and sectors, and how well NHS Wales can retain its’ workforce. Managing workforce 
attrition makes a significant difference to the workforce numbers but this alone will not meet the 
anticipated demand of the nursing workforce; and

 Non Welsh graduates numbers & new overseas joiners 

Qualifications Wales (QW) 
35. QW was established through the Qualifications Wales Act 2015 as the regulator of non-degree 

qualifications, (such as apprenticeships and GCSEs), and the qualifications system in Wales. It is a 
WG sponsored body, independent of Government, but accountable to WG. 

36. Part of its remit includes reviewing vocational qualifications. Their first review focused on the 
health and social care qualifications suite, concentrating on the 10 most commonly used health 
and social care qualifications available for public funding, all of which were found to require 
further development for application in Wales.

37. As a result of the review, QW stated they will create a “new suite of qualifications for Health and 
Social Care for learners in Wales, with a target date for first teaching in September 2019”. These 
qualifications will then replace the qualifications currently underpinning the Health and Social 
Apprenticeships in Wales.

38. This review will impact on at least 19 of the qualifications that share common mandatory and 
optional units used by the health and social care sectors. 
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iii. Pay and terms of employment/contract; 
39. The Nuffield Trust research report “A decade of austerity in Wales?”iv highlighted the challenge 

for the NHS workforce pay policy as the economy recovers following the recession. In the post-
election summer budget of 2015, the previous Chancellor of the Exchequer stated that public 
sector pay increases would be restricted to 1% in each of the next four years. In addition the 
statement also noted that the “the Government expects pay awards to be applied in a targeted 
manner within workforces to support the delivery of public services” adding that “as part of the 
forthcoming Spending Review, the Government will continue to examine pay reforms and 
modernise the terms and conditions of public sector workers. This will include a renewed focus on 
reforming progression pay, and considering legislation where necessary to achieve the 
Government’s objectives”.

40. The rate of inflation in the economy and the rate at which pay inflation exceeds NHS cost of living 
increases will have a bearing on how the NHS workforce responds and NHS Wales organisations 
will not be divorced from the wider impacts and affects that public sector pay restraint will have 
throughout the UK. This position is now more uncertain given the indications of a slowing of the 
UK economy following the EU referendum and the potential impact on the UK Government’s 
spending plans. 

41. The Pay Review Body (PRB) and the Doctors and Dentists Review Body (DDRB) both have a remit 
to advise and make recommendations on NHS pay and in normal circumstances they would be 
able to address any wider impacts in the economy and across NHS professions and specific roles. 
Whilst the PRB may be given remits to consider pay reform over the next 4 pay cycles, the 1% “pay 
cap” will restrict any recommendations which may need to be made to respond and/or address 
any observed movement in the NHS labour market. It is however, expected that the PRB will 
continue to recommend that employers and trade unions explore how the current system is 
operating, so as to ensure that pay and associated terms and conditions are appropriately aligned 
to the areas where pay and reward can have the optimal impact.

42. In addition, having a common NHS pension scheme with England provides for a seamless 
transition of staff into and out of Wales where benefits are carried forward within the single 
scheme arrangements.

43. The Agenda for Change structure of common pay bands underpinned by the Job Evaluation 
Scheme provides consistency across Wales, as well as the other three UK nations comprising the 
UK NHS Staff Council. This is an important feature for recruitment and retention of NHS Staff in 
Wales. The terms and conditions are also common to all NHS employers and an employee’s 
continuous previous service with any NHS employer counts as reckonable service in respect of 
NHS agreements on redundancy, maternity, sick pay and annual leave. 

44. Wider reform of public services in Wales are set to develop further with greater integration of 
health and social care. The Workforce Partnership Council is addressing many of the areas of 
common interest in respect of the workforce but for health it is essential that the discrete system 
within which the NHS operates, as a public service, is acknowledged as having many features 
where NHS solutions will continue to be the most appropriate ones for the healthcare workforce.  

45. There is a requirement to consider the interconnected nature of doctors in training across the UK 
and the need to ensure parity and consistency in employment so as to ensure that there is a 
seamless flow of doctors in training within/ in and out of Wales.  A pressing challenge is addressing 
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the outcome of the junior doctors’ contract dispute in England and its implications for Wales. This 
has, for the first time, established separate arrangements for doctors in training in England. 
Enabling and facilitating the flow of doctors in training across the NHS is an important feature 
which will need to be maintained whatever approach is taken in Wales in relation to a new 
contract for these staff. 

46.  As the consultant medical workforce continues to develop there will be a need to ensure an 
appropriate linkage of the progression from training into a consultant grade. Currently Wales has 
a separate Consultant Contract which developed (amended) from the previous contract in 2003. 
Reform of this contract is being considered and any development will need to mirror or match the 
arrangements operating across the UK. Employers have emphasised that their preferred approach 
is to for these contracts to be consistent across the UK. 

47. The Nuffield Trust research reportv also estimated that there will be a funding gap of £2.5b for 
NHS Wales by 2025/26 assuming that funding is held flat in real terms. This would require 
efficiency savings worth 3.7% per annum. The report stated that “beyond 2015/16 it will be very 
difficult to continue to hold down real terms pay” and that “further reductions would be difficult 
to implement without impacting on recruitment and retention”.

48. For NHS Wales the issue of the affordability and sustainability of the current workforce is critical 
and the extent to which the gap can be closed by pay bargaining and the potential contribution of 
redesign needs to be realistic. Accordingly, it is essential that developments around the medical 
workforce and associated terms and conditions are considered alongside developments with 
Agenda for Change terms and conditions. Whist this is important, there are limitations and this 
needs to be viewed in the context of the constraints on the ability to reduce and change workforce 
size and configuration without major service change and redesign.

49. Limited pay awards set against inflation and recent pension contribution increases has made 
having conversations difficult when there is a, not unreasonable, expectation from staff and trade 
unions of an inflationary increase. However employers do not consider that conversations in this 
area should be mutually exclusive and within any investment in pay, however small, it is legitimate 
to discuss other elements of the total reward package and how they might adapt or change. These 
issues were explored in detail in the NHS Wales Workforce Reviewvi which reported in March 2016. 

50. The increases in demand, complexity and acuity of patients and service users have added pressure 
to front-line staff which can influence people leaving sooner than they otherwise would. In 
addition changes to the NHS pension arrangements as well as the pension taxation regime are 
having an impact on the retention of staff in their 50’s. These two issues working together are 
providing a significant retention challenge.  

5. Whether there are particular issues in some geographic areas, rural or urban areas, or 
areas of deprivation for example. 

51. There are significant challenges recruiting into some of our rural and deprived communities as 
well as those services provided away from the main population centres. Whilst there are different 
factors at play, bespoke interventions are required to support the delivery of health and social 
care in these communities The “Focus on Sickness Absence Trends in NHS Wales”vii report 
highlights that populations with high deprivation have poorer staff health. It is an area which 
individual health boards are addressing. Overall the challenge is one of providing jobs and working 
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environments which are attractive through the recruitment process but also with continuing 
support in order that we can provide consistent and sustainable services for these communities. 

52. As discussed in our briefing, “From Rhetoric to Reality - NHS Wales in 10 years’ time: The NHS 
Wales Workforce”,viii included as part of our submission, highlighted the employed workforce in 
Wales is ageing. More than 40% are now aged 45 or over, and the numbers of those over 64 in 
employment has grown by almost 60% in four years, though the age composition of different 
sectors does differ. The retention and management of the health and well-being of older staff will 
be a key issue in developing workforce strategy with the age profile of staff being different across 
Health Boards. There will be a need to consider those parts of the workforce which have an older 
profile than the Wales average and to understand the implications of working longer. 

Conclusion
53. People working within the NHS and social care are our biggest asset. Without their hard work and 

dedication the health and care service would collapse. We need to think about the workforce we 
have today for our current service delivery requirements but also focus on  creating a pipeline for 
the future, which will include many of today’s health and social care employees. This will require 
innovation and perhaps new regulation mechanisms for new roles. We now have an opportunity 
in the fifth Assembly to put forward a long term vision for the health and social care workforce, 
acknowledging that the workforce should change to deliver integrated, personalised care closer 
to home. 

Attachments included in our submission:
 Welsh NHS Confederation Policy Forum, September 2016. One workforce: Ten actions to support 

the health and social care workforce in Wales.
 Welsh NHS Confederation, January 2015. From Rhetoric to Reality - NHS Wales in 10 years’ time: 

The NHS Wales Workforce.

i Stats Wales, May 2016. NHS staff by staff group and year 2015.
ii Welsh NHS Confederation Policy Forum, September 2016. One workforce: Ten actions to support the health 
and social care workforce in Wales.
iii The King’s Fund and Nuffield Trust, July 2013. Securing the future of general Practice: New models of primary 
care.
iv Nuffield Trust, June 2014. A Decade of Austerity in Wales? The funding pressures facing the NHS in Wales to 
2025/26.
v Nuffield Trust, June 2014. A Decade of Austerity in Wales? The funding pressures facing the NHS in Wales to 
2025/26.
vi Welsh Government, March 2016. NHS Wales Workforce Review.
vii WEDS, Shared Services: Jan 2015. Focus on Sickness Absence Trends in NHS Wales.
viii Welsh NHS Confederation, January 2015. From Rhetoric to Reality - NHS Wales in 10 years’ time: The NHS 
Wales Workforce.
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UNISON Cymru/Wales response: Inquiry into the sustainability of the health 
and social care workforce

Introduction
1.1UNISON Cymru/Wales is Wales’ largest public sector trade union. UNISON has 

100,000 members working in public services across Wales. We welcome the 
opportunity to feed into the National Assembly Wales priorities for the Health, 
Social Care and Sport Committee. 

1.2We represent full-time and part-time staff who provide public services, although 
they may be employed in both the public and private sectors. 

1.3UNISON’s health care members are from all non-medical occupational groups 
including: nurses and health care assistants; midwives; health visitors; 
administrative, finance and HR staff; ambulance staff including paramedics, 
technicians, control room and maintenance staff, therapy and healthcare 
science staff; estates and housekeeping staff; technicians and maintenance 
staff; commissioning staff; allied health professionals;  scientific staff; healthcare 
managers.

1.4UNISON’s social care members include social workers and social care workers 
working across residential, non-residential and domiciliary care services. Our 
members undertake roles in early years and childcare; mental healthcare; care 
for older people; disabled people’s care; caring for people with learning 
disabilities. 

Is there a clear understanding of the Welsh Government’s vision for health and 
care services and the workforce needed to deliver this? 
2.1The principles of the NHS in Wales are clear. UNISON welcomes the ongoing 

commitment of the Welsh Government to keep the Welsh NHS free from 
privatisation and marketisation. 

2.2However, there are fundamental questions about what the NHS should be 
expected to deliver. Is the NHS sustainable in its’ current state? Can we afford to 
sustain all of the services that are currently delivered by the NHS? 

2.3More widely, the direction of travel is towards the integration of health and social 
care and there is a greater emphasis on health services being delivered in the 
community. This is only plausible if services within communities are adequately 
funded. 

2.4Taking homecare services as an example, we have regularly seen homecare 
services being outsourced to the private sector. This has not increased the 
quality of care for all patients. It has created an unregulated sector where there is 
little incentive for employers to invest in training, a high reliance on casual and 
zero hour contracts, and poor terms and conditions, including low pay. 
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2.5Whilst we believe the integration of health and social care would be beneficial, 
there is a clear need to address the disparity between the culture in the NHS and 
the culture in social care. In particular, ending the two-tier workforce and raising 
the generally inferior social care employment conditions should be a priority. In a 
social care setting, it is often those responsible for providing direct care who 
experience the lowest pay – this clearly presents problems with regards to 
recruitment and retention.

2.6UNISON recommends that one approach the committee could consider is for the 
Welsh Government to enforce and Ethical Care Charter across the sector in 
order to unify the culture across the NHS and social care. 

2.7The Charter would place the needs of care users, dignity of patients and 
investment in the care workforce above profit-making considerations. This 
wouldn’t “short-change” clients and would allow for the recruitment and retention 
of a more stable workforce through good working conditions, sustainable pay and 
high training levels across the board. 

2.8Furthermore, it is clear the marketisation of social care has failed. Any moves to 
outsource social care, in any form, should be strongly opposed. Care services 
need to be delivered directly by the local authority. The terms and conditions of 
social care workers employed directly by a local authority are far more favourable 
than their counterparts in the third or private sector. It is worth noting that where 
staff are employed directly by a local authority, staff turnover is far lower.   

2.9The Welsh Government’s vision for both health and social care should include a 
concerted effort to bring outsourced care services back under public control.

How well equipped is the workforce to meet future health and care needs? 
3.1The Safe Nurse Staffing Levels legislation, and its ratio of no more than seven 

patients in Wales to one nurse, is very positive. 

3.2UNISON wants to see safe minimum staffing levels extended to all staff groups in 
all settings and advocate that this is a key element of ensuring that the workforce 
is able to meet future health and care needs. 

3.3 It is a concern that some health boards have reduced ward cleaning standards to 
save money on the appointment of the appropriate level of domestic and 
housekeeping staff. 

3.4The amount spent on agency staff in the NHS is unacceptable and is an 
indication of poor workforce planning. UNISON believes there should be caps on 
fees agencies can charge and greater use of existing staff on overtime at 
enhanced rates. 
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3.5The key to cutting agency costs however is to fill vacancies and reduce sickness 
across the service. Making bank rates of pay more competitive would encourage 
staff to use the bank rather than going to agencies for additional shifts. 

3.6Welsh Government has funded additional nurse training places, which is a 
positive step, but the benefits will not be realised for three years. 

3.7One solution could be the reinstatement and extension of in-service, fast-track 
training of healthcare support workers to attain professional qualifications whilst 
continuing to receive full salary. This would provide an additional pool of staff and 
a preferable option to agencies. 

3.8Access to professional development must be a priority in order to ensure the 
workforce is well equipped. As a part of this, a meaningful personal development 
review process needs to be in place. UNISON is aware of many scenarios where 
members of NHS Wales staff have not undergone a personal development 
review for a significant period and this is unacceptable. Without a robust 
development review process in place, it will be impossible to establish whether 
the workforce is truly equipped to meet future health and care needs. 

3.9 It is well documented that the NHS workforce is an aging workforce. Much needs 
to be done to ensure that working for the NHS is an attractive option for young 
people as the current situation is unsustainable in the long term. 

3.10 It is essential that workforce succession planning builds in the use of long-
standing and experienced members of the workforce, but there must be a 
concerted focus on bringing new people into the workforce. 

3.11 In addition, it must be noted that there are a significant number of EU workers 
from outside of the UK who work for the NHS in Wales. It is essential that these 
workers are protected post-Brexit and these protections must be offered as soon 
as possible. The vote to leave the EU could prove to be a hugely destabilising 
factor for the NHS Wales workforce and efforts must be made to safeguard 
against this. 

3.12 The issue of an aging population is particularly relevant for both health and 
social care. The issue of staff turnover is clear concern in social care settings – 
including both home and residential care. As the population ages and the focus is 
more heavily on care in the community, demand on these services is inevitably 
going to grow. 

3.13 There is a clear lack of funding available for domiciliary and residential care. 
Without appropriate funding it will be impossible to ensure the workforce is able 
to meet future demand. More money must be made available for the sector. 

3.14 A series of prominent providers in Wales have said highlighted that there is no 
slack built into the system and they simply do not have enough money to meet 
the terms of their care contracts and the introduction of the national living wage. 
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3.15 Local authorities have refused to release additional funding on the basis that 
the care contracts have already been awarded. Two third sector companies have 
reduced sick pay benefits as a direct result of the national living wage. 

3.16 It is a scandal that low paid care workers are caught in the middle and their 
conditions attacked in this manner. In addition to sick pay, payment for shift 
enhancements and weekend working is under threat. Gains made on the basis 
rate of pay are lost elsewhere. 

3.17 Furthermore, there is no clear career structure for the social care workforce. 
UNISON remains of the view that healthcare workers across the board should be 
registered. A professional register would allow the healthcare support role to be 
underpinned by professional standards, clear role definitions and expectations, 
stronger links to qualifications, and a more defined career structure. We believe 
that this, in turn, would allow for the greater fluidity of workers between NHS and 
local authority and so work towards the Welsh Government’s ‘one public service 
Wales’ ethos.

What are the factors that influence recruitment and retention of staff across 
Wales? 
4.1Decent levels of pay and fair terms and conditions of employment are obviously 

key factors that influence recruitment and retention of staff in Wales. Workers 
delivering essential services need to be adequately rewarded for the important 
work they do. 

4.2UNISON is supportive of degree based nursing. Wales took a decision to move 
nursing towards an all degree profession in 2004, this was followed in 2010 by 
the Nursing and Midwifery Council taking this approach across the UK.  There is 
no doubt that there is a need for degree level thinking when caring for complex 
cases and in responding to rapidly changing conditions.  This coupled with the 
pace of science requires staff to be able to practise within ever-changing 
environments.

4.3However as important we need to maintain a wide entry route into nursing and 
midwifery across the country.  Wales has a rich history of recruiting prospective 
staff from some of the most socially deprived communities.  If they aspire to enter 
into professional training we need to make it easier for them to gain accreditation 
of their prior learning, this would enable them to be credited for their learning and 
not automatically have to start a programme of learning at the beginning.  This 
approach would be benefit them and the public purse as it could see them 
graduating and entering the work environment quicker.

4.4We must ensure that those staff who wish to remain in their role - loving their part 
in delivering compassionate care – are not treated as poor cousins. They should 
have access to learning and development with comparable career pathways as 
those who go onto train as nurses, or occupational therapists.  
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4.5The need for Masters level thinking in particular in specialist and senior roles also 
plays an important part in the delivery of care.  To achieve this support staff need 
access to financial support and time to learn and complete studies.

4.6Within the NHS there needs to be a better utilisation of band 3 and 4 roles. This 
would allow a better skills mix across the sector and allow for more suitable 
delegation. It is important that staff are operating appropriately within their job 
band in order for the NHS to run as efficiently as possible. In addition, people 
should be paid appropriately for the work they undertake. A better use of these 
bands 3 and 4 would allow for a more efficient distribution of work as well as a 
clearer career pathway for those working on lower bands. In addition, the 
workforce is being deskilled if opportunities are not provided for progression. 

4.7Wales is a low income nation. People should not be expected to pay for their own 
training to enable them to work in the health and social care sector. We welcome 
the Welsh Government’s commitment to continue to fund bursaries for nurses 
and urge this practice to keep on. However, whilst nursing and midwifery is an 
extremely important element of the healthcare workforce, it is only one element. 

4.8The success of health and social care across Wales depends on the entire 
workforce and so it is essential there is access to training and development 
opportunities across the board. Arguably, those in or working towards lower paid 
roles are in greater need of financial aid. 

4.9UNISON is seeking the formal registration of care workers, paid for by the Welsh 
Government. We believe this would provide an opportunity to ensure care 
workers have professional support and consistency. A professional body would 
provide the opportunity to produce role descriptions and expectations across the 
care sector as a whole, as well as professional standards. 

4.10 This is a key issue when we consider care workers who work in a social care 
environment, particularly in a home care setting. The expectations on staff 
employed within a homecare environment, compared to those who work for the 
NHS, can be vastly different – even where both of those provisions are delivered 
in the community. 

4.11 There are countless situations where homecare workers, who often have 
limited training and receive minimal pay, are expected to undertake involved 
levels of personal care which may be inappropriate for their role, but there is no 
benchmarking mechanism to allow us to measure this effectively. There is a vast 
difference between this environment and the experiences of NHS employed care 
workers, and this is reflected in the retention rates of the workforce. 

4.12 There is also much greater clarity around the boundaries of different job roles 
when we compare the NHS and homecare. There appears to be a much clearer 
career path available to those who work for publically delivered public services – 
including the NHS and local authorities – compared to those who have been 
outsourced. For many homecare workers, there is no apparent career path at all. 
In addition, workers who are employed directly by local authorities or the NHS 
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have a better sense of how they contribute to the overall care service – they feel 
a greater sense of empowerment and confidence when undertaking their roles. 
Many homecare workers in the third and private sector are isolated from the 
wider workforce and this has an impact on morale and confidence.

4.13 In fact, for many homecare workers in particular, there is a sense of stigma 
attached to their work. Clearly, the work homecarers undertake is extremely 
valuable, but is not recognised by the employment standards they experience. 
How can we realistically expect people to take on such high levels of 
responsibility for such low employment standards?    

4.14 The poor state of homecare is well documented. In order for there to be a true 
integration of health and social care services there needs to be parity across the 
sector both in a cultural and practical sense. We believe that this will have a 
positive influence on the recruitment and retention of care staff across the board. 
Without a wholehearted commitment to full integration, we are likely to see more 
problems than solutions. UNISON remains committed to working towards a one-
public service Wales and view this as a positive approach in ensuring the long 
term sustainability of the health and social care workforce. 

4.15 Quality of care must always factor as a higher priority than financial savings. 
The workforce is at the heart of ensuring quality services and they must be 
appropriately rewarded for the essential work they undertake. Furthermore, it is 
imperative that the entire workforce is recognised for the value they provide – the 
safe and effective delivery of healthcare in Wales is very much a team effort and 
each member of the healthcare workforce contributes to that team work. 

Conclusion
5.1UNISON Cymru/Wales welcomes the opportunity to feed into the inquiry into the 

sustainability of the health and social care workforce. 

5.2We would welcome the opportunity to feed in further detail and evidence to this 
inquiry as the committee deems fit. 
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School	of	Medicine,	Cardiff	University	
	
Responses	to	Consultative	questions	-	Inquiry	into	the	sustainability	of	the	health	and	social	care	
workforce 
	
	
1. Do	we	have	an	accurate	picture	of	the	current	health	and	care	workforce?	Are	there	

any	data	gaps?	
	
Focusing	on	the	Welsh	Language	data,	we	note	it	is	currently	very	difficult	to	find	
accurate	data	of	the	Welsh	speaking	ability	of	the	workforce,	even	with	ESR	–	this	is	a	
clear	data	gap.	Self-reporting	of	language	ability	can	mean	skills	are	hidden	due	to	lack	
of	confidence	to	use	Welsh	in	the	workplace.	Whilst	this	clearly	has	an	impact	on	the	
delivery	of	the	aims	of	the	Strategic	Framework	for	Welsh	Language	services	in	Health	
and	Social	Services	(More	than	Just	Words),	it	also	has	an	impact	on	finding	Welsh	
speaking	mentors	and	academic	supervisors	in	the	workplace	for	Welsh	speaking	
students.	This	is	threatening	the	sustainability	of	Welsh	medium	education	in	medicine	
and	other	healthcare	courses	chosen	by	students	keen	to	continue	their	bilingual	
education	and	develop	their	clinical	communication	skills	in	both	languages.	

	
	
	
2. Is	there	a	clear	understanding	of	the	Welsh	Government’s	vision	for	health	and	care	

services	and	the	workforce	needed	to	deliver	this?	
	
We	are	still	unclear	re:	policy/vision	for	health	(but	appreciate	that	this	is	partially	due	
to	new	administration	etc.	and	will	become	clearer).		

	
		
	
3. How	well-equipped	is	the	workforce	to	meet	future	health	and	care	needs?	

Please	see	response	below	
		
		
	
4. What	are	the	factors	that	influence	recruitment	and	retention	of	staff	across	Wales?	

This	might	include	for	example:	
§ the	opportunities	for	young	people	to	find	out	about/experience	the	

range	of	NHS	and	social	care	careers;	
§ education	and	training	(commissioning	and/or	delivery);	
§ pay	and	terms	of	employment/contract;	

		
We	believe	it	is	important	to	ensure	consideration	is	given	to	academic	Medicine	and	the	
role	of	clinical	academics	when	focusing	on	recruitment	and	retention	in	Wales.	The	
relationship	between	Universities	and	the	Health	Boards	is	critical	here.	There	is	an	
important	requirement	to	ensure	parity	and	fairness	between	academic	and	non-
academic	medicine	(financial	and	in	job-planning).	There	must	be	appropriate	levels	of	
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funding	to	ensure	this	can	continue.	
		

The	pipeline	for	health	care	professionals	in	Wales	from	school	through	Further	and	
Higher	Education	and	onto	the	career	itself	is	critical.	We	aim	to	attract	and	retain	the	
best	Doctors	in	Wales,	but	must	be	equipped	to	achieve	this.	There	are	a	number	of	
important	factors	that	must	be	addressed	in	order	to	achieve	this	including:	

-							Adequate	funding	and	a	clear	financial	strategy	
-							A	workforce	with	the	ability	to	deliver	(particularly	with	the	training	elements)	
-							Facilities	–	particularly	within	the	communities	of	Wales.	
		
		

In	a	recent	Teacher	Advisory	Panel	at	Cardiff	University	School	of	Medicine,	teachers	
responded	to	a	question	about	the	reason	why	the	numbers	of	young	people	from	Wales	
applying	to	undergraduate	medicine	courses	across	the	UK	has	fallen	according	to	2015	
UCAS	data.	The	teachers	suggested	that	there	was	a	lack	of	unbiased	information	
about	careers	in	the	NHS,	and	that	young	people	are	being	influenced	by	the	negative	
media	about	working	in	the	NHS	in	Wales	and	possibly	outdated	information	from	family	
connections.		They	also	cited	the	success	of	recent	campaigns	by	STEM	organisations	
such	as	STEMnet	in	making	other	careers	in	Science	more	accessible	and	attractive.	They	
believed	that	potential	medics	were	being	swayed	away	from	the	demands	of	
medicine	to	study	other	degree	programmes.	

		
		
	
5. Whether	there	are	there	particular	issues	in	some	geographic	areas,	rural	or	urban	

areas,	or	areas	of	deprivation	for	example.			
		

From	the	Medical	Education	perspective,	we	ensure	clinical	placements	take	place	across	
the	breadth	of	Wales.	This	includes	rural	and	urban	areas	and	ensures	a	clear	
understanding	of	the	specific	requirements	and	nuances	of	each	situation.	By	ensuring	an	
awareness	at	early	career	points	we	aim	to	provide	the	tools	and	training	to	provide	an	
equipped	workforce	in	the	future.	

		
Furthermore,	work	is	currently	ongoing	to	identify	future	potential	“community-based”	
centres	(building	on	the	achievements	and		learnings	from	the	Kier	Hardy	Health	Park)	–	
by	enabling	the	training	of	students	to	take	place	in	community-based	facilities	ensures	
an	understanding	and	appreciation	of	the	requirements	of	the	full	social	(and	
geographical)	spectrum	across	Wales.	
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The Royal College of Midwives
8th Floor, Eastgate House, 35-43 Newport Road, Cardiff, CF24 0AB

The Royal College of Midwives’ response to Welsh Assembly Inquiry on the sustainability 
of the health and social care workforce 

1. The Royal College of Midwives (RCM) is the trade union and professional organisation 
that represents the vast majority of practising midwives in the UK. It is the only such 
organisation run by midwives for midwives. The RCM is the voice of midwifery, providing 
excellence in representation, professional leadership, education and influence for and on 
behalf of midwives. We actively support and campaign for improvements to maternity 
services and provide professional leadership for one of the most established clinical 
disciplines.

2. The RCM welcomes the opportunity to respond to this consultation and our answers to 
the consultation topics are set out below.

3. Q: Do we have an accurate picture of the current health and care workforce? Are there 
any data gaps?

4. Successive Welsh governments have supported a midwifery specific workforce planning 
tool (Birthrate Plus) and have maintained midwife numbers which has helped to prevent 
a serious shortage of midwives. The principles of prudent healthcare provide numerous 
opportunities for midwives and midwifery services. They support a focus on normality 
and a decrease in unnecessary intervention.

5. However, many challenges remain. The RCM has remained concerned for some time 
about the age profile of our workforce. Looking at midwifery numbers alone, the picture 
looks rosy: There were more midwives working in the NHS in Wales in 2015 than there 
have been since at least 2009. The increase during that time was around eight per cent. 
This has outpaced the changed in the number of births, helping to reduce the ratio of 
births per midwife.1

6. However, this situation is under threat.  37 per cent of midwives working in the NHS in 
Wales are in their fifties or sixties. Without investment in our workforce, before too long 
we could see a dwindling number of midwives available to staff our maternity units, with 
an insufficient number of younger midwives in place to replace those set to retire. So 
while we have an accurate picture of our workforce, we need to take action on the basis 
of that picture.

1 Royal College of Midwives. State of Maternity Services Report 2015. 
https://www.rcm.org.uk/sites/default/files/RCM%20State%20of%20Maternity%20Services%20Report%202015.p
df
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7. Q: Is there a clear understanding of the Welsh Government’s vision for health and care 
services and the workforce needed to deliver this?

8. There are three key documents used by Health Boards across Wales to describe the 
vision for health care given to women and families: the Maternity Strategy, Midwifery 
20:20 and the Birthplace study. Between them these documents spell out what needs to 
happen in order for us to have a maternity service that promotes pregnancy and 
childbirth as an event of social and emotional significance, where women and families 
are treated with dignity and respect.  All Health Boards are currently required to report 
on progress made in relation to the targets set out in the Maternity Strategy. And we 
now have a huge raft of evidence from the Birthplace study which suggests that lower-
intensity birth locations (such as midwifery-led units and women’s own homes) are safe 
and sustainable options for many women.2 In addition the adoption of the principles of 
Prudent Health care has meant that there are opportunities for less unnecessary 
intervention, lower caesarean section rates and fewer low risk women receiving care in 
obstetric units unnecessarily. The RCM was a key player in the development of the 
Maternity Strategy and Midwifery 20:20 and supports their aims. We believe that the 
evidence provided in the Birthplace study can radically change the way that care is 
provided and contribute hugely to the prudent health care agenda.

9. What is less clearly articulated in national policy is the workforce needed to realise these 
ambitions. The RCM has made our views clear in our Welsh election manifesto, our 
Caring For You Charter and our response to the NHS workforce review in 2014. We 
support the recommendations coming from the Prudent Healthcare resource.3

10. Unlike other parts of the UK, Wales is fortunate in that it appears  to currently have 
enough midwives to meet its birth rate. However this is only in relation to birth rate 
numbers.  It is our view that the current structures do not support a cohesive approach 
to workforce planning, development and commissioning of training across NHS Wales. 
We would like to see a long-term commitment to continuing to have the required 
number of midwives, especially as this will be prerequisite to meeting the requirement of 
having 45% of births taking place in midwifery-led units. Further, we believe that in order 
to meet the public health challenges above, we must strengthen community midwifery, 
and there is an opportunity for further development of maternity support workers 
(MSWs).

11. Q: How well-equipped is the workforce to meet future health and care needs?

12. The maternity workforce has changed to meet the changes in service demand. Whilst the 
number of Consultant Midwives had remained static there is now a move to have at least 
one Consultant Midwife in each Health Board. The RCM supports this move and 

2 Birthplace in England Collaborative Group, Brocklehurst P, Hardy P, Hollowell J, Linsell L, Macfarlane A, McCourt 
C, Marlow N, Miller A, Newburn M, Petrou S, Puddicombe D, Redshaw M, Rowe R, Sandall J, Silverton L, Stewart 
M. ‘Perinatal and maternal outcomes by planned place of birth for healthy women with low risk pregnancies: the 
Birthplace in England national prospective cohort study’. British Medical Journal. 2011;343.
3 ‘Design the future workforce – ensuring that the future workforce is in line with service and financial planning; 
Develop the future workforce – includes education commissioning, staff development, and recruitment and 
retention process; Deliver the future workforce – ensuring plans are delivered, processes are effective, clinicians 
are engaged and best practice is shared’. See Making Prudent Healthcare Happen.  
http://www.prudenthealthcare.org.uk/workforce/
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welcomes the recognition of the contribution that these roles bring to maternity 
services, especially in areas such as normality and public health. There has also been an 
acknowledgement of the vital role that Maternity Support Workers can play in Maternity 
services. The development of the Maternity Support Worker Curriculum has meant that 
the role and responsibilities of MSW’s are clearly defined.

13. We would also support the establishment of systems whereby on going training and 
development and continuous improvements become the norm. We support a greater 
emphasis on the use of multi-disciplinary teams in the planning and delivery of 
healthcare and believe that multi professional training programmes have a role to play in 
encouraging respect and understanding for other roles in the provision of service. As 
before, effective team-working across disciplines is vital to quality maternity care.

14. The role of the Midwife in delivering the public health agenda is now well established. 
The 2011 Strategic Vision for Maternity Services in Wales stated, ‘Pregnancy is a 
powerful motivator for change. It is a time when women and their partners, often for the 
first time, make positive lifestyle changes and choices in order to provide the optimal 
conditions to ensure the health and wellbeing of their unborn baby’.4 Each contact with a 
midwife is an opportunity to improve the health not only of the woman and her baby but 
that of her wider family. Midwives are also the frontline professionals who can signpost 
women to other specialist services, such as for smoking, weight loss, domestic violence 
and drug abuse. They are also involved in cases of safeguarding and mandatory reporting 
of FGM.

15. Q: What are the factors that influence recruitment and retention of staff across Wales? 
This might include for example:

a. the opportunities for young people to find out about/experience the range of 
NHS and social care careers;

b. education and training (commissioning and/or delivery);
c. pay and terms of employment/contract

16. In 2016 the RCM launched a major campaign to improve RCM members’ health, safety 
and wellbeing at work so they are able to provide high quality maternity care for women 
and their families. The asks of Caring For You are based on the startling results of a 
survey of RCM midwife, student and maternity support worker (MSW) members.5 

17. The results from the survey show that maternity units are overworked and understaffed 
and many midwives, maternity support workers and student midwives are feeling under 
intense pressure to be able to meet the demands of the service. This is creating high 
levels of stress and burn out which is impacting on the care that is provided to women 
and their families.

18. RCM members’ shift working has a negative impact on their health, safety and wellbeing, 
in particular restrictions to work flexibly; working long shifts; shift patterns; missing 
breaks; and working beyond hours cause frequent problems. Some workplaces have 

4 Welsh Government (2011). A Strategic Vision for Maternity Services in Wales. 
http://wales.gov.uk/docs/dhss/publications/110919matstrategyen.pdf
5 The RCM’s Caring for You survey was conducted during March 2016 with RCM members using Survey Monkey. 
In total there were 1,361 responses. The survey asked questions about midwives’, maternity support workers’ 
and student midwives’ health, safety and wellbeing at work. 
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dysfunctional cultures, resulting in workplaces that have high levels of bullying, 
harassment and undermining behaviours.

19. The following quotes are from welsh midwives and we urge the committee to think 
about retention and recruitment in the context of these experiences:

20. “The organisation runs on goodwill, staff working extra shifts on top of their contracted 
hours, staying on after shift end-times etc. Not a great deal of appreciation for this 
apparent from senior management”.

21. “Short staffed and made to feel guilty about this, therefore struggle to go to work when 
unwell. Currently pregnant, awful morning sickness and sciatica. No support and no 
sickness absence as feel guilty”.

22. “If things go wrong we do not feel supported even though management say there is a no 
blame culture. We are also expected to attend people [in the community] even if there 
are health and safety concerns and management do not want to pay two midwives to 
attend for the whole labour [at home] due to paying overtime. Some colleagues are 
scared to be called because they do not want to be out alone at night in a strange 
environment”.

23. The research also found that 69% of our members said they had caring responsibilities. 
This gives us a good indication about the balance that many members (and NHS staff 
overall) have to find in their daily lives. While 35% of respondents had made a request to 
change their shifts in the last two years, unfortunately 37% of these said their request to 
change their hours was rejected. Many respondents reported that they were not given 
the reason for why their request was rejected but many said it was due to staffing and 
workload.

24. Part time work is common and clinical midwives are experiencing a higher level of stress 
and burnout than ever before. Service demands can make higher-banded positions less 
attractive, which means the talent pool can shrink. We must focus not only on ensuring 
raw numbers of midwives are sustainable but also think about how to support midwifery 
careers for life and support emerging leaders.

25. While at times this report makes for troubling reading about the level of burn out and 
stress amongst midwives and maternity support workers it does offer solutions too. The 
evidence we present shows that when Heads of Midwifery and RCM Health and Safety 
Representatives work in partnership and take action on health, safety and wellbeing it 
does make a difference. Stress levels are lower, health and wellbeing is better and 
importantly, care for women and their families improves.6 We are thrilled that Powys 
Teaching Health Board was the first health board in Wales to sign up to the RCM’s Caring 
for You Charter and they have been joined by three other boards in recent weeks. We 
hope all the boards will sign up to the Charter to improve health and wellbeing of staff 
which will help create happier and healthier workplaces, with positive working cultures 
that always deliver quality care for women and families.

6 Royal College of Midwives.  Caring for You Campaign: Survey Results. May 2006. 
https://www.rcm.org.uk/sites/default/files/Caring%20for%20You%20-
%20Survey%20Results%202016%20A5%2084pp_5%20spd.pdf
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26. In regards to pay and terms and conditions, the Royal College of Midwives is committed 
to UK wide pay bargaining, through the NHS Staff Council, and the independent Pay 
Review Body. We believe that Agenda for Change is the most transparent, fair and equal 
system as it is underpinned by the job evaluation system which is based on equal pay for 
work of equal value. Our expectation is that this will continue.

27. The independent NHS pay review body makes recommendations to the Welsh 
Government on the pay of midwives, nurses and other staff employed by the NHS, with 
the exception of doctors, dentists and very senior managers. Unlike the Scottish 
Government, which has consistently followed the pay body’s recommendations, the 
Welsh Government has failed in the past to honour them in full. This is a shame, and has 
left midwives in Wales out of pocket and they continue to be paid less than their Scottish 
equivalents. 

28. Midwives are drawn into the profession for many reasons, they may have had children 
themselves, they may follow family members into the profession but mostly they are 
driven by a desire to work with women and families and to provide the best care 
possible. Financial reward is frequently not the primary driver; however, it is unrealistic 
to expect them to work without adequate financial reward. Midwives have bills to pay 
just like everyone else. That is why it is important that they are paid a fair salary for the 
work they do, and the fairest way of determining that salary is through an independent 
process like the one we have. It is so important that all sides honour the pay review 
body’s recommendations even when midwives might think it is too low or employers 
think it is too high.

29. Q: Whether there are there particular issues in some geographic areas, rural or urban 
areas, or areas of deprivation for example.  

30. The latest statistics on breastfeeding in Wales show the massive variation between areas 
which the RCM believes must urgently be addressed to tackle life-long health 
inequalities. 

31. The highest breastfeeding rates were seen for babies of women resident in Powys 
Teaching Local Health Board (72%) and lowest for those in Cwm Taf University Local 
Health Board (50%). There is a clear need for more breastfeeding support, especially for 
young mothers, and midwives must be able to have the time to work with women to 
enable them to breastfeed safety and comfortably. Breastfeeding lays the foundations 
for an individual’s future health and wellbeing. It brings great benefits for society as a 
whole in terms of reduced spending on ill health. Previous surveys into our members 
views on postnatal care found there is not usually enough time our resources to support 
new mothers with important aspects of breastfeeding, according to 25% of our 
members.7 With the increase in complex care needs the labour ward has often been seen 
as the priority for midwifery staffing with the result that post natal care has not been 
given the value/attention that it should have had.

The Royal College of Midwives
August 2016 

7 Royal College of Midwives. Pressure Points: Infant feeding, Supporting parent’s choice. May 2014.
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Consultation response from the Royal College of Paediatrics and Child Health 
(RCPCH):
Inquiry into the sustainability of the health and social care workforce

1. Who we are

1.1 The Royal College of Paediatrics and Child Health (RCPCH) works to transform child health 
through knowledge, innovation and expertise. We have over 550 members in Wales and over 17,000 
worldwide. The College is responsible for training and examining paediatricians. We also advocate 
on behalf of our members, represent their views and draw upon their expertise to inform policy 
development and the maintenance of professional standards. 

1.2 For further information please contact Gethin Jones, External Affairs Manager for Wales: 
XXXXXXXXXXXXXXXXXX or XXXXXXXXXXXX.

2. Our priorities for child health in Wales

2.1 Infants, children and young people (ICYP) aged 0 to 18 make up around 20% of the UK 
population1 and they are high users of healthcare services; accounting for around a quarter of a 
typical GP’s workload2 and more than a quarter of emergency department attendances. Yet services 
for ICYP appear to be a low priority. ICYP must be considered equitably to adults in all aspects of 
healthcare. Under Article 24 of the UN Convention on the Rights of the Child (UNCRC), all ICYP have 
the right to be as healthy as they can be and to access health services. 

2.2 While children’s health has improved greatly in the UK over the last 30 years, the UK lags 
behind much of Western Europe on key measures of child health and wellbeing and continues to 
have one of the highest mortality rates in Western Europe for under-fives3. UNICEF places the UK 
16th out of 29 rich countries in measures of child wellbeing4. 

2.3 Since the founding of the NHS in 1948, there has been a strong shift in the burden of disease 
in childhood away from infectious diseases to more chronic, long term conditions. One in seven 
(15%) of 11 to 15 year olds now have a long term condition or disability5. The increased long-term 
survival of children with complex disabilities, in part due to better survival rates for low birth weight 
and improvements in care, means that appropriate care needs to be in place to support these ICYP 
from infancy through to adulthood.

1 2011 Census, ONS
2   Hippisley-Cox J et al.  Trends in consultation rates in general practice 1995 to 2006: analysis of QRESEARCH 
database 2007. Cited in Wolfe et al. Improving child health services in the UK: insights from Europe and their 
implications for the NHS reforms? BMJ 2011.
3 Royal College of Paediatrics and Child Health, National Children’s Bureau and British Association for Child and 
Adolescent Public Health. Why Children Die: death in infants, children and young people in the UK. 2014
4   UNICEF Report Card 11, 2013
5   Association for Young People’s Health Key Data on Adolescence 2013
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2.4 Wales has the opportunity to deliver better models of care for infants, children and young 
people. 

2.5 The RCPCH’s Why Children Die report highlights a need to better manage sick ICYP and 
recommends that measures are taken to improve recognition and management of serious illness 
across the healthcare service.

2.6 Last year we published Child Health Matters: A Vision for 2016 in Wales. Following a 
consultation with our members in Wales, this document set out a series of policy calls that we 
believe would have the most positive impact on the health and wellbeing of children and young 
people in Wales. 

2.7 RCPCH’s Facing the Future (FtF): Standards for Acute General Paediatric Services makes the 
case for whole system change in paediatrics to more effectively meet the needs of ICYP. The model 
recommends fewer, larger inpatient units which provide consultant delivered care and which are 
better equipped to provide safe and sustainable care. These units must be supported by networked 
services and more care delivered closer to home through community children’s nursing teams and 
better paediatric provision in primary care.

2.8 RCPCH, Royal College of General Practitioners (RCGP) and Royal College of Nursing (RCN) 
have also worked together to develop a new set of standards in the Facing the Future suite, Facing 
the Future: Together for Child Health. These standards apply across the unscheduled care pathway 
to improve healthcare and outcomes for ICYP. They aim to ensure there is always high-quality 
diagnosis and care early in the pathway, providing care closer to home where appropriate (right 
care, right time and right place). The standards will ensure specialist child health expertise and 
support are available directly into primary care services where the needs of the child and their family 
are known and will build good connectivity between hospital and community settings; primary and 
secondary care; and paediatrics and general practice.

2.9 We can provide hard copies of these publications upon request.

3. Do we have an accurate picture of the current health and care 
workforce? Are there any data gaps?

3.1 RCPCH carries out a biennial census of the UK paediatric workforce and child health services, 
from which we produce figures for Wales. The report to be disseminated late in 2016 will be a 
comprehensive picture of the paediatric workforce and services in Wales. 

3.2 It is important for the Welsh Government to recognise the importance of the Workforce 
Census (see references) and support RCPCH to achieve a 100% completion rate so that we have a 
complete picture of the paediatric workforce and avoid the need for additional projects that risk 
duplicating this work. 
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3.3 From our previous census in 2013 (see references), we reported that there were 153 wte 
(whole time equivalent) paediatric consultants in Wales i.e. 27.5 per 100,000 children aged 0-15. 
This ratio was lower than that in Scotland, London and the North of England but higher than the 
ratios on Northern Ireland, South of England, Midlands and East of England. However the College 
estimate that across the UK as a whole approximately 800-1000 wte consultants are needed to meet 
its standards for acute care such as 12 hour consultant presence in hospital 7 days a week (FtF) and 
British Association for Perinatal Medicine (BAPM) standards for neonatal care. This demand 
increases if there is to be greater integration between primary and secondary care for child health or 
an increase to 24 hour consultant presence.

3.4 From the data received to date from our 2015 census (2 hospitals outstanding) we estimate 
that 11% of posts on tier 1 rotas in Wales (junior trainees) and 21% of posts on tier 2 rotas (usually 
more senior trainees) were vacant over the 15/16 winter period. These figures are slightly higher 
than elsewhere in the UK. Most tier 1 rotas are made up of 10 wte or more posts in line with College 
standard (FtF) whereas the average wte of slots on tier 2 rotas is 8.4 doctors.

3.5 It is important to note that while we have a good picture of the number of paediatricians 
and gaps in paediatric units, we need a better picture of the paediatric workforce overall – in 
particular GPs, children’s nurses, health visitors and CAMHS. This is crucial in order to deliver the 
models set out in the Facing the Future suite and we would urge the Welsh Government to ensure 
that we have a comprehensive picture of the child health workforce.  
 

4. Is there a clear understanding of the Welsh Government’s vision for 
health and care services and the workforce needed to deliver this?

4.1 Dealing with pressures in the paediatric and child health workforce will help child health 
services achieve the care standards set out by RCPCH and ensure safe and sustainable services for 
children across Wales.

4.2 We would welcome Welsh Government support for our vision. We have called on the Welsh 
Government to work with the Wales Deanery, RCPCH, other stakeholders and UK Government to 
develop a strategic workforce plan, which should include measures to address the child health and 
paediatric workforce.

4.3 Other medical royal colleges have also called for a workforce strategy. Royal College of 
Physicians Wales has called for “a national medical workforce and training strategy which ensures 
that staff are deployed and trained effectively, now and in the future.”6  

4.4 For the paediatric element of the strategy and plan RCPCH recommends the workforce 
requirements are designed around the introduction of new service models:

6   RCP Wales, Focus on the future, June 2015
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4.5 More effective paediatric care in hospital settings:

• Increased number of paediatric consultants to provide consultant cover to meet the RCPCH 
standards. In general paediatrics (assuming the same number of units) an additional 35 consultants 
would be needed plus community child health and subspecialty consultants.
• Increased number of trainees to fill rota vacancies and meet RCPCH standards of ten 
trainees on a training rota 
• Development of new rota models including the role of Advanced Nurse Practitioners on 
paediatric tier one rotas and resident consultants.
• Increased number of registered children’s nurses

4.6 Better management of the health of infants, children and young people in primary 
care and the wider community

• Delivery of more care in the community, including increased training and development of 
community children’s nursing teams and increased numbers of GPs trained in paediatrics.
• Greater paediatric support for the delivering of care in the community e.g. consultant hot 
phones, rapid access, outreach clinics
• Development of safer staffing arrangements and transport infrastructure for remote and 
rural units.
• Increased number of registered children’s nurses

4.7 Increased use of associate professionals

• Physician Associates. There have been very few working in paediatrics to date but RCPCH 
expects the numbers will increase, which will enable effective evaluation.
• Advanced Paediatric Nurse Practitioners.
• Resident consultants.

4.8 We do not therefore have a clear understanding of the Welsh Government’s plan to deliver 
the health and social care workforce we need. 

4.9 We ask the Welsh Government to support our vision and develop the comprehensive health 
and social care workforce strategy that would give us a clear understanding of how the Welsh 
Government will deliver this. 

5. How well-equipped is the workforce to meet future health and care 
needs?

5.1 As mentioned above, to meet future demands of College standards and to provide safe care, 
consultant numbers need to increase, which means the number of new Certificate of Completion of 
Training (CCT) holders in Wales should be appropriate to meet this demand. 
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5.2 Figures from the Welsh Deanery show that there are currently (Summer 2016) 148 
paediatric trainees in Wales, which represents a fall from an RCPCH estimate of 156 in 2015. Clearly 
a decline in the number of trainees would impact the number of new CCT holders who qualify as 
future consultants. In 2014 only 13 doctors achieved CCT in paediatrics and its subspecialties in 
Wales, 5 of whom had worked less than full time as trainees.

5.3 Again, we would call for a comprehensive health and social care workforce strategy to 
address these issues. 

6. What are the factors that influence recruitment and retention of staff 
across Wales? This might include for example:

 the opportunities for young people to find out about/experience the range of NHS and social 
care careers;

 education and training (commissioning and/or delivery);
 pay and terms of employment/contract;
 Whether there are there particular issues in some geographic areas, rural or urban areas, or 

areas of deprivation for example.  

6.1 When paediatricians resign early or take up posts elsewhere, they are given an exit 
interview. RCPCH does not hold this information but we would recommend that the data is 
anonymised and headlines made available to the Welsh Government to inform its strategy to retain 
paediatric and child health staff in Wales. 

6.2 36 consultant appointment committees were reported to the College in Wales in 2014 and 
2015. For 10 of those (27.7%) an appointment was not made. This data may be incomplete if not all 
appointment committees are reported to us, but we are obviously concerned that the available data 
suggests over a quarter of consultant posts advertised in Wales are not filled. 

6.3 We asked a panel of RCPCH members representing each region in Wales whether they could 
identify factors relating to geography, rural or urban areas, or areas of deprivation. The feedback we 
received included the following statements from RCPCH members:

6.4 On urban and rural areas:

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

6.6 “Whilst most hospital services in the UK are experiencing difficulties with the recruitment of 
junior doctors it is especially challenging for those hospitals in rural areas. Many junior doctors 
perceive rural DGH’s to be too small and therefore less attractive for training purposes and many 
prefer to settle with their families in larger urban/city areas where the density of hospitals is greater 
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and the chances of employment at more academic/tertiary institutions greater… Doctors and their 
families will settle in the larger cities closer to the hospitals that provide the majority of their 
specialist training (ie tertiary centres) and as a result will be very reluctant to move away to more 
rural locations for work.”

6.7 On larger and smaller hospitals:

6.8 “Acute/on-call rotas for Consultants in smaller hospitals are more onerous than in the 
teaching hospitals (appreciate different intensity but the frequency of on-call is a big factor for many 
when considering a job).”

6.9 Other issues:

6.10 “Too often it is the clinical staff (mainly consultants) who are spending significant period of 
time during their working week attempting to fill rotas, contacting locums, persuading doctors to 
change their shifts to plug gaps etc. In my view this is very poor use of consultant time but has 
resulted mostly due cutbacks within the administrative workforce who should provide the practical 
support for recruitment.”

References

Facing the Future: Standards for Acute General Paediatric Services 
http://www.rcpch.ac.uk/facingthefuture 

Facing the Future: Together for Child Health http://www.rcpch.ac.uk/facing-future-together-child-
health 

RCPCH Workforce Census 2013 http://www.rcpch.ac.uk/improving-child-health/better-nhs-
children/workforce-planning/workforce-census-2015/previous-censuse

RCPCH Workforce Census 2015 http://www.rcpch.ac.uk/census 

Why Children Die report http://www.rcpch.ac.uk/news-campaigns/campaigns/why-children-
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Consultation response from BASW Cymru.

Inquiry into the sustainability of the health and social care workforce.

The British Association of Social Workers is a UK wide organisation with a 
membership of over 20,000 social workers. Since the Association was established in 
1970, it has focussed on developing excellent social work practice with a Code of 
Ethics that reflects both British and International good practice. BASW recognised the 
need for the Association to be part of developments in each of the four countries as 
devolution brought in different paths. After nearly twenty years, BASW Cymru is well-
established with an increasing membership.

1. Do we have an accurate picture of the current health and care workforce?

The Care Council for Wales publishes reports based on information supplied 
by social workers on the Register. At June 1st 2015 there were 4189 people 
registered on Part 1 of the Register who had the necessary social work 
qualification, although not all were working in social work directly. The majority 
of social workers are employed by Local Authorities. Although the numbers are 
small, independent social workers have had a stronger profile in BASW in 
recent years which may predict a changing pattern in employment in the future. 
The social work profession remains predominantly female with an increase in 
registrants over the age of 50.

The Welsh Government also reports on the work force drawn from returns 
made by local authorities. In the year 2013/14 there were 4922 people working 
in what are described as social work services for adults or for children and a 
small number in clinic services. In 2014/15 the number of people working in 
these services had risen by 1929 to 6851. However, the number of local 
authority social workers on the Care Council for Wales register rose by 55. The 
statistics are broad but they suggest that in 2013 80% of people described as 
working in social work services were registered social workers but this had 
declined to only 60% by the following year. The possibility is that services are 
now being delivered by people who are less well trained and not subject to 
regulation by the Care Council for Wales. As the Care Council for Wales data 
relates to registered social care workers and the Stats Wales data is not 
detailed, it is not possible to judge whether this is the case. It would be 
unfortunate if the investment made by the Welsh Government in improved 
education at both undergraduate level and in post qualifying training and in 
regulating the workforce to provide assurance to the public were undermined 
by employers redirecting work to unqualified and unregulated workers.
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2. Is there a clear understanding of the Welsh Government’s vision for 
health and care services and the workforce needed to deliver his?

The principal aims of the Social Services and Well-being (Wales) Act 2014 fit 
well with social work practice. Giving individuals voice and choice, promoting 
well-being, intervening at an early stage and collaborating with others to 
improve individual outcomes are the daily work of social workers. 

The vision is clear. However, the detail of how some parts of the Act will was 
not in place when the Act was implemented which, despite awareness raising 
sessions, left practitioners unclear about how they could change their working 
practices. In particular, the messages about the assistance people could expect 
to improve their well-being and the reality of working in services with diminishing 
budgets caused considerable concern. 

Achieving the vision of the Act will require a workforce who are both 
knowledgeable and have the ability to enable people to develop their own 
solutions. People often approach local authorities with a service solution in 
mind. Assisting them to look at other options, using their strengths and own 
resources takes skill and often more time than either slotting them into the 
service or telling them they are ineligible for the service. At a time of budgetary 
pressure, managing the tension between the available resource and the 
workforce required will be challenging.

The Act has provided for the establishment of a national Adoption Service to 
implement best practice across Wales. BASW members have highlighted the 
importance of post adoption support, particularly for those families who adopt 
children with complex needs. There is a concern that funding for these services 
will be reduced or withdrawn altogether. This could result in an increase in 
adoption breakdown. It is vital that families who experience difficulties caring 
for children they have adopted have access to skilled practitioners who can help 
them through what are often extremely challenging circumstances. 

Person-centred services are at the heart of the Welsh Government’s vision for 
social care services. This includes the right of Welsh speakers to receive 
services in their chosen language. BASW is in full agreement with his 
aspiration. However, of the 76% of social workers registered with the Care 
Council for Wales in 2014/5 who provided details of their ability to speak Welsh, 
65.5% could not speak any Welsh and only 13.5% were fluent. While there was 
a slight increase in the previous year from 20.4% to 21% in social workers who 
could speak some Welsh, the percentage of fluent workers did not increase. 
The tension between providing a service through the medium of Welsh and 
ensuring the social worker has the appropriate skill set will need to be managed 
to ensure the best outcome for individuals and families.

How well equipped is the workforce to meet future health and care needs? 
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Since 2004 new entrants have required either a Bachelors or a Master’s degree 
in social work. More than a quarter of registered social workers in Wales now 
hold this qualification.

The introduction in 2005 of protection of title for social workers and the 
requirement to register with the Care Council for Wales was welcomed by 
BASW, following years of advocating for the introduction of a professional 
framework. Registration requires social workers to demonstrate that they have 
undertaken a minimum of five days learning and development in a year. 

The development of a Continuing Professional Education and Learning 
Framework for Social Workers has given further impetus to ensure that social 
workers continue to develop their skills. The implementation of the advanced 
levels of the Framework is relatively recent but the impact will be demonstrable 
with time.

Learning and development has been strong in the fields of child care and 
mental health but weaker in that of work with older people. Historically older 
people have been viewed as requiring practical services that can be arranged 
by people who do not need to be qualified. Social work degree programmes 
and post qualifying learning have not provided robust training on the role of 
social work in protecting the rights of older people and enabling them to make 
their own choices. Incorporating the multi-disciplinary approaches required for 
positive outcomes for older people has also been problematic. Older people 
access services in larger numbers than in other service areas so the lack of 
emphasis on appropriate training could be viewed as somewhat perverse. 
However, the recent publication by the Care Council for Wales of a Dementia 
Learning and Development Framework for Wales is a welcome development. 
There needs to be further work to ensure that social workers providing services 
to older people have an appropriate knowledge base to achieve the best 
outcomes. 

BASW is focussing on providing comprehensive resources for social workers 
to continue their Continuing Professional Development. The online content is 
available to members and is of particular benefit to social workers who are 
restricted by rurality and other factors from accessing other learning 
opportunities.

3. What are the factors that influence recruitment and retention of staff 
across Wales? This might include for example: the opportunities for 
young people to find out about/experience the range of NHS and social 
care careers; education and training (commissioning and/or delivery); 
pay and terms of employment/contract.
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The factors influencing recruitment and retention of staff are multi-faceted. A 
survey conducted by the results of a survey by the Guardian newspaper in 
December 2015 recorded the positive job satisfaction that social workers 
expressed but also some of the negative aspects of increasing workload, lack 
of management support, poor work environments and the persistence of hostile 
media coverage.

The findings from the Guardian survey are congruent with anecdotal and survey 
findings among the BASW membership. The results of a survey published in 
December 2015 in Professional Social Work were reported to show that 
‘Cramped, noisy, vermin infested, poorly lit, badly heated, dirty and crumbling 
buildings that lack privacy or quiet places to concentrate appear to be typical 
working environments for social workers.’ The move to accommodating staff in 
large open plan offices with high levels of noise that make sensitive or 
confidential phone calls with service users problematic. Hot desking can make 
it impossible to derive the benefits of team working. 

BASW has received concerns from some social workers that they will lose their 
jobs if they fail to learn Welsh to level 2 standard. Achieving this level enables 
people to have engage in a simple conversation. It is not sufficient to provide a 
service through the medium of Welsh. It would be unfortunate if competent 
social workers were deterred from working in Wales because of a perception 
that the ability to speak Welsh was a requirement.

Despite these negative aspects, 87% of respondents from Wales to the 
Guardian survey reported they enjoy their jobs. This was higher than the 79% 
across the UK. One factor behind this may have been because the scale of cuts 
to local authority budgets was much greater in England at that time. However, 
the positive reasons are that social workers feel that their contribution is more 
valued in Wales, workloads are better managed, there is more support from 
managers and the integration of health and social care works well.

4. Whether there are particular issues in some geographic areas, rural or 
urban areas or areas of deprivation for example.

Recruitment of social workers in areas further away from urban centres can be 
difficult. Social workers can find the challenges of working in an environment 
where services are limited or are only available at a considerable distance and 
the time spent travelling in a rural area to be unattractive. However, generally 
there are no specific geographical issues associated with the social worker 
workforce.

      Dr C. Poulter

BASW Cymru Ambassador
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Do we have an accurate picture of the current health and care workforce? Are there any data gaps?

 The UHB has a detailed analysis by profession of the workforce risks and sustainability which sits within the 
Workforce Plan in the IMTP submitted to WG this year. There are particular challenges associated with 
primary/community care clinical workforce ,  the age profile, national recruitment issues for G.P’s across the 
UK. The same applies to registered nurses across both acute and community services and the UHB has been 
leading the way in the development  of the HCSW role and its value in supporting patient outcomes within 
integrated community teams.
Whilst the NHS workforce analysis is detailed the knowledge of the social care workforce challenges are 
broadly understood and we  have developed strong integrated working to be in a position prospectively to 
reflect the sustainability across community and social care workforce within fully integrated workforce plans 
which is piloted currently.

Is there a clear understanding of the Welsh Government’s vision for health and care services and the workforce 
needed to deliver this?

The UHB IMTP reflects the strategic plan for integrated community services and the likely workforce model. 
The detail has yet to be mapped, however there are likely to more integrated HCSW roles across services and 
professions to make best use of the workforce skills across sectors.

How well-equipped is the workforce to meet future health and care needs?
The UHB has a wide range of development programmes for registered and un registered professions with well 
defined career pathways some examples include:

 HCSW development from band 2-4 then able to access RGN training
 Apprenticeship programmes
 Post registration modules to develop specific skills to support clinical practice within 

community services

What are the factors that influence recruitment and retention of staff across Wales? This might include for 
example:
the opportunities for young people to find out about/experience the range of NHS and social care careers;
education and training (commissioning and/or delivery);
pay and terms of employment/contract;
Whether there are there particular issues in some geographic areas, rural or urban areas, or areas of 
deprivation for
example.
The Health Board continues to work towards being the Employer of Choice not only within the local 
community, but also to retain existing staff, therefore reducing turnover for non retirement related reasons 
and in doing so attracting a highly skilled workforce to join the organisation from across the UK.  To achieve 
this there are a range of initiatives currently in place as well as new work to strengthen our position.  This 
includes staff benefits, health and well-being support and thank you events.  We are supporting our staff with 
education and development including leadership development programmes for our medical staff and a 
consultant mentoring scheme.

Good staff health, well-being and sustainable engagement is proven to impact on organisational performance 
and  is therefore vital for ensuring that the Health Board can meet the challenges of delivering comprehensive 
and consistent high-quality patient care, continuing to improve services within resource and financial 
restraints, reinforcing and supporting public health promotion and prevention initiatives, attracting and 
retaining staff.

Recognising the importance of retaining current staff and undertaking effective succession planning is key to 
sustaining our workforce. 

Some actions underway currently include:  
 continue work to publicise good practice and raise the profile of HB using social media 

and clinical networks to reflect best practices /service developments

Pack Page 146



 establishing a mechanism to follow up all staff appointed a year after induction to get 
feedback on their experience over their 12 months in the HB to inform local induction, 
culture, development opportunities etc

 Actively inviting experienced staff to retire and return as appropriate to support key 
work , where identified e.g. supporting mentorship of new starters

 Maintain and actively seek to expand staff benefits available to staff

 Develop staff to access career pathways

 Actively support CPD for all professionals

 Encourage innovation and encourage staff to contribute to development of teams and 
services

The rural The Health Board continues to work towards being the Employer of Choice not only within the local 
community, but also to retain existing staff, therefore reducing turnover for non retirement related reasons 
and in doing so attracting a highly skilled workforce to join the organisation from across the UK.  To achieve 
this there are a range of initiatives currently in place as well as new work to strengthen our position.  This 
includes staff benefits, health and well-being support and thank you events.  We are supporting our staff with 
education and development including leadership development programmes for our medical staff and a 
consultant mentoring scheme.

Good staff health, well-being and sustainable engagement is proven to impact on organisational performance 
and  is therefore vital for ensuring that the Health Board can meet the challenges of delivering comprehensive 
and consistent high-quality patient care, continuing to improve services within resource and financial 
restraints, reinforcing and supporting public health promotion and prevention initiatives, attracting and 
retaining staff.

Recognising the importance of retaining current staff and undertaking effective succession planning is key to 
sustaining our workforce. Some of the current work streams include:

 Continuing to work to publicise good practice and raise the profile of HB using social 
media and clinical networks to reflect best practices /service developments

 establishing a mechanism to follow up all staff appointed a year after induction to get 
feedback on their experience over their 12 months in the HB to inform local induction, 
culture, development opportunities etc

 Actively inviting experienced staff to retire and return as appropriate to support key 
work , where identified e.g. supporting mentorship of new starters

 Maintaining  and actively seeking to expand staff benefits available to staff

 Developing staff to access career pathways

 Actively supporting CPD for all professionals

 Encouraging innovation and encourage staff to contribute to development of teams 
and services

The rurality of the UHB and geographic spread of the services  does have an impact upon our recruitment  as a 
UHB  and our recruitment campaigns have focussed upon highlighting the benefits of working within  rural 
healthcare and the associated lifestyle benefits.
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Inquiry into the sustainability of the health and social care workforce

Consultation Response from Executive Directors of Therapies and Health Science

1. Do we have an accurate picture of the current health and care workforce? Are there any 
data gaps?

The data available on the current health and social care workforce across Wales covering 
professionally registered and unregistered staff is not joined up. Whilst there are certainly gaps, 
because the workforce intelligence is incomplete is difficult to accurately say where the gaps are.

Form must follow function and it would be helpful if there was a nationally described service 
specification for an integrated health and social care system. If we can accurately describe the 
outputs required to meet the needs of the people of Wales, we could then describe the workforce as 
an input to deliver the required system level outputs. The health and social care workforce must be 
described in terms of tasks and competencies rather than solely professional roles to enable the 
development of a truly integrated workforce. We could then benchmark our existing workforce 
against the required workforce and develop a workforce plan to bridge the gaps

The future health and social care workforce will certainly have portfolio careers with supporting skill 
sets and knowledge bases to allow them to flex to support areas of need across the entire health 
and social care system. This would provide an element of system level resilience and support the 
continued migration of care from secondary care settings into settings closer to people’s homes. 

Care pathways must seamlessly join up public, private and third sector provider care delivery. To 
make this a reality the health and social care workforce must straddle traditional sectoral and 
organisational interfaces to ensure that individual care is joined up and effective.

There is a significant degree of unwarranted variation in practice across the whole health and social 
care system. The role of the hybrid/multi-competency support worker is not defined, nor are 
national competencies in place.  We’ve got clear delegation guidelines and examples of 
competencies e.g. Occupational Therapy and Physiotherapy Level 3 diplomas but these are not 
routinely utilised across Social Care and in residential care other than in in a few discrete localities. 
NHS Wales CEOs have recently commissioned a piece of work to develop a multi-competent support 
worker workforce. There are numbers of roles in the community already undertaking this function 
but they differ across Wales, some more effective than others, and assurance of governance is not 
always robust.

2. Is there a clear understanding of the Welsh Government’s vision for health and care 
services and the workforce needed to deliver this?

The information is out there but it may benefit from further streamlining or finessing to improve 
clarity and reduce ambiguity. The triple integration agenda described in England (primary: 
secondary, mental: physical health and health and social care) does not appear to be articulated at 
all in Wales in an easily digestible way.  A workforce that is competent to operate across all three 
domains of integration should be a fundamental tenet of our vision in Wales.

However it would appear there is a fundamental lack of understanding by existing professional 
groups on what they are required to do, to make this step change happen. Professional groups are 
not always motivated to work in new ways when it is perceived that the change will undermine their 
professional standing, and ways of engaging them in a collaborative manner is required. 
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3. How well-equipped is the workforce to meet future health and care needs?

The focus on RTT and patient flow has shaped the secondary care workforce, making it difficult to 
respond to the necessary paradigm shift required to continue to deliver safe and sustainable high 
quality care. Largely workforce is planned in sectoral, organisational and professional silos with 
impermeable boundaries. This has been further strengthened by the “Nurse safe staffing Act”, which 
has looked at a profession in isolation, rather than the needs of patients which may be better met by 
a truly integrated workforce approach, which would also make it more sustainable. The vast majority 
of our current health workforce is designed to meet secondary care challenges, and not the 
challenges of delivering coproduced, patient activated care in non-traditional healthcare settings. 
We have a workforce which requires re- configuring to deal with the challenges we face going 
forwards.

The Career Framework 2-4 healthcare support worker workforce will be critical to successfully 
integrating the existing fragmented workforce across, and within, health and social care. The move 
to portfolio skill sets based on competence rather than professional affiliation will enable the 
required integration of the workforce across the 3 domains. It is important that these roles are not 
just seen as part of the nursing workforce. Enablement and rehabilitation are therapeutic activities 
and require therapist direction and supervision.

This will require a significant shift of thinking from existing professional groups. Workforce models 
must include a support worker cohort which can maximise their input into a broad range of 
professional services. We will need to create bespoke training and competence frameworks  and 
apprenticeships to support the development of support workers aligned to pathways rather than 
professional groups. Already we have examples of professions creating associate roles, with 
proposals to develop more, rather than boundary spanning multiprofessional re-ablement roles. 

The medical model needs to be refocused in many areas to a social model of healthcare. Medicine as 
a profession has not been subject to the paradigm shift that is required, at the scale that is required. 
There are pockets of change, but integrated workforce planning and service provision that includes 
all professions,, including medicine is required.  

4. What are the factors that influence recruitment and retention of staff across Wales? 

Recruitment and retention are significantly impacted by job satisfaction, including access to and 
funding for training, access to peers with specialist knowledge, career progression, R&D 
opportunities as well as remuneration and terms and conditions of employment.

 The Primary care workforce plan did not go far enough in defining the new models due differential 
incentives for private and public care providers. Safe staffing levels for particular professional groups 
are not helpful as it prevents diversification in the workforce and is a barrier to integration. Safe 
staffing levels are essential in some areas but this should not be prescriptive about the profession 
but more about the availability of service and the supply of tasks based on competence. 

Funding in all sectors is going to be a constraint to change. Strategic budget setting, integrated 
training and development budgets and integrated service modelling and commissioning will start to 
unpick these issues. However without pump priming it may be difficult envisage how the move from 
the current state to the desired state will happen at the pace required. 

Pack Page 150



4.1 The opportunities for young people to find out about/experience the range of NHS and 
social care careers;

Career events tend to be profession specific. It is difficult to promote new ways of working and 
supporting roles with confidence when they are poorly understood and may not be universally 
supported by traditional professional groups.

       4.2  Education and training (commissioning and/or delivery);

Organisational Workforce and OD functions should be linked across organisations and sectors and 
able to respond to WG directives. Again existing local governance frameworks inhibit this and there 
is a requirement for a simplified national system level governance framework. This will allow all 
organisations to interpret the ‘rules of engagement’ in similar ways.

An integrated training and education budget will be essential to allow tasks to be transferred safely 
from one professional group to another in services where shortage profession are creating 
bottlenecks in care.

An effective integrated workforce commissioning model will be fundamental, as will access to an 
integrated staff budget for training and development. The workforce will have to be commissioned 
at a national system level and deployed locally based on need rather than organisational budgets 
and boundaries. Outreach models and ‘push and pull’ workforce models will need to be considered 
along with the supporting integrated governance framework required to enable this change to 
happen

4.3  Pay and terms of employment/contract;

There will be requirements for staff to work across public, private, third sector and even industry 
sectors. These types of appointments and developments are not easily enabled by the current 
configuration of healthcare providers in Wales. Agenda for Change banding lacks consistency of 
application across Health Boards and can be demotivating for staff. In addition delays in the banding 
approach often delay recruitment. A consistent national approach would be welcomed. Social care 
staff are on different terms and conditions which can cause tension between front line staff working 
side by side – the same system for health and social care would be beneficial. The different terms, 
conditions and pay scales across health and social care can be a barrier and greater integration of 
education and training departments would be welcomed. 

Professional regulatory issues are not consistently understood and therefore interpreted. This leads 
to inconsistencies in workforce models and de facto barriers to integration. Further work on a 
standard multi-sectoral and multi-professional scheme of delegation will be required to enable 
better integration of cross-sectoral workforce and adoption of standard workforce practices.

4.4 Whether there are there particular issues in some geographic areas, rural or urban 
areas, or areas of deprivation for example.

Having stated that there is a pressing need to create an integrated workforce with a broad range of 
multi-professional skills particularly at career framework 2 - 4 there will also be a requirement for 
highly specialised workforce with expert knowledge bases and skill sets. There are particular 
therapies and healthcare science skills gaps such as MRI expertise which need to be addressed on a 
national networked level rather than by an individual healthcare organisations. Also many highly 
specialist workforce groups face acute recruitment, training and retention issues when managing 
risks associated with an aging workforce. 
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A greater focus on intermediate care and the potential this offers at undergraduate level would 
probably be helpful. All therapy staff should have a community clinical placement at undergraduate 
level.  

We need to work harder to raise the profile of the support workers and to make it a career of choice 
and alternative to nursing for some of the students at our local schools/colleges undertaking 
Diplomas in health and social care who don’t wish to pursue the professional route. Apprenticeships 
appear to provide an ideal opportunity to recruit and develop a local workforce in some of the most 
deprived areas in Wales.
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Response to Health, Social Care and Sport Committee Inquiry 
into the sustainability of the health and social care workforce.

9th September 2016

1. Introduction

1.1.1. MS Society Cymru welcomes the opportunity to respond to the Health, Social Care 
and Sport Committee Inquiry into the sustainability of the health and social care 
workforce. 

1.1.2. In particular we would like to respond to the particular question ‘How well equipped 
is the workforce to meet future health and care needs?’  The MS Society initially 
undertook a ‘My MS My Needs in 2013 and found a postcode lottery of treatment, 
care and support, with apparent shortcomings and disparities in the services 
offered both across the UK and within Wales.  This year, the MS Society conducted 
a survey of 11,024 people across the UK with MS making it the largest collection of 
patient-reported data from the UK MS community to date. The data presented here 
is from the 575 respondents who live in Wales. A section of the survey asked 
respondents to indicate their need for and access to support from various health 
professionals over the past 12 months, and as such this response only focuses on 
the health workforce, particularly those working in neurology.

2. Access to Disease Modifying Treatments

2.1.1. There are now 11 DMTs licensed for relapsing forms of MS, all with different 
efficacies, side effects and methods of administration. They can decrease the 
number and severity of relapses and slow the progression of disability. Added to 
this, there is now consensus among the MS and clinical community that early 
treatment with a DMT can improve long-term outcomes.  

2.1.2. The recently revised Association of British Neurologists guidelines for prescribing 
DMTs recommends that decisions about treatment should be jointly taken by the 
person with MS and their neurologist, with treatment starting as early as 
appropriate after diagnosis. For people living with relapsing forms of MS, treating it 
early and effectively can suppress the disease and presents the best chance of 
preserving brain and spinal cord tissue during the course of the condition. 

2.1.3. With the increasing number of treatments options, it’s more important than ever 
that people living with MS are supported to make choices about their treatment, 
and can access the best treatment for them, regardless of where in Wales they live. 
In 2013 our survey found that access to DMTs in the UK was low (40% across the 
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UK) with Wales having the lowest rate - just 30% of people with relapsing forms of 
MS taking a DMT.  It is encouraging to see that the number of people receiving 
DMTs in Wales has risen to 49% in 2016. This increase in DMT uptake 
demonstrates a significant positive improvement in MS healthcare in Wales. This is 
likely to be linked to the newer treatments that have become available on the NHS, 
which are judged to be more effective and easier to take. However compared to the 
rest of the UK; England (56%), Scotland (57%) and Northern Ireland (77%), 
access to DMTs among those who could benefit in Wales remains the lowest in the 
UK.

2.1.4. There are several drivers that make it more likely that a person will be taking a 
DMT. Access to health professionals and the right information are key; 81% of 
people who had access to MS Specialists and the right information in the last twelve 
months are taking a DMT, whereas only 20% of those who haven’t accessed any of 
these services in the last twelve months are.

2.1.5. With an increasing number of treatments available, each with different support and 
monitoring requirements, it is vital that people with MS are fully supported to make 
an informed choice about their treatment. Conversations about treatment options, 
including DMTs, should begin close to diagnosis, with follow-up after diagnosis with 
a specialist within six weeks and again within six months. However, feedback from 
the MS community and clinicians in Wales suggest that timely follow up is becoming 
more and more difficult resulting in less time to assess people effectively, discuss 
treatment options and manage risks. With this added pressure on MS Neurologist 
and Specialist Nurse case-loads, people living with progressive MS tell us they feel 
they are being pushed further down the waiting lists with little or no support.

3. NICE Quality Standard for MS

3.1.1. People living with MS require access to professionals from all parts of the health 
and social care systems to best manage their condition. We believe that people with 
MS should have timely access to professionals and be at the centre of decision-
making about their care.  Published earlier in 2016, the NICE Quality Standard for 
MS recommends that people with MS have access to care from a multidisciplinary 
team with expertise in MS, and access to a comprehensive review of their 
treatment and care annually.  This team should consist of a range of professionals 
including neurologists, MS specialist nurses, physiotherapists and occupational 
therapists, speech and language therapists, psychologists, dietitians, social care, 
continence specialists and GPs. 

3.1.2. MS specialist nurses play a crucial role in the care and support of people with MS.  
Their role and responsibilities can be wide-ranging and varied but typically include 
providing information and support on how to best manage the condition and on 
DMTs, initiating and monitoring treatment for people with relapsing forms of MS, 
providing psychological support and co-ordinating care.  88% of people who needed 
to see an MS nurse were able to in the past twelve months, which is comparable to 
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the other nations of the UK.  11% of respondents had not seen an MS nurse but felt 
they had needed to.  Given that people living with MS regularly cite their MS nurse 
as their key contact for treatment, care and support. (54% of respondents 
identified their MS Nurse compared to 14% who listed their GP) it is vital that this 
lack of access for some people with MS is addressed urgently. 

3.1.3.  NICE recommends that all people living with MS have a comprehensive review of 
all aspects of their care at least once a year, and that this review is carried out by 
healthcare professionals with expertise in MS. If a person is on a treatment, a 
comprehensive review could also be used to assess how that is working, typically 
including an MRI scan. There are only four neurologists who specialise in MS in 
Wales and all four are based along the M4 corridor in South Wales. The only other 
provision is provided by an MS specialist neurologist based at the Walton Centre in 
Liverpool who covers North Wales. Only 75% of respondents reported that they had 
their need to see their neurologist met. 17% had not seen a neurologist in the past 
twelve months but felt that they needed to. 

3.1.4. Many people living with MS experience bladder and urinary problems, including 
incontinence and infections. Continence advisers can provide people living with the 
condition with information, for example about products and treatments for bladder 
problems, and confidential advice. In Wales 75% of respondents to our survey who 
had required specialist continence advice had received it. However, more than one 
in 10 (14%) people had not received this support despite needing to. 

3.1.5. 48% of respondents had seen a physiotherapist in relation to their MS within the 
last year, but nearly 1 in 5 people (18%) had not seen a physiotherapist and felt 
that they needed to. Physiotherapy can have a significant impact on a person’s 
rehabilitation after a relapse, or can improve movement and mobility for someone 
living with disability as a result of MS. Timely access to evidence based and 
appropriate physiotherapy should be a basic entitlement, available for everyone 
living with MS in Wales who could benefit. 

3.1.6. Half the number of people living with MS experience anxiety and half experience 
depression, with many experiencing both.  Moreover, there is a strong link between 
mental and physical health – in 2012, £1 in every £8 spent on long-term conditions 
was linked to poor mental health.  Ensuring people living with MS can access 
emotional support is vital, however 28% of respondents said that they had needed 
emotional support in the last twelve months but hadn’t received any/enough help 
or support. 

3.1.7. NICE guidelines state that people living with MS should have access to a single 
point of contact who acts as a care and treatment coordinator and that care and 
treatment should be made available through multi-disciplinary teams.  Care 
planning and care co-ordination has a vital role to play in ensuring that people 
living with MS can access the full suite of support they require to best manage their 
condition. Our survey found that overwhelmingly people in Wales reported that 
they had not been offered a care plan or a review of their care plan by their health 

Pack Page 156



MS Society Cymru Response to Health, Social Care and Sport Committee Inquiry into the 
sustainability of the health and social care workforce.

MS Society Cymru 5 of 5

professional in the last 12 months (86%) For people to feel fully supported and 
empowered in their care, the MS multidisciplinary team must consist of health and 
social care professionals working with the person living with MS to achieve the best 
outcomes. When asked if they felt that the professionals who help plan their care 
worked well together, 18% of our survey respondents answered “not at all” 
meanwhile 15% responded “completely” and 34% “to some extent

4. Treatment Options for People with progressive forms of MS

4.1.1. All the DMTs we have at the moment only work with types of MS that have 
relapses. New drugs are being tested to see if they work against progressive (non-
relapsing) types of MS. We hope that the first one that works against primary 
progressive MS, ocrelizumab, will be available in 2017 or 2018. 

4.1.2. People with primary progressive forms of MS make up approximately 15% of 
people diagnosed with MS. Of the 85% of people diagnosed with relapsing forms of 
MS, 65% will have moved onto secondary progressive MS after 15 years. 

4.1.3 As highlighted earlier, as more treatments become available feedback from the MS 
community and clinicians in Wales suggest that timely follow up is becoming more 
and more difficult resulting in less time to assess people effectively, discuss 
treatment options and manage risks. Given that the system is already under 
pressure and understaffed (Public Health Wales Neurological Conditions Needs 
Assessment 2015 identified that there is a significant shortage of consultant 
neurologists in Wales and that this is compounded by a severe shortage of neurology 
clinical nurse specialists [an overall shortage of between 7.1 and 9.5 multiple 
sclerosis nurses]when only 49% of those with relapsing forms of MS who could 
benefit from taking currently available treatment taking them, we are very 
concerned about the workforce capacity to ensure that all those who are eligible for 
currently NICE/ AWMSG approved medicines and future NICE/ AWMSG medicines are 
able to access these treatments equitably across Wales. 
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Inquiry into the sustainability of the health and social care 

workforce 

 

 

Cymorth Cymru welcomes the opportunity to respond The Health and Social Care 

Committee, regarding forthcoming priorities. The committee oversees a broad variety of 

areas that are of great importance to our organisation and to our sector, some of which 

are outlined below  

Do we have an accurate picture of the current health and care workforce? Are there any 

data gaps? 

The current health and care workforce in Wales spans several different forms of care, all 

possessing different needs but sharing similar core needs. As suggested in John 

Kennedy’s workforce work for adult social care from 2014, introducing a single 

assessment instrument (providing real data on quality indicators, dependency profile and 

resource needs) could give an understanding of the care home sector, as well as 

valuable data to measure quality. It could provide a national statistical database to 

inform strategic planning for the future of health and social care.  

While at times it can feel like the care sector often suffers from the amount of 

paperwork, in Wales we still have very little objective statistical data on care and the way 

in which people work within it. As Kennedy pointed out in 2014 we have no cross-sector 

way of measuring case mix, age profile, prevalence, conditions, complexity, and length of 

stay. Lacking this kind of information makes it difficult to strategically plan, as we have 

little knowledge of the workforce. 

As well as finding a way of capturing the basic information mentioned above, we need to 

look at ways to remedy the lack of robust data about the economic benefits of the care 

workforce. 

Areas we feel need immediate data attention are: 

•  Morale trend changes 

•  Economic contributions of the care workforce 

•  Hours worked by individuals 

•  Training given to individuals 

•  Requirements for sustainable funding for the sector, based on the market 

analysis pilot due to be extended further 

Is there a clear understanding of the Welsh Government’s vision for health and care 

services and the workforce needed to deliver this? 

Pack Page 159



2 

 

The Welsh Government’s vision includes the Social Services and Wellbeing (Wales) Act. 

This Act recently came into force in April 2016 outlining the vision for the delivery of 

health and social care. However we believe more work needs to be done with 

organisations and employers to ensure they are fully informed about what that Act 

means for their organisation and any changes that will need to be made to comply with 

the Act.   

The increase in the National Minimum Wage and subsequent progression towards a 

National Living Wage has shown that there have been efforts made by the Westminster 

Government to place more value on a lower-paid workforce. It is certainly welcomed as a 

broad policy, and will go some way to appropriately paying staff that our communities are 

increasingly reliant on.  

However, the financial consequences of this remain unresolved and pose a major risk to 

the social care market. The consequences of provider / market failure will be felt far 

more widely than simply in local authorities and providers, with major consequences for 

the National Health Service in Wales. This policy change in the National Living Wage is a 

clear signifier of the lack of importance paid to the social care workforce as part of the 

wider economy as a whole (by Westminster policymakers) – the change in the National 

Living Wage will have a huge impact on social care and other publicly funded services, 

and it does not appear to have been fully thought through. 

Getting the balance between paying the workforce what it is due and the financial 

sustainability of the sector is vital.  

How well-equipped is the workforce to meet future health and care needs? 

When it comes to domiciliary care, social work and wider health and social care roles, 

training can be inadequate – or, if adequate, there is a risk that little institutional good 

practice can be engendered due to the rapid turnover of staff. Beyond mandatory health 

and safety training such as ‘manual handling’ and ‘fire safety’, there are concerns that 

other training is limited. Training could be offered that would increase a team member’s 

career progression or understanding of the wider issues outside of personal care that 

they are working with every day. 

What are the factors that influence recruitment and retention of staff across Wales?  

One of the biggest influences on recruitment is people’s initial draw to and interest in the 

profession. A large factor in this is a parity of esteem in comparison to other professions. 

Roles in wider health and social care are often perceived as ‘bottom rung’ jobs, under-

skilled with no opportunities for personal development. People who work within these 

roles are assumed to know little about the sector they are working in, when in actual fact 

they possess more practical insight and knowledge about their client group than many 

others within the sector and certainly those outside it. 

A way to increase the amount of people showing an interest in these roles is to publically 

celebrate and value the knowledge and skill held by this workforce and add to this by 

offering more useful opportunities to develop and build on these skills and knowledge. 

This will raise the opinion of the profession and the esteem of those working within it. 

Pack Page 160



3 

 

The health care sector and social care sector has a reputation for high turnover of staff 

(The Welsh Government estimates the domiciliary care sector has a turnover of around 

32% and a vacancy rate of 6%). A potential reason for this is that the care workforce are 

often required to work long hours with irregular shift patterns and sometimes very low 

contracted hours. We feel that hiring people on decent contracts (e.g. with a promised 30 

hours a week) and assigning people consistent working hours will increase retention of 

staff across the sector. A feeling of security and direction within an individual’s working 

life will lower the amount of people viewing care as a temporary job and more of a long 

term career.  

Another way to retain workforce is to give clear differentials in pay between roles, 

enabling providers to offer a career path within care that currently does not exist. 

Knowing there is a pay increase will not only motivate people to take on extra 

responsibilities within their roll but also a feeling of value that these new responsibilities 

show a progression from a past roll. 

As important as we believe the above points to be, one of the largest reasons for high 

turnover in health and social care is the low wage. A fully trained support worker is worth 

more in value to an organisation than the national minimum wage most are being paid.  

As stated above we believe there needs to be a proper salary scale compensating for 

experience and qualifications. When properly valued, care work is an extremely 

rewarding career. However, whilst relatively low stress jobs, such as those in named 

supermarkets offer over £1.50 per hour more in pay, people are not naturally going to 

migrate towards a career as mentally and physically demanding as care. 

Whether there are there particular issues in some geographic areas, rural or urban 

areas, or areas of deprivation for example.   

The impact of loneliness on people using services in rural areas is an issue. If elderly or 

living with physical or mental disability that increases travel barriers, an individual living 

in a rural area without good travel links to public areas or long distances between loved 

ones then isolation is a real possibility. If the workforce caring for these individuals are 

overworked, only being afforded 15 – 30 minutes per house visit, this allows little time 

for the care worker to build up a relationship with their client and curb this loneliness by 

affording the individual more time to effectively signpost to community initiatives, re-

establish connection with family members and generally check on their personal 

wellbeing. 

The Campaign to End Loneliness argues that loneliness and isolation are as harmful as 

smoking 15 cigarettes a day and that 41 per cent of those who feel lonely saying 

transport is a barrier to seeing people. These statistics point to there being a need for 

more services in rural areas. 

However these same rural areas may also experience the effects of ‘brain drain’ to urban 

areas, leaving the areas they have left underqualified for the needs that need to be 

catered for. 

A properly remunerated social care workforce has a huge potential for positively 

impacting both on the quality of care provided and on the sustainability of often rural 

communities where jobs are scarce. As people requiring social care are scattered 
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throughout communities so are the employment opportunities provided by supporting 

them.  

Conclusion 

Whilst we welcome the effort to improve the sustainability of the workforce, we and our 

members are concerned about costs rising and funding falling within the care sector. 

There is the inescapable challenge of how the care sector itself is funded and sustained. 

As it stands, any action to support the workforce or to address challenges would be 

weakened by the ever-present scramble for resources amongst local authorities and 

providers. 

 

 

For queries please contact: 

Oliver Townsend / Policy Manager / Cymorth Cymru: 

 /  

 

 

9/9/2016 

ENDS 
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8th of August 2016

Dear Sir / Madam

RE: Inquiry into the sustainability of the health and social care workforce

The Royal Pharmaceutical Society (RPS) Wales welcomes the opportunity to respond to the 
Inquiry into the sustainability of the health and social care workforce.  

Is there a clear understanding of the Welsh Government’s vision for health and care 
services and the workforce needed to deliver this?

We are pleased that the Welsh Government’s national plan for primary care includes using 
the skills and expertise of the wider primary care team, including pharmacists.  Welsh 
Government’s Efficiency Through Technology Fund investment in choose pharmacy will see 
Community pharmacies in Wales will be fully integrated with GPs and hospitals. We hope 
that this investment will be fully utilized with the development of more services through 
community pharmacy to better support patients with their medication and health needs 
including long term conditions.  In order to make prudent healthcare happen in Wales it is 
essential that our highly-educated and skilled health professionals are used appropriately, 
spending time on work that cannot be undertaken by other, less expensive members of staff

There is a clear vision for a seven day health service, particularly in the managed sector.  
Traditionally hospital pharmacies have operated a full week day service supplemented by 
limited services and on-call arrangements at weekends. It is necessary to remodel pharmacy 
services to provide the required seven day health provision for patients, this will increase the 
number of pharmacists and pharmacy technicians required.

How well-equipped is the workforce to meet future health and care needs?

As the third largest professional group in the NHS, the pharmacy profession has a significant 
and unique contribution in the healthcare of the people of Wales. With the recognition and 
development of extended clinical roles for pharmacists and medicines management roles for 
pharmacy technicians and their inclusion in primary and secondary care multi-disciplinary 
teams (MDT) there is a need to allow these MDT teams to train and develop together and 
embrace and support the individual expertise that each member contributes to better patient 
care.

Expertise and resource is required to model the current pharmacy workforce and the future 
need. Such baseline data would allow a coherent workforce strategy to be developed with 

2 Ashtree Court, 
Woodsy Close   
Cardiff Gate Business Park   
Cardiff 
CF23 8RW   

T: 02920 730310
E: wales@rpharms.com
W: www.rpharms.com
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other healthcare professionals to ensure that the potential role of pharmacy is maximised, and 
the Government's aspirations for primary care are achieved.

Medicines are the most common interventions in the NHS today. It is essential for patients 
that their medicines and pharmaceutical needs are overseen and coordinated at all points of 
the health and social care pathway to ensure they can benefit from their medicines and suffer 
no harm. Patients must be able to benefit from wider access to the pharmacy team in Wales, 
with the pharmacy profession taking greater responsibility for the outcomes of medication 
and working in partnership with patients to coach them to achieve their health goals at all 
points of their care journey.

Medicines are relevant to all healthcare journeys and patients must benefit from ease of 
access to pharmacy services that can provide:
• Public health advice and interventions
• Early detection of health problems, pharmaceutical interventions and referral to appropriate 
services
• Safe supply of medicines 7 days a week to reduce harm and improve outcomes
• Access to advice and support on medicines
• Support for patients in all care environments including their own homes

The full integration of the pharmacy team into NHS models of care will also help to:
• Improve the quality of patient care
• Improve the coordination of medicines when care is transferred
• Ensure the cost-effective and prudent use of medicines
• Reduce medicines waste

Current educational funding streams from WEDS are available only to managed sector for 
both pharmacists and pharmacy technicians and there is no investment in up skilling the 
community pharmacy team to enable new professional services to be offered to patients. 
Educational funds currently placed within primary care clusters are not being made available 
to pharmacy. Consider either a directive to ring fence monies or re-allocate the funds to 
WEDS or similar body.  There is currently no central funding for foundation programmes for 
community pharmacists to further develop their skills and to provide protected time to 
support them in offering new clinical services for patients. There is also a lack of multi-
disciplinary educational funds to facilitate learning programmes across healthcare teams 
which we envisage would encourage multidisciplinary working.

What are the factors that influence recruitment and retention of staff across Wales? 

New work and services models that enable pharmacists to better utilise their clinical and 
consultation skills for patient benefit is essential to retain and recruit pharmacists in Wales. 

As with other professions, pharmacy does face recruitment challenges, particularly in rural 
parts of Wales. This year, North Wales is piloting a new approach to the Pre-registration year 
for pharmacists which includes a split between community, hospital and primary care 
pharmacy in order to better equip individuals for a career in pharmacy rather than a sector 
specific career.  We are supportive of new and innovative approaches such as this to attract 
high caliber future pharmacists to Wales
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We consider there to be an opportunity to paint a positive picture of the opportunities for 
pharmacy in Wales that will encourage more pharmacy professionals to relocate to Wales, 
this would also help ensure we recruited the best professionals to work in Wales.  This might 
include:

 Developing pharmacist and technician ‘stories’ which describe how pharmacy 
professionals are working in Wales today.  These would focus not only on new roles 
(pharmacists in OOHs, GP practices etc) but also the extension of roles in traditional 
sectors (e.g. Additional community pharmacy roles such as the common ailment 
service and influenza vaccination).

 Describing the opportunities from Wales’ integrated NHS including examples of 
pharmacists with portfolio careers.

 Describing new developments such as the agreement to allow all pharmacists in all 
sectors and pharmacy technicians in hospitals access to the Welsh GP Record to 
support delivering care.

 Describing integrated pre-registration training programmes for pharmacists staring in 
North Wales this year.

 Subject to Ministerial agreement, describing the proposals for pharmacy pre-
registration training recommended by the Modernising Pharmacy Careers Programme 
Board.

I trust this information is helpful. Please do not hesitate to get in touch if you require any 
further information. 

Yours sincerely 

Mair Davies, Director RPS Wales

The Royal Pharmaceutical Society (RPS) is the professional body for pharmacists in Great 
Britain. We represent all sectors of pharmacy in Great Britain and we lead and support the 
development of the pharmacy profession including the advancement of science, practice, 
education and knowledge in pharmacy. In addition, we promote the profession’s policies and 
views to a range of external stakeholders in a number of different forums.
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British Psychological Society response to the National Assembly for Wales

Inquiry into the sustainability of the health and social care workforce

About the Society
The British Psychological Society, incorporated by Royal Charter, is the learned and professional 
body for psychologists in the United Kingdom. We are a registered charity with a total membership of 
just over 50,000 and have over 1,500 members in Wales.

Under its Royal Charter, the objective of the British Psychological Society is "to promote the 
advancement and diffusion of the knowledge of psychology pure and applied and especially to 
promote the efficiency and usefulness of members by setting up a high standard of professional 
education and knowledge".  We are committed to providing and disseminating evidence-based 
expertise and advice, engaging with policy and decision makers, and promoting the highest standards 
in learning and teaching, professional practice and research. 

The British Psychological Society is an examining body granting certificates and diplomas in specialist 
areas of professional applied psychology.

Publication and Queries
We are content for our response, as well as our name and address, to be made public.  We are also 
content for the Assembly to contact us in the future in relation to this inquiry.  

Please direct all queries to:-
Joe Liardet, Policy Advice Administrator (Consultations)
The British Psychological Society, 48 Princess Road East, Leicester, LE1 7DR 
Email: XXXXXXXXXXX Tel: XXXXXXXXXXXX

About this Response

The response was jointly led on behalf of the Society by:
Dr Adrian Neal, Consultant Clinical Psychologist, ABUHB 
Dr Julie Highfield, Consultant Clinical Psychologist, CAVUHB

With contributions from:
Dr Debbie Rees-Adams, Consultant Clinical Psychologist, ABMU

We hope you find our comments useful.

Dr Ian J Gargan CPsychol AFBPsS
Chair, Professional Practice Board

Dr Paul Hutchings CPsychol AFBPsS
Chair, Welsh Branch
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British Psychological Society response to the National Assembly for 
Wales

Inquiry into the sustainability of the health and social care workforce

Do we have an accurate picture of the current health and care 
workforce? Are there any data gaps?

1. Comments: 

The Society believes that reliance on traditional metrics for health and 
wellbeing including sickness absence, seasonal flu inoculation uptake, 
and staff survey give only a very limited sense of what the real picture 
is. 

We recommend that attention and value be given to a broader set of 
metrics to better understand the actual experience of work. These 
might include: retention / turnover, data from exit interviews, internal 
complaints and HR dignity at work processes, pulse surveys including 
satisfaction, morale, ‘happiness at work’, quality of relationships (peer 
to peer and towards the organisation), and lastly ways of assessing how 
safe do you feel at work.

Is there a clear understanding of the Welsh Government’s vision for 
health and care services and the workforce needed to deliver this?

2. Comments:

The Together for Health document is a five year vision that was 
published in 2011. This document noted issues in recruitment and 
retention of medical staffing.
 
The Delivering a Five Year Service document is also outdated, but 
highlighted the projected demands on NHS Wales. It outlined a vision of 
a workforce that is coordinated, motivated and professional. It linked 
the need for workforce allocation to healthcare population analysis.

These documents did not link to research or evidence regarding 
important factors to the workforce e.g. factors impacting retention and 
recruitment, motivation, wellbeing at work, and other psychologically 
underpinned factors. There is no analysis and understanding of the 
complexities of the NHS and Social Care workforce.

The Society believes the Welsh Government might benefit from such an 
analysis.
Documents such as NICE Guidelines for Wellbeing at Work are useful 
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guides.

We also believe that there is currently too much emphasis on physical 
health, and not enough on psychological health & well-being. By 
creating systems that promote psychological well-being at work 
preventatively we may make progress towards a more sustainable 
workforce, and thus Welsh NHS.  

How well-equipped is the workforce to meet future health and care 
needs?

3. Comments:

Given the context which is characterised by hospitals that are already 
struggling with patient “flow”, sizable pressures in both acute and 
longer stay settings, the predicted increase in age (85+) in the general 
population along with increased numbers of people living with chronic 
conditions (often lifestyle related – obesity, diabetes, CHD, mobility – 
orthopaedic problems etc) over the next few decades, the workforce are 
going to be significantly challenged.  

There is a general opinion that the current workforce and the systemic 
infrastructure that supports them are not currently equipped for these 
challenges. There seem to be two key factors to consider:

1. The supply and retention of a workforce to meet growing demand 
of an ageing population.

2. The sustainability of a high quality, compassionate, and 
productive workforce. 

Recent publications (e.g. CAVUHB Investigation into A&E services; The 
Andrews Report; Berwick report; Francis Report)  indicate that there are 
systemic failings in the support of the workforce and undermine 
workforce sustainability and patient safety. A detailed understanding of 
these factors in relation to health and social care in Wales has not to 
our knowledge been undertaken. 

What are the factors that influence recruitment and retention of 
staff across Wales? This might include for example:

 the opportunities for young people to find out 
about/experience the range of NHS and social care careers;

 education and training (commissioning and/or delivery);
 pay and terms of employment/contract;

4. Comments:
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Additional psychological factors that may impact include:

 The psychological contract between employer and employee.
 Organisational justice, and how employees experience fairness at 

work.
 At a macro level the compassion gap between how an 

organisation expects its staff to relate to patients, and how the 
organisation treats its staff. E.g. congruent utilisation of vision 
and values such as “kindness”; how this reflects in policies such 
as sickness absence; grievance; staff wellbeing.

 History of organisational trauma; the NHS in particular has 
experienced several re-structures, poor press, and the ever 
present sense of threat from Welsh Government down the chain 
of command. 

 The evidence base suggests the relationship between 
management and employee is predictive of morale, satisfaction, 
and therefore retention (Guest, 2004).

 Perception of the Welsh NHS from outside of Wales - not all 
potential employees will be aware that NHS England and NHS 
Wales are different organisations with varying policies, values and 
opportunities. This is not well publicised in England if Wales 
wished to recruit from England.

Wider issues to consider also include:  

 It is not unusual for HBs to have hundreds of vacancies at any 
given time despite recruitment trips abroad (for nurses in 
particular). It’s possible that nurses think the NHS is a difficult 
place to work and this can be off-putting. 

 Staff stress – there are areas of work where staff do not want to 
work which compounds the ongoing stress and pressure in those 
areas. 

 CPD restricted in recent years due to cost cutting, leading to 
some staff feeling frustrated and unable to progress.

 In terms of psychology – few opportunities for progression in 
some specialities (e.g. MH), particularly above 8a level.  

 Restructure and organisational change have a traumatic impact 
on the workforce, leading to low morale. 

 Many staff counting down the days until retirement. Also changes 
to pension age and scheme (staff feeling they are being forced to 
work longer).

Whether there are there particular issues in some geographic areas, 
rural or urban areas, or areas of deprivation for example.  
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5. Comments:

The geography of Wales is such that there are more hospitals to cover 
the population. Recent documents (e.g. Faculty of Intensive Care 
Medicine, 2016) give examples of the lack of economies of scale of the 
number of hospitals required to meet the geographical spread of the 
Welsh population. Staffing might be adequate for the population, but 
the geography of the population is such that typical staffing estimations 
derived from English hospitals are not appropriate.

There is only one medical Deanery and one school of Physiotherapy for 
Wales, which impacts the experience of Wales as staff in training will be 
asked to uproot themselves for placements across the whole of Wales

Staff will vary in their attraction to bigger cities with better housing and 
cultural opportunities vs a more rural setting.
 
In areas where Welsh language predominates may be a barrier to non-
Welsh speakers.

References
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Marie Curie response to the Health, Social Care and Sport 
Committee’s inquiry into the sustainability of the health and 

social care workforce. 

Marie Curie welcomes the opportunity to respond to the Health, Social Care and 
Sport Committee’s inquiry into the sustainability of the health and social care 
workforce. 

Introduction

In Marie Curie we believe that everyone should have the right to the palliative care 
they need.

Yet we know from our research that, even with all the care and support the NHS and 
its partners provide, 6,200 people across Wales who need palliative care miss out on 
it each year because their needs are not recognised and they are not referred on to 
the right services.1

Marie Curie provides a range of services across of Wales, including:

 A nursing service providing hands on care day and night for people at the end 
of their lives in their own homes.

 A care home support service in west Wales enabling people to avoid being 
admitted to hospital who are living in supported accommodation.

 A Freephone advice line offering practical advice and support for patients and 
their loved ones.

 A 30 bed hospice providing in patient clinical care and day services for people 
across Cardiff and the Vale and beyond.

 A discharge liaison service in Velindre Trust which supports people returning 
to their own homes.

In providing all of these and the other services across Wales, Marie Curie makes a 
financial contribution (usually at least a matching one) out of its own charitable funds 
to augment those provided by NHS commissioning bodies.  All of the clinical services 
in Wales are provided as a result of being commissioned by the NHS in Wales and 
all of them would be regarded as core services by the public.

Workforce sustainability

We know from our research that too many people miss out on the care they need for 
a variety of factors. Marie Curie firmly believes that everyone who needs Palliative 
Care should have access to it. There are still too many people nearing the end of 
their lives not getting the palliative care they need1. Seven out of 10 carers say 
people with a terminal illness do not get the care and support they need. 

The health and social care sector as a whole recruits both British nationals and non-
British nationals to make up its workforce.

The recent referendum on EU membership and the uncertainty over exactly what 
‘Brexit’ has the potential to impact on the number of EU nationals seeking work in the 
health and care sector across the UK.
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The health and social care workforce relies heavily on EU nationals not just for 
medical and clinical staff but also for vital support services including health care 
assistants.   

Estimates suggest that 1 in 10 NHS Doctors are from elsewhere in the EU and 
around 4% of nurses. This clearly shows both the attractiveness of working in the UK 
to non-British Nationals as well as the vital role they play in our health and care 
services. 

The uncertainty over the UK’s exit strategy from the EU will inevitably be discussed 
at great length by both the National Assembly as a whole and also many individual 
committees. Marie Curie feels that this is an important topic and one that the 
committee should not shy away from discussing. 

We feel this is something that could easily be over looked and would encourage the 
committee to consider how Wales can prepare itself for this in the future.

We would encourage the committee to consider a recommendation that LHBs should 
produce a forward plan identifying what contingency plans they have in place to 
manage any reduction in their current workforce and their forward recruitment plans 
across all roles.  LHBs should be required to consult with other healthcare providers 
such as the charitable and nursing home sectors to establish the implications beyond 
the NHS of substantial changes to the existing workforce and future recruitment 
environment.

We very much hope that the Health, Social Care and Sport Committee will consider 
these topics. 

Marie Curie 
September 2016

Simon Jones
Director, Policy & Public Affairs
Marie Curie
Marie Curie Hospice, Cardiff and the Vale
Bridgeman Road
Penarth
CF64 3YR
XXXXXXXXXX
XXXXXXXXXXXXXXXXXXXXXXX

Paul Harding
Policy & Public Affairs Manager
Marie Curie
Marie Curie Hospice, Cardiff and the Vale
Bridgeman Road
Penarth
CF64 3YR
XXXXXXXXXXXX
XXXXXXXXXXXXXXXXXXXXXXXXXX
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Health Social Care and Sports Committee Consultation  

Inquiry into the sustainability of the health and social care workforce 

The Delivery Unit welcomes the inquiry into the health and social care 

workforce and the opportunity to provide a response to the Committee’s 

consultation. 

The Delivery Unit (DU) is responsible for the functions of assurance, 

improvement of performance and supporting delivery within the NHS. In 

order to achieve this it works in partnership with statutory and non-statutory 

health and social care agencies. The health and social care workforce are 

therefore of significant interest to the DU. 

 

Do we have an accurate picture of the current health and care 

workforce? Are there any data gaps? 

Data on the workforce within Health and social care have improved and are 

likely to have become more standardised as a result of initiatives such as the 

Knowledge and Skills Framework. However, ensuring that steps are taken to 

maintain accurate records of the workforce, its age profile, skill-base and 

geographical deployment will help to ensure that the picture is accurate and 

that the data can inform workforce planning.  

Among the issues that need to be considered to improve workforce 

intelligence are the number and nature of posts being held by staff 

approaching retirement. This will allow improved business continuity 

planning and the potential for skill deficits in particular specialisms and 

geographical locations to be addressed. 

Whilst health and social care may be keeping improved data on their 

individual workforces the necessity to draw these data together to provide a 

more coherent picture of the total workforce is not well developed. 

Furthermore within local authorities they have services outside formal social 

care services that impact very considerably upon the work of the health and 

social care sectors. For example; education services, in their health care 

support and pastoral care functions will employ schools based counsellors 

and teaching staff specialising in special educational needs. Housing services 

play a very significant role in supporting people to remain at home whilst 

receiving significant packages of support. Communities First programmes 

undertake important work to make communities more sustainable and create 

the environment necessary to enable communities to support people with 

long term conditions including dementia. 

The third and independent sectors continue to provide a very significant part 

in the mixed economy of health and social care services. The workforce 

within these sectors needs to be considered. If these sectors are unable to 

staff their services the impact upon statutory services is considerable. It is 
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likely that the full picture of the workforce of these sectors is not fully 

understood particularly given the likely fluidity of this workforce and the 

nature of the contracts held by staff for example the greater prevalence of 

part time working and zero hours contracts.  

These difficulties are exacerbated by the different sectors recruiting from the 

same workforce. This can have the effect of “robbing Peter to pay Paul” 

within and between agencies, especially when new services are designed or 

one sector has a recruitment drive.  

 Continuing to build intelligence on the current workforce and future 

workforce needs is required using a cross-sector and more integrated 

approach. 

 

Is there a clear understanding of the Welsh Government’s vision for 

health and care services and the workforce needed to deliver this? 

A significant number of health and social care policy documents have been 

produced by Welsh Government which have workforce implications. These 

documents frequently set out a vision for a more community based model of 

care, with greater integration of health and social care services and a 

reduction in the reliance upon hospital and other care settings and 

sustaining people within their own homes and communities. This policy has 

in recent years been encapsulated within legislation with the same intent 

It is not clear that this vision has translated into the undergraduate and 

vocational training of health and social care professionals and support staff. 

Nor has it been adequately integrated into workforce plans.  

 It will be necessary to provide vocational qualifications to undertake 

sensitive roles within this workforce. 

 

How well-equipped is the workforce to meet future health and care 

needs? 

The ageing population within Wales means that more people are living 

longer with increased numbers living into their 90s and beyond. This ageing 

population is more likely to have a number of co-morbid conditions. This will 

include long term conditions such as diabetes, cardiac heart disease 

complicated by obesity and for many an accompanying mental health 

condition such as anxiety, depression and/or dementia. 

In order to build sustainability into health and social care services these 

people’s needs will need to be met within the community, but with likely 

periodic hospital admissions. 

The current arrangements in the delivery, planning and training of the 

workforce do not currently reflect this changing need. The workforce tends 
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to be “siloed” into community services hospital, services and a separation 

between physical and mental health divisions. Training the future workforce 

to work across community and hospital settings meeting people’s complex 

needs will be vital in building a workforce with the skill set required to meet 

existing and future challenges. Increased specialism can lead to the 

unintended consequence of a fragmented approach to delivery.  

Unfortunately the expertise of genericism is not as highly valued as the more 

apparent expertise of the specialist. Working with frailty in older people and 

greater complexity more generally will require expertise across a number of 

fields.  

 There is a need therefore to recognise and promote the value the role of 

the “expert generalist” and to develop a workforce drawn from a range of 

backgrounds. 

   

What are the factors that influence recruitment and retention of staff 

across Wales? This might include for example: 

The opportunities for young people to find out about/experience the 

range of NHS and social care careers; 

Encouraging people to seek a career in the health and social care sectors is 

vital if we are to grow the workforce required in the future. Importantly this 

may be enhanced by identifying the transferability of skills acquired within 

these sectors into other areas of work. Recent trends suggest that it is less 

likely that those people who come into the workforce will remain within it 

throughout their lifetime. People will work for longer and will be more likely 

to be more mobile moving between sectors throughout their careers. This 

movement will need to be planned for but may well bring benefits as people 

bring fresh ideas and experience into the health and social care sectors. 

Engaging pupils in school and colleges of higher education and further 

education will be critical in stimulating people to gain the skills required.  

It is not just children and young people that need to see the potential of 

working within these sectors. The extension of people’s working lives into 

their 70s and the mobility of the labour market provides opportunities for 

middle aged and older people to consider career transition into the health 

and social care sectors. This is likely to become more important due to the 

increasing pressure to reduce immigration and the potential to attract 

qualified and unqualified staff into these sectors from the EU and beyond.  

 There is a need to stimulate interest in a working in health and social care 

settings among young people but also in older people with an interest in 

making a career change 
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Education and training (commissioning and/or delivery); 

Developing more appropriate services requires a well-educated and well 

trained workforce with the range of skills necessary to meet the future needs 

of people using services and the sectors providing them. This will require 

education in a range of settings in preparation for work within the statutory, 

third and independent sectors. There will also be a need for continuing 

professional development within the workforce with staff being trained and 

provided with other opportunities to acquire the skills and competencies 

necessary to care and treat patients and clients most effectively. Particular 

attention should be paid to training which enables career development. For 

example health and social care support staff could, through training, be 

enabled to develop their careers qualifying within relevant professions. This 

will enable a greater commitment to the service. Furthermore it will not 

mean that those people who may feel they have reached a career ceiling have 

to leave services to progress, and the consequent loss of their knowledge, 

skills and experience. 

It may provide a more diverse workforce better representing the needs of 

minority groups and people from socially deprived communities.  People 

from these communities may find it difficult to enter health and social care 

professions through traditional routes but may have specialist skills such as 

cultural awareness or language skills including British Sign language that can 

tailor service provision to local community need. 

 Different delivery models and entry levels to training may be required to 

develop diversity and flexibility in the workforce. 

 

Pay and terms of employment/contract; 

In order to develop and sustain the necessary workforce a more flexible 

approach to work with terms and conditions that better reflect the way that 

families meet employment and caring responsibilities determine the manner 

in which this balance is struck. This is not always embraced by organisations 

in spite of policy frameworks seeking to achieve greater flexibility. The 

results of staff surveys should be used on a National level to inform how the 

workplace needs to adapt to improve staff retention. 

Enabling 7 day services reaching into the evenings and night as required may 

be attractive to some families with child care and other family care 

commitments. However if flexible working does not generate a sufficient 

workforce which prefers to work in this way services may need to consider 

creating incentives for people to work “anti-social” hours. 

 Greater flexibility in terms and conditions may be required. 

Considerations may need to be given to financial or other incentives to 

attract the workforce required. 
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Whether there are there particular issues in some geographic areas, 

rural or urban areas, or areas of deprivation for example.   

Addressing the needs of particular geographical areas is critical. Rural 

communities are ageing with many young people leaving to find work and 

many older people retiring to rural and coastal locations. There are 

disincentives for people to commute to rural areas to work including the cost 

of commuting, frequently by car as a necessity, the addition of commuting 

time to the working day etc. 

This has led to a depletion of the workforce required. Strategically planned 

steps should be taken to attract people, young and older, into the health and 

social care workforce from within these communities.  

It may also be necessary to create a rural weighting to incentivise people to 

work in these settings. This could include enhanced travel and subsistence 

and a formal rural weighting being applied to jobs in very rural settings or in 

deprived communities with a history of recruitment and retention problems. 

 Particular focus is required to ensure that rural areas and deprived 

communities are adequately served. 

Once again the DU welcomes the opportunity to contribute to this 

consultation and would ask the committee to accept its comments above as 

part of this consultation. 
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National Assembly for Wales Consultation: Inquiry into the sustainability of 
the health and social care workforce

The Committee welcomes views on any or all of the following points:

Do we have an accurate picture of the current health and care workforce? Are there any 
data gaps?

Is there a clear understanding of the Welsh Government’s vision for health and care services 
and the workforce needed to deliver this?

How well-equipped is the workforce to meet future health and care needs?

What are the factors that influence recruitment and retention of staff across Wales? This 
might include for example:

 the opportunities for young people to find out about/experience the range of NHS and 
social care careers

 education and training (commissioning and/or delivery)
 pay and terms of employment/contract

Whether there are there particular issues in some geographic areas, rural or urban areas, or 
areas of deprivation.

Background

The Institute of Physics and Engineering in Medicine (IPEM)

IPEM is a professional association and Learned Society with 4,300 members across the UK 
who are physicists, engineers and technologists working with applications of physics and 
engineering applied to medicine and biology. Our members work in hospitals, academia and 
industry, and IPEM has a unique role in linking the three areas. 

As a charity, IPEM’s aim is to advance the application of physics and engineering to 
medicine for the public benefit and to advance public education in this field. We do so by 
supporting and publishing research, and supporting the dissemination of knowledge and 
innovation through project funding and scientific meetings; and by setting standards for 
education, training and continuing professional development for healthcare scientists and 
clinical engineers. 

IPEM’s Welsh members were circulated with consultation documents and asked to provide 
their views to IPEM. The response is based on the feedback received and specifically 
addresses the following questions posed by the Committee, namely: Do we have an 
accurate picture of the current health and care workforce? Are there any data gaps? How 
well-equipped is the workforce to meet future health and care needs? What are the factors 
that influence recruitment and retention of staff across Wales?
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IPEM response

Do we have an accurate picture of the current health and care workforce? Are there 
any data gaps?

1. In response to these particular questions, IPEM carried out a census of the 
Radiotherapy Physics workforce in November, 2015. All three radiotherapy centres 
(North Wales Cancer Treatment Centre, South West Wales Cancer Centre, and 
Velindre Cancer Centre) responded to the census, and the results are shown in the 
table below:

Workforce/Whole Time 
Equivalent (WTE) Vacancies Vacancy Rate

Clinical Scientists 36.55 0 0%
Clinical Technologists 
(Physics) 25.56 3 11.7%

Clinical Technologists 
(Engineering) 19 2 10.5%

2. In terms of the Rehabilitation Engineering workforce, insufficient responses were 
received to produce a table as above. Some issues that were highlighted included 
difficulties in recruiting trained staff and retention concerns. In order to increase the 
service as required, more staff will be needed.

3. A 2014 survey of Diagnostic Radiology found that no department had adequate 
workforce resources in terms of establishment and some suffered from on-going 
vacancy issues. There is very limited MRI physics expertise in Wales (0.3 WTE).

4. IPEM holds no data on the following areas: Radiation Protection, Nuclear Medicine, 
Clinical Engineering (including Electro-biomedical Engineering) and Physiological 
Measurement.

How well-equipped is the workforce to meet future health and care needs? What are 
the factors that influence recruitment and retention of staff across Wales? The 
following forms IPEM’s response to these particular questions.

5. Medical Physics and Clinical Engineering (MPCE) training capability exists but 
capacity is stretched; some training schemes (for example, imaging with ionising 
radiation at Scientist Training Programme level) are not offered locally due to 
resource limitations.

6. Where numbers of staff are very small, accurate workforce planning is difficult and 
the availability of vacancies to match training course outputs is unpredictable. This is 
a major issue. Some good staff are ‘lost’ and Health Boards should be encouraged to 
provide flexibility.  Nevertheless, recruitment to vacancies for Clinical Scientist posts, 
suitable for newly-qualified Clinical Scientists, remains challenging as graduating 
trainees return to England, undertake PhD study etc.  A ‘lock-in’ for both trainee and 
health board/trust might be explored. 

7. Innovative solutions to recruitment are developing, for example, recruitment of 
Assistant Physicists (not yet qualified as Clinical Scientists) to support the scientific 
service and subsequently pursuing ‘Route 2’ training schemes to Health and Care 
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Professions Council (HCPC) Registration; but this is not a universal solution and has 
limited capacity.

8. Outreach activities to schools and work experience for students are activities 
supported by departments as an aid to advertising and recruiting the best students 
but it is too little and needs formal support. Unfortunately it is an activity that is under 
severe pressure as the working schedules of staff become ever more crowded.

9. Some engineering disciplines are stretched, for example, linear accelerator 
engineering, and in-service training schemes to ‘grow-your-own’ need to be available 
at Career Framework Level 3-5. Fully qualified engineers are in increasing demand.

10. Extending roles into previously ‘medical functions’ (for example, radiotherapy 
treatment volume and Organ At Risk outlining, nuclear medicine scan reporting). This 
extends the role of staff and follows prudent healthcare principles.  This has 
particular promise for medical disciplines with recruitment shortages (for example, 
radiology, oncology).

11. Need for supporting newer modalities, for example, the provision of MRI safety 
expert advice, which remains a particular challenge in Wales.

12. Need to respond to the evolving technology of healthcare (for example, CT scanning 
on linear accelerators, diagnostic systems vastly more complex than just a few years 
ago etc.) where MPCE has the knowledge and skills to optimise safe and effective 
use but has limited resources with which to develop, advise and implement evolving 
technologies.

13. The growth of private healthcare providers in Wales, and particularly the recent X-ray 
and Proton Radiotherapy Centre under construction in Newport, has potential to 
impact on the NHS especially where highly specialist staff are scarce e.g. 
radiotherapy physicists.  The Newport Centre has already recruited staff from the 
NHS.  It would be good to encourage private providers to have a stake in the formal 
training of scientists and practitioners.

14. Some disciplines are working extended hours and thus staff presence during normal 
clinical hours can be limited with potential compromise in the service. The impact of 
extended hour working, and particularly if weekend services are to be provided, 
needs to be recognised as additional work and supported through an appropriate 
change to the Whole Time Equivalent (reliance on overtime payment is not a viable 
long term solution).

15. The workforce can be equipped for the future given the opportunity for development 
through protected time; the time available for training has become increasingly short 
in order to accommodate greater clinical workloads.

16. Further ideas being considered by the Clinical Engineering Profession Specific Group 
include:

16.1 To develop and strengthen the clinical engineering Assistants and Associates 
workforce by providing centrally funded supernumerary apprenticeships aimed at 
attracting school leavers and those seeking career changes to clinical engineering 
within the NHS.
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16.2 To establish readily accessible in-service clinical engineering Practitioner 
training across Wales based upon the following:

16.2.1 Top up routes for those already employed as Healthcare Science 
Assistants and Associates specialising in clinical engineering

16.2.2 Fast track conversion routes for graduates from non-Practitioner Training 
Programme medical engineering degree courses such as those offered by Cardiff 
and Swansea universities.

17. Consultant Clinical Scientists specialising in Clinical Biomedical Engineering to be 
based in every Health Board in Wales and to lead the adoption of medical 
technologies and the associated development of innovative practice within each 
Health Board. As such, each will provide the expert link with the Wales Health 
Technology Hub on behalf of that Health Board. This will be achieved via:

17.1 Strategic commissioning of Higher Specialist Scientific Training (HSST) 
Clinical Biomedical Engineering on an all Wales basis.

17.2 Centrally funded consultant level Continuing Personal and Professional 
Development (CPPD) to support in-service equivalence routes to registration on 
the Academy for Healthcare Science (AHCS) Higher Specialist Scientist Register 
(HSSR). 

Ends
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Inquiry into the sustainability of the health and social care 
workforce

Introduction
1. The Welsh Local Government Association (WLGA) represents the 22 local 

authorities in Wales, and the three national park authorities and three fire and 
rescue authorities are associate members.  

2. It seeks to provide representation to local authorities within an emerging policy 
framework that satisfies the key priorities of our members and delivers a broad 
range of services that add value to Welsh Local Government and the communities 
they serve.

3. The Association of Directors of Social Services Cymru (ADSS Cymru) is the 
professional and strategic leadership organisation for social services in Wales and is 
composed of statutory Directors of Social Services, and the Heads of Service who 
support them in delivering social services responsibilities and accountabilities; a 
group of more than 80 social services leaders across the 22 local authorities in 
Wales.

4. The challenges facing social care have been well documented. As a result of 
demographic changes primary and community care services are facing increasing 
and more complex demands; more people are diagnosed with one or more 
preventable health condition; and frail, older people increasingly have more 
complex needs. This comes at a time when we will continue to experience severe 
austerity in funding for public services across the UK. Given the challenges being 
faced by public services it is appropriate that there is serious reflection on the 
impact these issues have on the health and social care workforce and how we 
support and develop the workforce to meet future health and care needs.

5. One of the conclusions drawn from NHS workforce review undertaken last year was 
that, “the widely held view across the service is that we currently lack an agreed 
strategic vision of what the NHS is intended to look like in Wales in ten years’ 
time…and that this inhibits the planning of new workforce models, new skill mixes 
and new roles. If this is true with regard to the health service it is even more the 
case with regard to an integrated health and social care service.“ We would endorse Pack Page 188
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this statement. From the outset we need to be clear on what the vision for the 
workforce is – what are the expectations for the services that the workforce will be 
delivering. Without this direction it is hard to say how well-equipped the workforce 
is to meet future health and care needs.

6. We need to ensure that we have a workforce that will enable us to deliver high 
quality and where appropriate integrated care within the context of increasing 
demand. However, we also need to ensure that the system we have in place is 
sustainable. Local authorities and health boards are facing significant financial and 
demand pressures which will have long standing implications. In 2012 the Institute 
for Fiscal Studies report on local government expenditure in Wales showed that, 
until 2009-10, spend had been increasing in real terms by around 5% each year. 
This kept pace with inflation and service pressures. From 2009-10, spend has been 
reducing in real terms, but if expenditure had kept pace with general inflation, it 
would now be over £7bn. The resulting gap of £720m represents a conservative 
estimate of the cuts and efficiency savings achieved so far by local government. 
From April, councils in Wales face budget pressures of just over £200m due to 
inflation, demography and unavoidable financial pressures, e.g. the introduction of 
the single tier pension. It is likely that by 2019-20 there will be a cumulative budget 
shortfall of around £800m. The submission by WLGA and ADSS Cymru to Welsh 
Government on Social Services budget pressures last year indicated that social 
services departments in Wales faced unavoidable cost and demand pressures that 
will increase from £68m in 2016/17 to £234m by 2019/20. Clearly the ability to 
absorb any additional costs is virtually non-existent. At the same time we have seen 
significant investment into the NHS by the Welsh Government, however this has 
also not kept pace with demand. 

7. In light of this, we believe that a more radical approach to integration is needed, 
with local government at its heart. This is critical if we are to shift focus and 
resources towards prevention and early intervention, rather than treatment or 
resolving crises. The Intermediate Care Fund has provided us with opportunities to 
develop new models of service delivery that have involved the integration of health, 
housing and social care, along with the essential contribution of third and private 
sector agencies. However, we need to learn from this, as well as from the 
approaches in other countries, in order to be able to accelerate this agenda in 
Wales, making better use of all available resources to both health and social 
services, to drive this forward towards more meaningful integration and improved 
outcomes.

Current Issues
8. In Wales, we do not currently have an online National Minimum Data Set (NMDS) 

which records accurately the state of our social care workforce. Lots of data is 
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collected in a variety of different places but, unlike in England, we have no up to 
the minute coherent information system that can inform social care workforce 
planning about important issues such as regional and national vacancy rates, wage 
rates, levels of training, employment gaps, education levels, etc. Certain registers 
like the Care Council for Wales Social Worker register has accurate information 
about registered social workers but it is not a dynamic system and the annual social 
worker survey carried out with local authorities is only accurate at a point in time. 
Whilst these are essential in the absence of a NMDS, it is limited in the assistance it 
gives to decision makers.

9. Investment in an online NMDS system is required to enable Social Care Wales, 
CSSIW, employers, workforce planners and decision makers to work together on 
the basis of solid facts. This would help reduce duplication for employers 
completing a variety of information requests from different sources and provide 
confidence to make the right decisions about the future investment. 

10. We have seen a number of recent studies focused on the social care workforce 
which have highlighted some of the significant challenges related to recruitment 
and retention particularly for domiciliary and residential care staff. One particular 
issue highlighted is in relation to pay and terms of conditions. The NHS workforce 
review, for example, heard evidence of what was seen as inferior terms and 
conditions of employment for social care staff carrying out direct care. Recent 
research undertaken by Manchester University, on behalf of Welsh Government, on 
the domiciliary care workforce identified that outside of local authorities, care 
workers uniformly expressed dissatisfaction with low pay and were also of the view 
that it did not reflect the levels of responsibility in the role.

11. The NHS introduced a living wage for staff in 2015 and whilst the announcement of 
a ‘National Living Wage’ by the UK Government may go some way to improving the 
offer to social care staff many social care providers are small, third and private 
sector agencies, who will find it extremely difficult to increase the wages of staff at 
a time when local authorities and health boards continue to look for efficiencies in 
response to their own financial constraints. Ultimately the risks will rest with local 
authorities if social care providers are unable to meet these requirements and 
assistance is not provided.

12. The phased introduction of a National Living Wage may help to improve recruitment 
and retention but this will be dependent upon funding to meet that funding gap. 
We also need to be mindful of the fact that the National Living Wage will apply to 
all sectors including retail and hospitality which the social care sector has reported 
losing staff to in recent times. Its implementation will significantly increases costs 
(by also causing a ripple effect in terms of pay differentials for supervisors and Pack Page 190



5

managers) without any improvement in recruitment and retention if there is no 
increase in relative pay for the role. 

13. The recent Welsh Government consultation on the domiciliary care workforce was 
focussed on how best to recognise the important work done by domiciliary care 
workers, how to raise their profile and improve the quality of domiciliary care in 
Wales by having a positive impact on the recruitment and retention of domiciliary 
care workers. The proposals touch upon areas such as zero hours contracts, call 
clipping and payment for travel time. WLGA and ADSS Cymru submitted a joint 
response to this consultation which can be found here

14. The social care provider market has been fragile for some time and all the signs are 
that the difficulties will increase. For example, UKHCA have indicated that 71% of 
their members across England and Wales turned down local authority funded 
packages of care over the last 12 months. For some areas of Wales it can be very 
difficult to access home care to respond to complex cases or because of the rurality 
of the area, with the local authority provision having to fill the gap, often with 
difficulty.

15. In some areas of Wales we are also experiencing small family run providers who 
are deciding to retire from the sector. Younger family members are not choosing to 
take over the business due to the smaller profit margins, higher acuity of service 
users and requirements and future anticipated requirements of the inspectorate, all 
of which add further challenges to the sector. 

16. Recent research on the domiciliary care workforce has highlighted some of the 
significant challenges related to recruitment and retention for this section of the 
workforce. The research by Manchester University concluded that a well-trained, 
well-paid and secure workforce with appropriate working patterns is required to 
recruit and retain care workers and to deliver high quality care. However the 
research findings suggest these are not conditions widely experienced outside of 
local authority employment in the domiciliary care workforce. With the majority of 
social care provision provided by the independent sector in Wales this has major 
implications for having a well paid, secure workforce.

17. Some of the conclusions drawn from this research support work undertaken by the 
Older People’s Commissioner for Wales looking into Care Homes. The Commissioner 
received evidence that low staffing levels are often the result of difficulties in the 
recruitment and retention of care staff. A number of reasons were stated for this, 
including poor levels of pay, low morale, long working hours that can include 12 
hour shifts as part of a 60-70 hour week and the role of a care worker not being 
seen as a desirable and viable professional career option. This is a particular issue Pack Page 191

http://www.wlga.wales/SharedFiles/Download.aspx?pageid=62&mid=665&fileid=448


6

in rural areas and areas where the need for Welsh language speakers is high, as 
the number of potential care workers with the right skills can be especially limited. 
The review also concluded:
 Workforce planning is challenging due to a lack of demographic projections 

about future demand for, and acuity levels within, care homes. It is therefore 
not possible to quantify the right number of care staff needed in the future.

 The unregulated nature of the care home workforce in Wales, which means that 
data is not held on the number of care home staff in Wales, can also lead to 
difficulties around effective workforce planning.

 In relation to nursing staff, workforce planning is not effective as it is based only 
on the needs of Health Boards and does not consider the needs of residential 
care. This can cause particular issues around the recruitment of qualified and 
competent nurses to work in EMI (Elderly Mentally Infirm) settings as reported 
by several local authorities.

 There are issues around the recruitment of qualified and competent Care Home 
Managers and there is a lack of effective planning for current and future needs.

18. CSSIW and Care Council for Wales have also undertaken research into the 
recruitment and retention of adult care home managers in response to concerns 
over the high turnover and possible recruitment difficulties for registered managers 
of care homes for older adults in Wales. The study looked at what influences the 
recruitment and retention of managers of care homes for older adults, with and 
without nursing provision, across all sectors and identified some key influencing 
factors, including:
 The size of care homes and the complexity of residents’ needs
 The lack of a common set of data for the social care workforce
 Significant differences between the roles and responsibilities of adult care home 

managers, as well as their pay and other terms and conditions
 Negative publicity for care homes.

The overview report notes that the Independent providers spoken with 
acknowledged that the direction of travel in commissioning was a move from 
residential care to services that help people remain at home, but questioned the 
availability of the workforce to meet the future needs.

19. During the review, providers and managers were concerned that there were not 
enough nurses across the board and that recruitment efforts within the NHS are 
likely to exacerbate the problem for care homes with nursing. There were fears that 
the NHS will actively recruit the best nurses and that attempts to improve nurse to 
patient ratios within the NHS will leave the care sector even more vulnerable.
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20. The pressures on the social care sector have been well documented and there is 
increasing evidence on the impact that this is having on providers in particular. It is 
important to recognise that many of these challenges will also impact on local 
authorities, particularly where there is in-house provision of services such as 
domiciliary care and care homes. Workforce stability is critical to the delivery of 
consistent, reliable services. Some local authorities have faced real challenges in 
both children’s and adult services particularly in light of growing demand for 
services and increasing caseloads. Across Wales we have seen a significant increase 
in numbers of looked after children and this has had a major impact on the 
caseloads within Children’s Services. Whilst many authorities have stable, resilient 
workforces many have also had to make progress in stabilising their front line 
workforce, particularly across Children’s Services. Despite reducing resources, local 
authorities have continued to invest in training and developing the workforce and 
with the implementation of the Social Services and Well-being (Wales) Act this will 
be key to ensure that we have an appropriately trained and competent workforce 
that is able to deliver the ambitious agenda set out in the Act.

Future Mix of Workforce and Services
21. We need to ensure that we take a whole sector approach to the health and social 

care workforce, which needs to apply to developing new roles and career 
progression. We need to be able to support a mobile workforce that can move 
between sectors, underpinned by training, qualification and progression 
opportunities. Career pathways are vital and we need to be able to support the 
workforce to be able to follow easy routes within and between health and social 
care, recognising the value of experience and not just simply qualifications. This 
includes the need to further develop joint training sessions across professional 
training programmes, supporting joint working and mutual understanding across 
different professional groups. The whole workforce includes the statutory, 
independent and third sector, but importantly needs to include unpaid carers and 
how they can be supported to access information, advice and training alongside the 
paid workforce. The SSIA have recently undertaken research looking to identify the 
improvement priorities for Social Care Wales and the findings re-inforce this view, 
with a need for a cross sector approach to training in order to build a mobile, 
flexible workforce with opportunities for career progression.

22. The new Social Services and Well-being (Wales) Act demands that we think 
differently about service provision otherwise if we keep doing the same thing we 
will continue to get the same results. We know that the current health and social 
care system is unsustainable. Apart from ensuring the paid workforce is up to speed 
and working together effectively, there has to be a massive transformation of 
attitudes and contributions made by communities and the support they are able to 
provide. We need a transformation of attitude in the health and social care sector to Pack Page 193
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developing and supporting carers and volunteers otherwise our paid professional 
workforce will simply not cope. It is vital we tap into the enormous bank of 
knowledge, energy and experience of people in communities to support vulnerable 
people and we have to invest in this to make it happen. Preventative, early 
intervention and community based support have to be developed and we need to 
invest in this unpaid workforce to release that capacity.

23. Career development is a critical feature of sustainability. There is a need to ensure 
that people are encouraged to develop their skills, not simply to aid personal 
progression, but to enable a better skilled workforce. This includes a need to ensure 
that supervision and support is provided to the whole workforce. This can make a 
critical difference, allowing workers to reflect on their experiences and practice and 
being supported in their own personal development.

24. Changes in service provision have not shifted at the pace of changes in people's 
needs and wants, so we are still left with some service responses to policies and 
needs that were identified in late 1940s and 1950s, at the start of 'the welfare 
state'. In addition there has been insufficient development of services that will still 
be relevant in 20 years time, in particular recognising the way that digital 
technology is changing many people's lives. Telecare and telehealth are still 
relatively under-developed in Wales and this means that we are not exploiting the 
opportunities that they afford to people to have much greater control over their 
own health and well-being and this requires a workforce that is comfortable in 
recommending and demonstrating the benefits of new technology. 

25. There have been moves in some parts of Wales to introduce generic health and 
social care workers, as a way of avoiding wasting time and energy on defining what 
is a health task and what is a social care task. However there remains a need to 
deal with the issue of medicine-administration, as this often turns out to be an issue 
on which a more generic role falls down.  There are examples where staff have 
been suitably trained to administer medicine and these should serve as evidence 
that it is possible to find a way through some of the unhelpful professional 
boundaries.

26. Whilst advocating the development of generic health and social care workers, we 
are not suggesting the dilution of professional expertise. Actually the outcome 
should be a better trained workforce, both competent and confident to provide a 
greater sense of holistic care to people. There are now regular examples of care 
coordinators from a variety of professional backgrounds, e.g. Occupational 
Therapist, Social worker, nurse, physiotherapist. Each will still have some degree of 
specialist knowledge, but the difference should continue to be a care coordinator 
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not looking to transfer responsibility to others, but bringing in others who can add 
value to their coordinating role.  

27. Whilst there are examples of really good community-based services, they are still in 
the minority and still fewer that reflect shared responsibility between health and 
social care and NHS and local government. In Wales most health and social 
provision is sitting in private and third sector agencies and they have to be brought 
into the debate about planning for the future workforce.

28. There is a need for a stronger pool of consultant social workers and advanced 
practitioners amongst nurses and occupational therapists to carry out the 
developing number of leadership roles as well as offering coaching and mentoring, 
modelling best practice. The front-line workforce would, as a result, be better 
valued and better prepared, for the challenging nature of the tasks that they have 
to carry out. This does not replace the need for ensuring that they are properly 
rewarded for the demands of their job and that goes beyond the debate about a 
minimum or living wage. 

29. In Wales, working with Social Services Improvement Agency (SSIA), Care Council 
for Wales and Universities, local authorities have invested in well established 
national social services management development programmes at first, middle and 
senior management levels as well as a sophisticated Continuing Professional and 
Education Programme (CPEL) for social work practitioners to ensure we continue to 
develop our social workers and their managers to meet the challenges of the future. 
This is essential in the sustainability for those elements of the workforce.

30. We need to give thought to how best to ensure access to services in the language 
of need and how to support front-line staff with language skills. This may include 
recognising and supporting those who have English as a second language, as well 
as securing adherence to the standards within “More than Just Words”. 

31. In addition this review needs to consider how best to fully engage with housing 
associations (and local authority landlords who retain stock), with an overall 
workforce in Wales of 8,000, many of whom will have worked in public sector 
agencies, bringing shared values and yet key additional knowledge and skills into 
the mix of a whole system approach to the workforce. Housing associations make a 
vital contribution to the health of the population and many housing association staff 
are able to offer community work and community development skills, so essential to 
rebuilding mature and co-productive relationships with local people and their 
communities.

32. We have been clear in responses to the SSWB Act that the workforce will be 
fundamental to the successful implementation of the Act – requiring a workforce Pack Page 195
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that is multi-agency and multi-disciplinary. The Act requires a very different way of 
working, particularly around the new approaches to assessment and eligibility, that 
will not be simple to apply and will challenge some of the existing practice and 
training. The right kind of staff training and development will be essential, in order 
to support staff to be able to meet the expectations set out in the Act, with realistic 
timescales for the changes to become embedded into people’s everyday practice. 
Some of this work has already started, for example having an increasing focus on 
outcomes, however the size of the changes required and the new expectations 
cannot be under-estimated. 
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Sarah Beasley
Clerk to the Committee
Health, Social Care and Sport Committee
National Assembly for Wales
Cardiff
CF99 1NA

9 September 2016

Dear Ms Beasley, 

Please find attached the Care Council for Wales’ response to the Assembly’s Health, Social Care 
and Sport’s 
Inquiry into the sustainability of the health and social care workforce.  We are grateful for the 
opportunity to respond.

The Care Council is a Welsh Government sponsored body which has a leading role in making 
sure the workforce delivering social services and childcare in Wales is operating to a high 
professional standard.  We have legal powers to set the standards workers need to meet, and to 
take action where that doesn’t happen.  We help develop the professionalism of managers and 
workers through qualifications, training, knowledge sharing and continuous professional 
development.  In April 2017 we will be renamed Social Care Wales and receive a wider remit for 
research and service improvement.

Yours sincerely, 

Sarah McCarty
Director of Learning and Development

XXXXXXXXXXXXXXXXXXXX
XXXXXXXXXXXX
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Care Council for Wales’ response to the Assembly’s Health, Social Care and Sport’s 
Inquiry into the sustainability of the health and social care workforce

Do we have an accurate picture of the current health and care workforce? Are there any 
data gaps?

1.  The care sector in Wales is characterised by its fragmented nature.  There are over 3,700 
registered social care providers in Wales in the public, private and third sectors who are organised 
locally and nationally.  This reflects the complexity of the social care market and estimating the 
current workforce is difficult and relies on a range of different approaches.

2.  General information about the numbers of people working in social care is collected by the 
Welsh government and the Local Government Data Unit.  The first collates data on staff working 
for local authority social services departmentsi.  The second collates data on staff working for 
services commissioned by local authoritiesii.  

3.  In terms of data gaps, these figures do not include workers employed by people who fully fund 
their own care.  Nor do these figures include unpaid carers.  Welsh Government data on local 
authority staff does not include important demographic data such as age, gender and ethnicity.

4.  Comprehensive information is available on those workers registered by the Care Council, 
namely social workers, adult care home managers, domiciliary care mangers and residential child 
care managers and workersiii.  For these staff we can describe work and employment patterns, 
career pathways and turnover.  This is information is not currently available on the unregistered 
workforce.

5.  In co-operation with the Data Unit, we have produced social worker workforce planning data 
which looks at looks at the trends of the workforce over time, staff turnover and the projected 
workforce over the next three yearsiv.  A similar document has been prepared on occupational 
therapists.  

6.  By combining data from the Welsh Government and the Data Unit we find there are an 
estimated total of 79,000 people working for local authority social services departments of for 
organisations commissioned by them.  The social care workforce is overwhelmingly female.  81 
per cent of the staff who for services commissioned by local authorities are female.  As the table 
below notes, social care staff work in a range of settings.  Around 26,000 work in residential care 
and 23,000 work in domiciliary care.  

7.  In future we will be working with the Welsh Government and other partners to improve the 
quality and reach of this data.  We are working with the Care and Social Services Inspectorate 
Wales (CSSIW) who plan to gather more data on the workforce in regulated services.  

8.  The plan to register domiciliary care workers and adult care home workers will increase the 
amount of data held and provide an opportunity to carry out more comprehensive workforce 
planning.  

Is there a clear understanding of the Welsh Government’s vision for health and care 
services and the workforce needed to deliver this?

9.  The Welsh Government’s vision for social care is reflected in the Social Services and Well-
being (Wales) Act, 2014 which places an emphasis on person-centred care, early intervention and
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prevention.  The vision recognises a growth in both the demand and the complexity of the care 
that will be required.  This will mean more care workers and more highly skilled workers.  In 
addition there will be a requirement for: a. care staff that are able to provide both personal and 
health care;  b.  staff capable of applying professional judgement rather than only following 
prescribed procedures;  c.  more Welsh speaking staff.  The requirement for additional staff with 
specific skills will prove a challenge, particularly in rural areas.

10.  New statutory regional partnership boards have been established to plan and deliver social 
care and health services in each part of Wales.  They are required to produce joint population 
assessments to better understand the care and health needs of people and strategic action plans 
to meet the needs of citizens within their locality.  These assessments will provide the opportunity 
to better plan the workforce in future.  The regional partnership boards are developing workforce 
sub-groups who will be able to contribute to this work.

11.  Regulations under part 9 of the Social Services and Well-being (Wales) Act, 2014 require 
greater partnership working between social services departments and local health boards.  For 
example, the regulations require the establishment of pooled funds for the exercise of care home 
accommodation functions and the exercise of family support functions.  The legal requirement for 
partnership working between strategic authorities creates the opportunity for joint workforce 
planning and training.

12.  We understand that the Welsh Government will be publishing a NHS Workforce Strategy, 
there is an opportunity to align this strategy with a workforce strategy for social care to ensure a 
complementary approach across the workforce.  There is a clear interdependence between social 
care and health support to enable individuals to receive care in their own community.    

How well-equipped is the workforce to meet future health and care needs?

13.  The Care Council is working with partners across Wales to equip the workforce to meet future 
health and social care needs.

14.  53% of people employed in services commissioned by local authorities have the required or 
recommended qualifications for their jobv, leaving 47% to become qualified. In general the 
majority of these workers currently require a level 2 health and social care qualification (QCF 
Diploma).

15.  The Care Council will be working with partners in the sector to encourage greater take up of 
qualifications to the sector.  Providing a stronger professional ethos for the sector through training, 
registration and the development of career pathways will be central to this drive.  

16.  Under the Regulation and Inspection of Social Care (Wales) Act, 2014, almost all social care 
workers will need to be registered in order to practice by 2022.  A key element of registration will 
be the attainment of a minimum level of qualification.  The Care Council is embarking on a five 
year strategy for Care and Support at home, this will include  preparations for the domiciliary care 
workforce for this change.  From 2018 they will be the first main new group which will need to 
register.  In 2020 they will be joined by adult care home managers.

17.  Currently the following groups of workers are registered and are required to meet minimum 
standards of qualification: social workers; adult care home managers; domiciliary care managers; 
children’s residential care home managers and workers.  It is estimated that there are around 
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79,000 workers currently employed in the formal social care sector in Wales, of which 
approximately 11,000 are registered with the Care Council.  The domiciliary care workforce and 
the adult care home workforce comprise a significant part of the remainder. 

18.  There is evidence that in future, an increasing number of people will be living for longer with 
more complex needs.  For example, people with learning disabilities are now living longer with 
associated health care needs presenting new challenges for the people providing care and 
support to them.  The likelihood is that higher levels of skills, knowledge and therefore 
qualifications will be demanded.  

19.  There is also a greater demand to receive care and support and home and to design services 
around the needs of the person.  These changes will require new and enhanced skills for social 
care workers.  The Social Services and Well-being Act, 2014 provides a legal framework for 
councils and their partners to deliver services in accordance with these demands.  The Care 
Council has commissioned extensive material for the social care workforce to train them in new 
ways of working.  These can be found on the Act’s Information and Learning Hubvi.

20.  The way in which health care tasks are delegated from health workers to care workers is a 
barrier to achieving effective services.  Unless there is a clear clinical governance framework in 
place with good quality training and support from health professionals it can present a risk for 
people who use services and workers themselves.  The way in which health care tasks are 
delegated is inconsistent.  There are concerns from local authorities that they are being asked, in 
some cases, to undertake duties that are an NHS responsibility, which may be ultra vires and with 
no additional funding to do so.  

21.  An All-Wales Framework for the delegation of health care tasks is needed to ensure that 
there is: a. clarity about the tasks that can be delegated;  b.  a clear clinical and corporate 
governance framework in place which facilitates the safe and legal delegation of tasks;  c.  
appropriately training for those involved in both delegating and undertaking tasks;  d.  adequate 
funding agreed between health and social care to ensure that there is no additional financial 
burden placed upon local authorities, as functions transfer from one workforce or setting to 
another. 

22.  The Care Council is responsible for promoting learning and development in social care.  In 
partnership with the social care and training sectors we have developed a qualification framework 
for the social care sector in Wales, which is a first in the UKvii.  The qualification framework has 
been developed to define the minimum qualification required for each role in social care.  The 
qualifications are regularly reviewed.

23.  The Care Council publishes a Social Care Induction Framework for Wales which aims to 
support the workforce by providing a structure upon which induction can be based. It supports a 
common understanding to induction in social care in Wales by outlining the knowledge and 
competence workers need to demonstrate in their first 12 weeks of employment, whether they are 
new to social care or new to an organisation or role.

24.  Retaining staff is a major challenge for the care sector.  For example, the turnover rate for 
domiciliary care staff is 35 per cent, compared to 15 per cent for most workers across the 
economy.  Care employers have provided consistent feedback that an important factor in retaining 
a care worker is whether they have the appropriate values for the sector.  These values include 
empathy and patience, which demonstrate a person centred approach.  In order to help Job 
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Centre Plus and others to recruit people with the appropriate values to the sector we have 
produced ‘A Question of Care’ which is a free online resource which aims to raise awareness of 
careers in the care sectorviii. It helps people find out what work in social care and childcare is 
really like, and tests them on their suitability as potential recruits.

25.  The Care Council is responsible for the Code of Professional Practice for Social Careix which 
sets out the standards for the registered workforce.  All applicants have to agree to abide by it 
when they register and may go before fitness to practise hearings if there are allegations over 
whether they have upheld its standards.

26.  In 2015, the Code was reviewed to reflect the significant changes in social care since it was 
published in 2002, and to ensure it would support the workforce to deliver the expectations of 
Social Services and Well-being (Wales) Act 2014.

27.  In January 2016 we launched our Caring with Pride initiative to promote the Code.  It provides 
employers and managers with the tools and information to promote and embed the Code in their 
workplace, and encourages workers – whether registered or not – to take a proactive approach to 
show they support and share the values outlined by the Act.

28.  The Care Council has developed a continuing professional education and learning framework 
for social workers.  The framework equips social workers with the advanced knowledge, skills and 
qualifications they need as they progress from newly qualified to experienced practitioners and 
more senior practice roles.  The Care Council has also developed a continuing professional 
development toolkit for social care, early years and child care managers and workers.

What are the factors that influence recruitment and retention of staff across Wales? 

29.  At present, there is no overall strategic approach to recruitment to social care.  As a result, 
social care careers promotion is often undertaken in silos and in an ad hoc way without a joined 
up, coherent approach.  

30.  Therefore the Care Council, along with its partners is proposing a holistic careers recruitment 
and retention framework.  It will provide a clear vision for supporting the sector in recruiting high 
quality individuals.  It will encourage continuing professional development within the existing 
workforce to facilitate sustainability and quality.  Values-based recruitment and retention is key to 
this.  The emphasis will be placed on promoting social care as a viable and rewarding career 
option, offering support to address the new legislative requirements.

31.  The negative portrayal of social workers in the media creates a barrier to recruitment.  It is 
important that steps are taken to promote the excellent work that social workers do in child 
protection and other areas in order to overcome this.

32.  The Care Council is responsible for working with partners to set the educational and training 
standards for social care.  We are currently responsible for the regulation of social work training.  
In future, in our new guise as Social Care Wales, we will be given the authority to regulate all 
social care training.  

33.  We supported an independent review by Qualifications Wales which identified that the 
qualifications and learning landscape for social care and child care sector in Wales is complex, 
crowded and dynamic.  The key findings questioned:  a.  the effectiveness of the present models 
of assessment in determining the knowledge, skills and understanding of learners;  b.  the 
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currency of some qualifications, particularly those qualifications taken by learners aged 14-16;  c.  
the extent to which qualifications prepared learners for progression to higher education;  d.  the 
coverage of certain key aspects of learning for different areas of work, for example in relation to 
dementia care, domiciliary care and play work in the context of childcare; e.  the extent to which 
qualifications prepared learners effectively for working in a bilingual nation

34.  We are working with Qualifications Wales and others to address these issues with learning 
providers and social care employers.  This is long term project which will run from now until 2019.  

35.  It is well documented that pay and terms and conditions are a serious barrier to achieving a 
sustainable care workforce.  Pay and terms and conditions are not as favourable in social care as 
they are in other sectors.  Employers report that they frequently lose staff to other sectors such as 
retail which offer more favourable terms.  

36.  It is a particular problem that there is lack of parity between the social care and health 
sectors.  Staff often move from social care to health where they are paid more for undertaking 
similar roles.  This reflects the funding protection afforded to the NHS as a government and public 
priority, relative to the budget cuts faced by local authorities.  

37.  The Welsh Government has published research which highlights the impact of poor pay and 
terms and conditions on the workforce and people receiving domiciliary carex.  The introduction of 
the statutory National Living Wage for the over-25s at £7.20 an hour has led to a substantial 
increase in wages for low paid workers in the care sector.  However, there are concerns about the 
impact on the costs of a sector which is already under significant financial pressure.

Whether there are there particular issues in some geographic areas, rural or urban areas, 
or areas of deprivation for example.

38.  There is a particular concern around the sustainability of the social care workforce in rural 
areas.  These centre around the affordability of providing care in these areas and the distances 
required to travel to provide care.

39.  There is a case to made for developing new approaches to delivering services in rural areas 
which makes the best use of community and public assets, as well as technology, and the 
potential to recruit more people locally.  There are good examples of rural service provision.  
However, more could be done to share learning, so that it is built into the system.

Conclusion

40.  There is a great deal of pressure on the care workforce in Wales.  There is an increasing 
demand for social care provision.  At the same time, the needs of those receiving social care are 
becoming increasingly complex.  The workforce will be expected to focus on prevention, 
reablement, and focusing on the needs of individuals and families as part of communities.

41.  There is an opportunity to provide greater employment in the sector.  In order to achieve this 
more people will need to be recruited to the care sector and more effective steps will need to be 
taken to improve retention rates.  The Care Council and its successor, Social Care Wales will 
work with the sector to improve levels of training and professionalism.
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Appendix

Table 1:  Summary of the main sources of data on the social care workforce
Data Source

Staff working for local authority social 
services departments

Welsh Government

Staff working for organisations 
commissioned by local authority social 
services departments

Local Government Data Unit

Profiles of the registered workforce Care Council for Wales

Table 2:  Estimate of total staff working for local authority social services departments and in 
organisations commissioned by them, listed by workplace setting
Work place setting Total number 

of workers

Central management and support 2,738

Social work 6,664

Hospital 187

Domiciliary care 22,836

Residential care 25,736

Day and community services 10,601

Mixed (services are organisations commissioned by local authorities who offer a 
mixture of domiciliary, residential and day care)

10,060

Total 78,822

i Staff working for local authority social services departments, Welsh Government
ii Staff working for organisations commissioned by local authority social services departments, Local Government 
Data Unit
iii Profiles of the registered workforce, Care Council for Wales
iv Social worker workforce planning 2014-15, Local Government Data Unit
v Staff working for organisations commissioned by local authority social services departments, Local Government 
Data Unit
vi Social Services and Well-being Act Information and Learning Hub, Care Council for Wales
vii Qualification Framework for the Social Care Sector in Wales, Care Council for Wales
viii A Question of Care, Care Council for Wales and partners
ix Code of Professional Practice for Social Care, Care Council for Wales
x Factors that affect the recruitment and retention of domiciliary care workers, Welsh Government, 2016
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SUSTAINABILITY OF HEALTH AND SOCIAL CARE WORKFORCE

Inquiry by the National Assembly for Wales Health, Social Care and Sport Committee

Response from BMA Cymru Wales

9 September 2016

INTRODUCTION

BMA Cymru Wales is pleased to provide a response to the inquiry by the Health, Social Care and Sport 
Committee on the sustainability of the health and social care workforce in Wales.

The British Medical Association (BMA) is an independent professional association and trade union 
representing doctors and medical students from all branches of medicine all over the UK and supporting 
them to deliver the highest standards of patient care. We have a membership of over 160,000, which 
continues to grow every year. BMA Cymru Wales represents over 7,500 members in Wales from every 
branch of the medical profession.

RESPONSE

In October last year, BMA Cymru Wales provided a comprehensive evidence submission to the NHS 
Wales Workforce Review1 that was commissioned by the previous Welsh Government and chaired by 
David Jenkins. That review clearly has a significant cross-over in terms of its remit with this current 
committee inquiry. Given that there has been little change in the issues in hand in the intervening period, 
we would therefore ask the committee to accept our earlier submission – attached as Appendix 1 – as a 
key part of our response to this inquiry.

Similarly, the committee will be aware that its predecessor committee in the Fourth Assembly also 
undertook an inquiry last year into the GP workforce. Our comprehensive responses to that inquiry which 
was submitted in January 2015 should also be accepted as part of our response to this new inquiry. It is 
attached at Appendix 2.

In undertaking this current inquiry, we feel that committee could benefit from looking at the findings of 
the NHS Wales Workforce Review, including by looking at what is now being proposed should be done to 
address its recommendations. Given that such a major, and comparatively recent, piece of work has been 
undertaken, such an approach could prove more beneficial that starting to look again at many of the 
same issues in isolation. We would similarly suggest that the committee should look at what progress is 
being made in implementing the Welsh Government’s workforce strategy for primary care, A Planned 
Primary Care Workforce for Wales2, which was also published last year.

The timescale and timing of the call for evidence for this inquiry has presented us with a number of 
challenges. For member-based organisations like us, we need sufficient time, for instance, to effectively 
gather evidence from amongst our members. This is understandably difficult when undertaken at a time 
of year when many of our members are on annual leave, when a time-period of just over a month is 
offered for evidence to be submitted and when three inquiries of interest are launched by the committee 
concurrently. This has therefore limited our ability to respond to this call for evidence as effectively and 
as comprehensively as we might have wished, but we hope this contribution is helpful nonetheless.

1 Jenkins D, Phillips C, Cole S & Mansfield M (2016) NHS Wales Workforce Review. Available at: 
http://gov.wales/topics/health/publications/health/reports/workforce/?lang=en

2 Welsh Government (2015) A Planned Primary Care Workforce for Wales. Available at:  
http://gov.wales/topics/health/nhswales/plans/care/?lang=en
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In relation to the specific questions posed as part of the terms of reference for this inquiry, we would 
wish make the following additional points for the committee’s consideration:

Do we have an accurate picture of the current health and care workforce? Are there any data gaps?

This issue is already touched upon within our response to the Jenkins Review. There are a number of 
factors, in our view, which prevent us from seeing an accurate picture. For instance, headcount numbers 
which are often quoted can mask a reduction in the workforce resulting from an increasing prevalence of 
less than full-time working. At the same time, it is not always possible to easily provide accurate whole 
time equivalent (WTE) figures. For instance, in the case of GPs, particularly those who are independent 
contractors, there can be much variety in the number of hours a full-time partner might actually work in 
a given week, with many working hours in excess of those that would otherwise be regarded as 
constituting full-time working. We know that the Welsh Government has been looking to identify a 
suitable methodology for arriving at an acceptable definition for a WTE GP but we are not aware that this 
work has yet reached a satisfactory conclusion due to the difficulties involved.

Another issue that we believe needs to be addressed to assist in effective workforce planning is the 
current lack of collection and publication of meaningful data on vacancies. We understand that such data 
has not been routinely published since 2011. As such, we have had to resort in more recent times to the 
use of Freedom of Information Act requests in order to obtain such data. Even then, the responses we 
received would appear to be highly inaccurate – largely due to the use of a fundamentally flawed 
definition which means a vacancy is only counted as such when an active process is underway to fill it. In 
addition, there is a lack of consistency in the definitions used for vacancies between different health 
boards and trusts making comparisons difficult. We fail to understand how health boards and trusts can 
undertake effective workforce planning when those in charge don’t appear to be effectively monitoring 
the extent to which vacancies are impacting on workforce provision. Not only do we feel that this needs 
to be addressed by returning to a system whereby data on vacancies is routinely and regularly published, 
but steps also need to be taken to ensure that workforce data is meaningful and therefore able to be 
used for effective comparison.

In relation to secondary care, the committee might also wish to look at the extent to which effective job 
planning is often not properly undertaken by health boards and trusts. With reference to consultants, 
this issue has previously been the subject of investigations undertaken by the Wales Audit Office. We are 
also aware that this issue is a concern amongst staff and associate specialist grades. 

We regularly hear from members that stress-related illnesses are becoming increasingly common. 
Burnout is a very serious threat to the sustainability of services, not to mention to individual doctors’ 
health. We believe that an all-Wales comprehensive occupational health service for all NHS staff is 
required, and that action is needed to recruit more consultants in this specialty (some health board areas 
have less than one). Data collection is needed in this area beyond sickness absence recording, and should 
include capturing workloads and the impact of vacancies. Conducting exit interviews for employees 
leaving health boards (including GPs handing back their contracts) should also be formally collected and 
routinely analysed. 

Is there a clear understanding of the Welsh Government’s vision for health and care services and the 
workforce needed to deliver this?

Whilst we have previously expressed a number of concerns regarding the findings contained within the 
2015 report of the Welsh Government-commissioned Health Professional Education Investment Review, 
carried out by a review panel chaired by Mel Evans, one of the report’s key findings with which we did 
certainly agree is that there is a need for ‘a refreshed strategic vision for NHS Wales which provides the 
longer term context for shaping the workforce of the future’.
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Given that there is already broad acceptance of that view amongst stakeholders across the sector, there 
may therefore be little need for the committee to pursue this particular question in further depth. 
Instead we would welcome a concentration on how this current lack of a strategic vision for the service, 
and its impact on effective and sustainable workforce planning, might now be addressed.

Regarding physician associates, there has been no detail or strategy about what role they are intended to 
play – i.e how they would contribute to the more effective delivery of care, or to alleviating the workload 
of existing staff, in addition to that which existing professions already provide. We would therefore 
welcome details of the training, regulation and career development options for such roles. We remain 
concerned that physician associates may be sold as the ‘holy grail’ of workforce planning, but will not 
have been adequately thought through for the longer-term, and that there is a danger that such roles 
would be filled by staff who would have otherwise entered existing shortage professions (such as 
healthcare assistants).That said, we are not opposed to such roles, and believe that the teams of 
professionals needed to meet local population health is best identified and determined locally (we hold 
hopes for GP clusters networks in this regard).

How well-equipped is the workforce to meet future health and care needs?

This is a very broad question which could be interpreted in a number of different ways. It is clear to us 
that, in many regards, the capacity of the workforce is failing to keep pace with increasing demand and is 
already therefore under strain in relation to current demand. This is particularly the case within primary 
care where there is an increasingly recognised recruitment and retention crisis amongst GPs against a 
backdrop where demand is continually increasing as a result of an ageing population and an increasing 
prevalence of chronic disease. There are also increasing recruitment and retention challenges amongst 
certain specialties within secondary care which have been the driver for various service reconfiguration 
proposals in recent years across different health board areas. Increasing use of locum doctors, and 
increasing overtime costs being reported by health boards amongst medical staff, are also signs that the 
current workforce provision is under severe strain. Taken in the round, these indicators suggest that the 
workforce is struggling in many regards to provide for current health and care needs, and these 
challenges will no doubt become greater in the medium- to long-term.

What are the factors that influence recruitment and retention of staff across Wales? This might include 
for example:

- the opportunities for young people to find out about/experience the range of NHS and social care 
careers;

- education and training (commissioning and/or delivery);
- pay and terms of employment/contract.

This question covers a number of issues already touched upon in the previous responses we have 
attached in the appendices to this response. We would therefore refer the committee to these earlier 
responses, but we also wish to make a few additional points which are outlined below.

In terms of opportunities for young people to find out about and/or experience the range of NHS and 
social care careers, we previously touched upon this issue in our response last year3 to the report of the 
Welsh Government-commissioned Health Professional Education Investment Review.4 Our responses to 
the following two questions posed in the Welsh Government’s subsequent request for feedback are of 
relevance, and we have therefore reproduced them here:

3 https://www.bma.org.uk/-
/media/files/pdfs/working%20for%20change/policy%20and%20lobbying/welsh%20council/pa-
walesreporthpeireview-01-06-2015.pdf?la=en

4 Evans M, Phillips CJ, Roberts RN & Salter D (2015) Health Professional Education Investment Review. Available at: 
http://gov.wales/topics/health/publications/health/reports/education-investment-review/?lang=en
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What are the barriers to providing wider work experience and apprenticeship opportunities and 
how can they be addressed?

In more deprived areas, local children may be more likely to lack personal links to health 
professionals. Another barrier that needs to be considered is how to identify the time for 
students to take up any work experience opportunities. We would suggest that consideration 
could be given to developing local NHS careers services with local NHS careers champions. 
Departments could also be established in each health board and university with a remit to 
promote NHS careers.

These suggestions could enable Wales to build upon the work that is currently undertaken by 
many hospitals and GP practices that already offer work experience opportunities through both 
formal schemes and informal arrangements, thereby providing scope to formalise and extend 
the links which already exist between the NHS and local schools in order to ensure wider access 
to such opportunities. They could also enable the NHS to go into schools at a stage much earlier 
than that at which pupils might be allowed into clinical areas, but early enough for them to 
consider aspiring to work in healthcare before their career choices have been narrowed by 
subject choices and exam results.

We would also suggest that work needs to be undertaken with schools to ensure opportunities 
can be provided for students to take up work experience opportunities in ways that will not 
disrupt teaching schedules. Some students may be willing to take time out of their holidays to 
undertake placements, but for others there may be a requirement to work with schools and 
colleges to ensure such opportunities can be taken up within term-time.

How can experience in the health care system be made more attractive to young people?

We would support greater opportunities for young people to gain work experience in all NHS 
settings, improved career information and guidance to be provided in schools from local NHS 
staff and organisations, and the development of stronger links between schools/colleges and 
local NHS establishments. Career days for students could be provided through which the 
benefits of working in healthcare can be advocated.

Consideration should also be given to the benefit of using role models to promote the merits of 
a career within the NHS. Health boards and universities should identify staff who can facilitate 
work experience, as well as visiting local schools to talk about their roles in healthcare.

We note the suggestion in paragraph 84 for a targeted approach to increase the quota of Welsh-
domiciled students. This is something we would support but we also note the concerns raised in 
paragraph 80 regarding legal constraints which might preclude certain financial incentives being 
offered. This may similarly be the case in relation to the suggestion in paragraph 107 of the need 
to incentivise children from Welsh medium education to consider careers within NHS Wales. The 
suggestion of increasing the quota of students from lower socio-economic groups referred to in 
paragraph 84 is also something we would certainly support.

Attention clearly needs to be given, in our view, to both recruitment and retention of the medical 
workforce. It needs to be recognised that medicine is very much a global workforce and Wales is 
therefore competing within a global marketplace. Consideration must therefore be given to what can be 
done both to attract doctors to Wales and encourage them to remain here at subsequent stages 
throughout their careers.

As well as looking at how we might train more doctors here in Wales, we should also consider how we 
can attract more doctors who have been educated and/or trained elsewhere, including overseas. It 
should be noted that attracting more doctors who have been already trained elsewhere could be a 
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cheaper solution to plugging recruitment gaps than increasing the number of doctors trained here (who 
might then go on to work elsewhere), although both elements clearly have a role to play.

It should indeed be recognised that Wales has long-since depended on recruiting doctors from overseas. 
However, we would also point out that current immigration rules in the UK act as a barrier to such 
recruitment. For instance, we have previously argued that GPs should be added to the Home Office’s 
occupation shortage list – but, much to our frustration, this suggestion has not been agreed by the 
Migration Advisory Committee which considers such matters on the Home Office’s behalf. We have also 
argued that Wales should have its own shortage occupation list, as Scotland has.

In seeking to attract doctors at different stages in their careers, we should also be aware of the many and 
wide-ranging factors that will influence where they may choose to locate. These include: high quality 
training; access to funded study leave; evidence of exam success; research opportunities; access to a 
good social life and quality of living; availability of good career opportunities for their spouses or 
partners; and access to good schools for their children.

In many ways retaining existing staff may be seen as more of a concern than recruiting new staff. 
Recruitment initiatives can only contribute so far to addressing existing challenges if too many doctors 
are subsequently choosing to leave Wales, reduce their working hours, leave the profession or retire. We 
therefore need to consider the impact of the various factors which impact on retention. Amongst other 
factors, these include: workload pressures; working conditions; the extent to which doctors feel valued 
and empowered to influence decisions or be listened to and able to raise concerns without fear of 
recrimination; the bureaucracy around processes such as revalidation; pension changes, including the 
impact on pensions of those doctors continuing to work beyond a certain stage in their careers; and 
worsening sustainability challenges for many GP practices.

A clear strategy is also needed to support older workers in general within the NHS in Wales, particularly 
as the state pension age continues to rise towards 68.

In terms of the impact of issues such as pay, terms and conditions, and contracts, you would expect this is 
an area in which we would have much to contribute as a trade union. Although we have touched on 
some relevant issues – such as the impact of operating within a global marketplace – it has been difficult 
to provide a comprehensive and evidence-based response on the impact of all these factors within the 
timeframe offered. We would therefore suggest that this topic might warrant a more-focussed inquiry of 
its own. These issues clearly impact on recruitment and retention as well as upon the wider morale of the 
workforce. This includes the impact of an ongoing erosion of salaries in real terms for a number of years 
and there is clearly an impact with pay rises across the public sector no longer keeping pace with those in 
the private sector at present.

Pay erosion has had a particular impact amongst independent contractor GPs as it has been accepted by 
the pay review body for doctors and dentists that many recent funding increases for GP practices have 
failed to keep pace with the rising costs of GP practice expenses due to the failure of the formula 
previously employed to accurately calculate the costs incurred over a number of successive years.5 This 
has led to GP earnings falling significantly in actual cash terms, and not just in real terms when adjusted 
for inflation. Indeed, figures show that there was a drop of over £11,000 a year in average GP earnings in 
Wales between 2005-06 and 2012-13.6

5 Review Body on Doctors' and Dentists' Remuneration 43rd Report (2015). Available at: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/412151/DDRB_47332_Accessibl
e.pdf

6 NHS Digital GP Earnings and Expenses - 2013-14. Available at: http://digital.nhs.uk/article/2021/Website-
Search?productid=18736&q=GP+earnings+and+expenses&sort=Relevance&size=10&page=1&area=both#top
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Whether there are there particular issues in some geographic areas, rural or urban areas, or areas of 
deprivation for example.  

There is clear evidence that recruitment and retention challenges are being felt more acutely in more 
rural parts of Wales as well as in some of our more deprived communities. Many of the factors we have 
referred to above – such as access to the availability of good career opportunities for doctor’s spouses or 
partners – may be more of an issue in some rural parts of Wales. Perceptions, whether right or wrong, 
that a suitable command of the Welsh language may be required to work in certain parts of Wales can 
also hamper recruitment to certain geographic areas. We have previously raised concerns that training 
rotations that cover both north and south Wales can also deter junior doctors from undertaking their 
training in Wales, particularly if they have partners or children they may have to be located four or five 
hours’ travel distance away from for long periods of time during their training. Greater use of training 
rotas which are more geographically concentrated, including those which operate across the border to 
nearby areas of England, can help to address this concern.
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CALL FOR EVIDENCE BY THE NHS WALES WORKFORCE REVIEW 

Response from BMA Cymru Wales

The British Medical Association (BMA) is an independent professional association and trade union, 
representing doctors and medical students from all branches of medicine across the UK and supporting 
them to deliver the highest standards of patient care.  We have a membership of over 150,000 across the 
UK, which continues to grow every year.  In Wales, we have a membership of over 7,000 from every 
branch of the medical profession.

The association welcomes the opportunity to respond to the NHS Wales Workforce Review call for 
evidence. We look forward to providing oral evidence to the pane later this month. 

As set out in the Nuffield Trust report ‘A decade of austerity in Wales’, an ageing population combined 
with a difficult public spending environment poses a major challenge for the provision of health and 
social care. A co-ordinated system is required that can cope with the range of needs associated with 
demographic and epidemiology changes; this needs to cover community, residential and hospital health 
and social care, as well as public health.

We welcome the review panel’s statement on fully engaging with all those who have an interest in the 
future of the NHS in Wales. The medical profession, as a significant constituency of the NHS workforce, 
will not only be affected by the implementation of any recommendations proposed by the review, but 
will also be key to their realisation. Therefore full engagement with the profession and its representatives 
is fundamental to the success and sustainability of any proposals. We were surprised, however, that the 
Review Panel did not include any trainee doctors, secondary care doctors, public health doctors or clinical 
academics. BMA Cymru Wales recommends that the lack of medical representation on the Review Panel 
is addressed; for instance a professional medical reference group might be established to advise the 
Panel as it begins to draw together its conclusions. We would hope that the views of medical students 
have also been sufficiently sought by the panel. 

There is mounting evidence of the medical workforce crisis that has grown increasingly dire in the NHS in 
Wales - with frequent reports of failures to recruit to medical posts; unfilled training positions; GP 
practices closing; long-term medical vacancies; an aging workforce, morale at rock bottom and 
worryingly excessive workloads. This is not a new phenomenon, as we have been pressing for action by 
Government and employers for several years, to little effect. Urgent action is needed to address this, 
given the obvious ramifications on the provision of timely and appropriate care to patients. 

APPENDIX 1 – BMA CYMRU WALES RESPONSE TO NHS WALES WORKFORCE REVIEW – SUBMITTED IN OCTOBER 2015
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It is clear that the solution to this crisis is multifactorial; there is no magic silver bullet or flicking of a 
switch. BMA Cymru Wales has previously put forward numerous suggestions as to how the current 
situation may begin to be turned around, and how the medical workforce can be placed on a more 
sustainable footing. These have included both long and short/medium term measures. Enclosed at the 
end of this paper are copies of recent papers we have put together outlining some of these solutions – 
we would of course be happy to discuss these further.

How future of NHS Wales’s services, i.e. what, how and where services are to be delivered to best 
address patient and population need, will determine the make-up of the workforce. Therefore in this 
response we have reflected our views on the current medical workforce in NHS Wales and medical 
students, who are the future workforce, and what needs to be done so that appropriate and responsive 
services can be delivered, alongside overarching themes that should be considered for future workforce 
planning. 

We note the lack of consideration in the consultation document on cross-border health provision. Any 
structural changes, such as health and social care integration, as well as policy developments, including 
efficiency and workforce changes, will need to consider the implications of well-established, as well as 
emerging, cross-border health provision. The review panel should ensure that any recommendations take 
account and explain the implications on cross border health care. 

Fundamentally, in order to place the medical workforce across Wales, on a more secure longterm 
footing, it is absolutely essential that decisions are made with the full engagement of the profession, 
across all branches of medical practice. This full and open engagement should be established early on to 
the satisfaction of all parties, so as to create true ownership of the solutions. It should of course be a 
permanent feature of NHS Wales moving forward, and is essential in order to move away from the 
reports of an isolated, devalued and demoralised profession. It is also vital in making the NHS Wales 
environment an attractive place to train (which is key to addressing the current workforce problems), be 
employed, and develop a satisfying professional career. 

Below is BMA Cymru Wales’ response, to the questions set out in the consultation document. 

Integration of health and social care

Questions: 
 How have other countries/health systems adapted to meet exponential increases in demand for 

health and social care provision?
 What factors have led to the increases in demand for provision within these countries/systems?
 What criteria have been used to assess degree to which integration of services has contributed to 

effective management of demand?
 To what extent can these models be replicated in Welsh system of health and social care?
 What barriers have been identified in inhibiting successful implementation of such models?
 How might such barriers be overcome within Welsh context?

These questions are extremely wide-reaching and complex. We do not attempt to respond to them all 
here; we do, however, highlight our key points and considerations on health and social care integration 
and would be happy to discuss them further at the forthcoming oral evidence session. 

The closer integration of health and social care has been a goal of successive UK governments for a 
number of years. Various different methods have been suggested and tried, ranging from measures to 
facilitate joint working and sharing of resources to enabling full structural integration. Thus integration is 
a nebulous term, but one best defined through the eyes of the service user - rather than structures, 
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organisations or pathways in place, or the way services are commissioned or funded. This is because 
integration is about individuals and communities having better care and support; therefore the individual 
must be the organising principle for services. 

To many, the case for integration is clear. Across the UK there are increasing pressures on health and 
social care. Demographic and epidemiology changes combined with a difficult public spending 
environment pose major challenges for health and social care.  As evidenced in the Nuffield Trust report 
‘A decade of austerity in Wales’, the population in Wales is ageing; many of these people will live with 
significant, often complex, health and social care needs. These pressure are likely to grow and intensify. 
The evidence demonstrates the need for health and social care to work with a common aim to address 
these challenges. 

We agree with the approach and language used in the report from the National Collaboration for 
Integrated Care and Support headline definition of integration, from the patient’s perspective:

“I can plan my care with people who work together to understand me and my carer(s), allow me 
control, and bring together services to achieve the outcomes important to me”

Yet, it is accepted that the current system does not always deliver the integrated care that people need 
and want, with gaps between different services and sectors, inefficient and unreliable transitions 
resulting in duplication, delays and missed opportunities. 

The BMA does not believe that the full integration of health and social care (structures, budgets and 
staff) is either necessary or desirable. We believe that coordination is best achieved by creating longterm 
stability across the NHS and local authorities and allowing integrated care to become a priority, not by 
further reorganisation. Indeed, given the above definition, integration does not necessarily require high-
level budgetary or structural integration, and results from membership surveys1 do not find that 
rearranging organisational structures through mergers to be absolutely necessary or even sufficient to 
produce genuine joint working and more coordinated care. Instead, the emphasis is often placed on good 
information sharing and effective, professional relationships across disciplines and organisations. 

Social care has significant crossover with healthcare; there is an obvious synergy with services such as 
nursing and care homes and end of life care for instance. There is often contention about whether an 
individual should be in receipt of health or social care and consequentially who should fund their care; 
the NHS or local authorities. The body responsible largely depends on the patient’s condition and there 
are many examples of disagreements between local authorities and health providers about who should 
be caring for a patient. This puts finance, rather that the patient’s need, front and centre – and can cause 
the patient and their relatives a great amount of distress (not least because of the huge sums a patient 
may be require to pay if their care falls under the remit of social care). 

BMA Cymru Wales believes that patients should not perceive or experience any organisational barriers or 
restrictions while interacting with the various providers of their package of care. Our members place 
strong emphasis on improved clinical outcomes and better patient experience as the most important 
measures of success for integration. As such, a clear evidence base that demonstrates the longer-term 
clinical benefits would be necessary for doctors to support efforts to integrate.

1 BMA Membership Surveys, HPERU, August and October 2011
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Across the UK, integration of health and social care is variable. Northern Ireland has had an integrated 
structure for health and social care services since 1973. An important theme of the 2011 independent 
‘Transforming your Care’ review was integration2. The review identified a number of recommendations 
about what a future model of integrated health and social care in Northern Ireland should look like. In 
Scotland, the Public Bodies (Joint Working) (Scotland) Act 2014 introduced integrated adult health and 
social care. Full integration of services across Scotland is expected by April 2016. An example of why 
engagement and involvement of the medical profession is so important can be found in the Audit 
Scotland report3 into CHPs (Community Health Partnerships)4. Audit Scotland reported that a failure to 
engage GPs was a fundamental factor in the failure of CHPs to perform as intended. In England, the 
integration of health and social care has also been a key policy focus for Government and NHS England. 
The Five Year Forward View vanguard sites are pursuing a range of approaches to integration, both 
horizontal and vertical, alongside the ongoing work of the BCF (better care fund)5. In addition, plans to 
devolve health spend and integrate with social care in Greater Manchester, will make the conurbation 
the holder of the largest single budget for health and social care in England. Clinical engagement and 
ownership from primary, secondary and community care, with significant public health input, will be 
essential in order for the new models of care to be successful6. 
If health and social care integration is going to be successful, any changes need to be evidence based. We 
have identified three important areas which should be addressed in planning for integration:

- Effective meaningful engagement and involvement of primary, secondary, community care 
doctors, as well as public health specialists. This will be an important factor in the success of an 
integration plan. 

- Investment in building capacity in health, community and social care services. We have concerns 
about a single budget for health and social care. Also it cannot be assumed that funding can be 
solely found through the transfer of resources from secondary care. No matter how well primary 
or community based services are planned and delivered, many patients will still require hospital 
assessment and treatment. Consideration should be given to the overall cost envelope. 

- Medical leadership and influence is an important factor in the success of an integrated plan. It 
will enable problems to be identified and efficiently resolved at a local level, as well as allowing 
best practice to develop. We believe that clusters hold potential to facilitate greater integration 
and local needs assessments – however that is a long-term consideration. It should be 
recognised that medical leadership is not constrained to those in health board hierarchies. 

Doctors are an influential component of the NHS workforce. They are equipped with a unique and 
diverse range of knowledge and skills, whilst being ethically bound to act in their patients’ best interests. 
They have a deep understanding of the needs of the local community and their patients and, as such, can 
make a valuable contribution to improving and developing more integrated services, in the wider 
management and leadership of their organisations and in the NHS generally. Furthermore, doctors’ 

2 John Crompton (December 2011) Transforming Your Care http://www.dhsspsni.gov.uk/transforming-your-care-
review-of-hsc-ni-final-report.pdf 

3 Audit Scotland (June 2011) Review of Community Health Partnerships Audit Scotland: Edinburgh http://www.audit-
scotland.gov.uk/docs/health/2011/nr_110602_chp.pdf 

4 The NHS Reform (Scotland) Act 2004 required NHS boards to establish one or more CHPs in their area. The aim was 
to bridge the gap between primary and secondary healthcare as well as coordinate the planning and provision of a 
wide range of health services in the area.  

5 The BCF requires CCGs (clinical commissioning groups) and local authorities to pool a portion of their respective 
health and social care budgets to jointly plan and deliver services. It is intended to join up care more effectively for 
older and disabled people, develop community services and prevent unnecessary hospital usage/stays. BCF 
programme began in April 2015. 

6 More information on BMA’s views for England can be found at http://bma.org.uk/news-views-analysis/the-bma-
blog/2015/july/five-ways-the-five-year-forward-view-must-meet-doctors-concerns 
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concern with clinical standards, outcomes, effectiveness and audit mean they can be relied upon to lead 
the drive to improve quality and are central to its assurance.

In conclusion
BMA Cymru Wales holds that collaborative cultures with shared values, good professional relationships 
and effective leadership are essential if integration is to get off the ground. As confirmed by doctors in 
our surveys, these elements are also vital to securing what should be the key measures of success of 
efforts to integrate - improved clinical outcomes and better patient experiences. Therefore the individual 
must be the organising principle for any changes. We believe that integration is best achieved through 
better integration of services where there is evidence to support change, rather than a top-down 
reconfiguration. Given the obvious attributes doctors bring to the health service and to the care and 
support of patients and communities, it is reasonable to suggest that gaining doctors’ support for a 
scheme to integrate would be beneficial to securing success.

Future workforce skill and skills mix 

Questions: 
 To what extent has service provision changed within NHS Wales and across social care in Wales over 

past 10 years?
 How has the composition of workforce changed within the same time period – numbers, type, 

location, etc?
 What are the key strategic drivers that will influence trends in service provision over next 10 years?
 What structural/organisational changes may be required to address such changes?
 What are the likely workforce requirements to meet such demands on service provision over next 10 

years?
 What are the likely deficits in workforce supply over next decade?
 How can such workforce supply deficits be addressed?
 What policies are in place to address such deficits?
 What new professional groupings and roles will be required? e.g physician assistants, advanced 

practitioners.
 What is the evidence for the effectiveness of such groups and roles in meeting supply deficits?

Over the last 10 years, the demographic and epidemiology changes combined with the difficult public 
spending environment has put increasing pressures on the NHS in Wales.  Delivering high quality and 
flexible healthcare is heavily reliant on a well-resourced and high performing workforce. 

Doctors are at the heart of healthcare delivery, but to date, the medical workforce has not been 
adequately resourced to adapt to these changes and is now facing a recruitment and retention crisis, to 
the inevitable detriment of patient care. 

Evidence around the number of doctors in Wales can be misleading. The number of doctors, by 
headcount and WTE (whole time equivalent) has increased, yet to clearly different extents. Workforce 
figures are often expressed in headcount terms which not does give a wholly accurate picture since it 
does not take account of the increases in preferences for less than full-time time working. For instance, 
there has been an increase in GPs in absolute terms by 11% over the last ten years, yet when expressed 
in WTE terms this has in fact remained broadly static. In 2014 Wales had the lowest number of GPs per 

Pack Page 216



Page 13 of 30

1,000 population in the UK at 0.6 GPs per 1,000 patients7. Whist the number of directly employed 
doctors may have increased to a greater extent, this does not counteract the significant and increasing 
recruitment and retention problems, including a high number of unfilled vacancies, facing Wales.  

Indeed, BMA Cymru Wales members have increasingly reported high vacancy rates. However, there is no 
official national data on vacancy rates in Wales8 in order to verify this. In March 2015 BMA Cymru Wales 
undertook a FOI (freedom of information) request to obtain information on consultant vacancies in 
Wales. Responses from health boards and trusts demonstrated a high vacancy rate across Wales of 6.8 
per cent. Some local health boards and trusts reported significantly higher rates, for example Hywel Dda 
University Local Health Board had a 15.9 per cent vacancy rate and Public Health Wales 15.6 per cent.  
Vacancy rates are likely to be higher still, due to the definition of what constitutes a vacancy being starkly 
geared towards under-reporting9. The FOI request also showed a high use of locum consultants. The 
results estimated 10.5 per cent of consultants in Wales, by headcount, were locums – with significantly 
higher reliance on locum and temporary staff in some areas. This is significantly higher than the number 
of consultant locums in England during the same period, which was reported to be around 4 per cent10.  

Furthermore, BMA members have reported increasing numbers of doctors planning for early retirement. 
A recent UK BMA survey recorded that 41 per cent of doctors have considered retiring early11. Between 
2003 and 2013, the proportion of GPs aged 55 years and over in Wales increased by 42 per cent. While 
the number of GPs aged below 45 years also increased, the rate of increase was significantly slower at 
just 1.2 per cent throughout the same period12. When an aging workforce is considered alongside the 
difficulty of recruiting trainees to posts it points to a very real a recruitment crisis to which NHS Wales is 
currently ill-equipped to respond.

The Panel may also wish to consider the work of the NHS Working Longer Group; its preliminary findings 
were published last year13 and included the need to gather more data from those retiring before normal 
retirement age in order to better explore the reasons for this. 

Another area of concern is that moves to provide more care closer to home has not been made with a 
corresponding move of resources to primary care – in fact the share of NHS expenditure allocated to 

7 BMA (May 2015) 2014 UK Medical Workforce Briefing London: BMA
8 The Welsh Government stopped collecting and publishing data on consultant vacancies in 2011 following a 

consultation. Local health boards and trusts continue to collect this information but it is not published. 
9 Local health boards and trusts across Wales use different definitions of a vacancy. This makes the data collected 

inconsistent. The majority use the definition agreed by the Welsh Government and Medical Workforce Managers in 
2013, “an established post which is currently unoccupied and despite actively taking steps to recruit to this post, no 
appointment has been made’. There is however no agreed interpretation of this definition. For example how to 
record a role that is empty but is not under current active recruitment, or, a role that is vacant but temporarily 
occupied such as by a locum. 

10 Health & Social Care England (May 2015) NHS Workforce Statistics March 2015, Provisional statistics 
http://www.hscic.gov.uk/searchcatalogue?productid=18106&topics=2%2fWorkforce%2fStaff+numbers%2fMedical
+and+dental+staff&sort=Relevance&size=10&page=1#top 

11 BMA (April 2015) BMA quarterly tracker survey, current views across the medical profession 
http://bma.org.uk/working-for-change/policy-and-lobbying/training-and-workforce/tracker-survey/omnibus-
survey-april-2015

12 Julia McWatt (March 2014) Fresh concerns raised about GP recruitment after figures showed more than a 40% rise 
in number of GPs over age of 55 in past decade http://www.walesonline.co.uk/news/wales-news/fresh-concerns-
raised-gp-recruitment-6882121

13 NHS Working Longer Group. Preliminary findings and recommendations report for the health departments. 2014. 
Available at: http://www.nhsemployers.org/your-workforce/need-to-know/working-longer-group/preliminary-
findings-and-recommendations-report-for-the-health-departments
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General Medical Services in Wales has fallen from 10.3% in 2007 to 7.9% in 2014. Coupled with this, out-
of-hours services are facing huge challenges and continue to be astonishingly under-resourced; to the 
obvious detriment of unscheduled care and the workload of practices during core daytime hours. 

Doctors, in both primary and secondary care, are reporting increasing and unmanageable workloads. In a 
recent UK BMA survey, 30 per cent of junior doctors reported that their workload was unmanageable or 
unsustainable14. Over 70 per cent of GPs who responded stated increasing workloads and rising pressures 
were becoming unmanageable or unstainable all of the time15. This is the biggest issue reported to us by 
GPs. In addition, BMA members report that stress related illnesses are becoming increasingly 
commonplace amongst doctors. Burnout is a very serious threat to the sustainability of the NHS, not to 
mention the individual health of doctors. Along with other healthcare professionals we have called for a 
comprehensive occupational health service16 to be established, run for and by the NHS in Wales – 
occupational health provision is an area that the panel should consider in its deliberations. Progress to 
date, where any can be identified, has been unacceptably slow, with obvious consequences.

BMA Cymru Wales recommends that NHS employers and the Welsh Government develop incentives to 
promote the retention of doctors in the NHS. For example, a national financial resettlement programme 
to incentivise and support doctors to return to work in Wales.  For GPs, the existence of a separate 
performer lists for England and Wales has had a detrimental impact. GPs on the English performer list 
may not immediately be able to take up vacancies that may exist within practices in Wales. In the same 
way, the separate lists also limit the availability of locums for border practices. We understand that the 
Welsh Government is looking at ways to address this. 

Work also needs to be undertaken to dispel a number of negative perceptions about training and 
working in Wales – this includes myths around mandatory use of the Welsh language.  BMA Cymru Wales 
has put forward a number of suggested incentives options to the Welsh Government to help address 
shortages across the medical profession; we enclose relevant details. Only when the attractiveness of a 
career (or training) in Wales is addressed will we see long-term and sustainable improvements to the 
current and worsening problems. 

Adequate numbers of new doctors in primary and secondary care need to be trained in Wales. For 
example, despite longstanding commitments to expand primary care, the overall number of training 
places for GPs in Wales remains static. The Welsh Government needs to urgently address this deficit so 
that existing NHS services can be maintained. In addition priority must also be given to providing high 
quality undergraduate education, postgraduate training and continuing professional development. The 
recent BMA paper, Every Doctor a Scientist and a Scholar17, puts forward the case that every doctor 
needs to be engaged as a scholar and scientist. It is important that undergraduates and post graduate 
education should equip doctors not only with clinical skills but the scientific skills to enable lifelong 
learning and enquiry. This will enable doctors to provide their patients with excellent standards of care 

14 BMA (April 2015) BMA quarterly tracker survey, current views across the medical profession 
http://bma.org.uk/working-for-change/policy-and-lobbying/training-and-workforce/tracker-survey/omnibus-
survey-april-2015 

15 BMA (April 2015) BMA quarterly tracker survey, current views across the medical profession 
http://bma.org.uk/working-for-change/policy-and-lobbying/training-and-workforce/tracker-survey/omnibus-
survey-april-2015

16 BMA Cymru Wales. Occupational Health Service in NHS Wales. 2015. Available at: http://bma.org.uk/working-for-
change/policy-and-lobbying/welsh-assembly/policy-documents

  
17 BMA (March 2015) Every doctor a scientists and a scholar London: BMA
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throughout their careers. Our members consider that the WCAT scheme has been successful in attracting 
high quality doctors to Wales, although the numbers benefiting from it have been steadily eroded, which 
needs to be reversed. Retaining those who complete their medical academic training here would place 
Wales is a unique position through attracting those who bring high quality scientific work, research and 
innovation.  

We have set out just some of the considerable evidence of the medical workforce crisis which is currently 
facing the NHS in Wales, and have enclosed copies of recent papers we have drafted on workforce issues 
(our responses to Welsh Government’s Heath Professional Education Investment Review and the Health 
and Social Care Committee’s inquiry into the GP workforce will both be of particular relevance and 
outline further recommendations). Ultimately, the NHS in Wales needs to create an attractive 
environment in which to work or train; fundamental to that is addressing the current workload pressures. 
We cannot fully comment on what a future workforce should look like until it is clear what services will 
be delivered and where. Therefore our recommendations regarding the future shape of the workforce 
are limited; instead we have focused on two overarching issues which should be a ‘foundational’ part of 
future workforce planning.   

Firstly, BMA Cymru Wales calls for a whole-system approach to workforce planning across primary, 
community, secondary, public health and social care. Workforce planning needs to take account of the 
changing demands, current and projected future demands – and therefore needs to also look at training 
requirements as well as measures to support greater retention such as portfolio careers and 
mentorships. We welcome this review, as we hope it will help take a comprehensive approach to ensure 
the workforce plan is aligned to a strategic vision for the NHS in Wales; and in line with prudent 
healthcare will avoid duplication and deliver multi-professional teams working to the benefit of the 
clinical needs of patients and their experience of using healthcare services. It needs to move forward with 
the engagement of all healthcare professionals.

Secondly, the association recommends that NHS data collection is significantly improved. Adequate data 
on the medical workforce is necessary, not only for the effective delivery of current care, but also for 
sustainable planning, and in understanding the requirements for medical training provision. BMA Cymru 
Wales calls for improved availability, quality and accuracy of NHS data collection, particularly around 
workforce numbers and vacancies which are currently not collected. BMA Cymru Wales would welcome 
the opportunity to work with the Welsh Government so that accurate data is routinely collected and 
reported. 

Efficiency and prudent principles

Questions:
 How can the ‘only do what only you can do’ principle be translated into an estimate of workforce 

configuration in the future?
 How can the ‘only do what only you can do’ principle be factored into workforce planning 

mechanisms?
 What is the scope for professional substitution?
 What are the financial implications of professional substitution?
 What is the role of technology in compensating for time and distance?
 What are the financial implications of technological developments in this area?
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BMA Cymru Wales supports the philosophy and principles of prudent healthcare. We must ensure that 
each element of the workforce is complementary, working across the range of their professional 
competence and presenting an effective use of skill mix and, in line with the principles of prudential 
healthcare, does not duplicate or complicate other parts of care pathways or delivery. 

We are not clear on what ‘professional substitution’ is in practice or why it is needed if every professional 
is working at the top of their clinical competence. There has been much talk of Physicians Assistants but 
again we are unclear as to what role they will play and how they would contribute to the more effective 
delivery of services or to alleviating the workload of existing staff. We would welcome details of training 
and regulation requirements for such roles. We remain concerned that this may be sold as the ‘holy grail’ 
of workforce planning, but will not have been adequately thought through for the longer-term.

Certainly there is a discrete range of activities being undertaken by some doctors, particularly GPs, which 
could be more appropriately delivered by other professionals and this would hopefully help to address a 
little of the medical capacity issue. However a one-size-fits-all approach should not be developed; we feel 
that the teams of professionals needed to meet local population health is best identified and determined 
locally. 

We believe that there is a need to invest in those already working for NHS Wales to extend their skills, 
work flexibly, remain in work, or to work in different ways in order to deliver clinically appropriate care or 
treatment which is decided upon on the basis of clinical need.  There is, for instance, potential to extend 
the professionals who can play a role in admission, discharge and putting in place care plans. Such moves 
would need to be supported by sound and responsive communication systems, that are clinically 
appropriate, between all partners and which provides all necessary safeguards in relation to data 
confidentiality. Secondary care IT systems certainly have a long way to go in this regard.

Pay and reward

Questions:
 What are your expectations for the long term strategic direction for pay and rewards within the NHS 

and in relation to pay and rewards within the wider economy?
 What are your expectations with regard to the continuation of, or changes to, current pay and 

reward differentials?
 What are the existing arrangements for A4C staff, executives and senior posts and how have these 

operated in each of the past five years?
 To what extent does Wales have autonomy, authority and powers to be able to determine pay and 

reward mechanisms and to what extent does this vary as between A4C staff, executives and senior 
posts?

 To what extent can the long-term strategic direction for pay and reward for people currently covered 
by the UK Agenda for Change contract terms and conditions be considered separately from a similar 
consideration of pay and reward for staff covered by the Doctors and Dentists Review Body?.

 To what extent can pay and rewards be considered in isolation from all the other terms and 
conditions of employment?

We have not answered questions in this section on the UK Agenda for Change contract terms and 
conditions as they do not apply to doctors. The BMA will submit evidence to the Review Body on Doctor 
and Dentist Remuneration at the end of September 2015. 
It is important to note that the BMA believes that the determination of pay should be conducted 
separately for doctors and dentists and those members of NHS staff subject to the Agenda for Change 
agreement. The market for medical and dental staff is different in being more significantly international, 
the qualifications and skills expected of them more demanding and the range of work undertaken, 
including academic as well as clinical activities, significantly more extensive and at a greater level of 
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responsibility. Consequently, the pay comparators used by the Review Body on Doctor and Dentist 
Remuneration differ from those for other NHS staff. 

Further information – Primary Care
For detailed information in relation to the workforce challenges, and solutions, in primary care 
specifically please refer to:

 Chapter 2 of the GPCW’s document ‘Prescription for a Healthy Future’ available here: 
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-
practitioners-committee/gpc-members/gpc-wales

 BMA Cymru Wales response to the National Assembly for Wales Health and Social Care 
Committees Inquiry into the GP workforce in January 2015, available here: http://bma.org.uk/-
/media/files/pdfs/working%20for%20change/policy%20and%20lobbying/welsh%20council/pa-
walesgpworkforceresponse-19-01-2015.pdf

 BMA Cymru Wales response to the Welsh Government Consultation ‘A planned primary care 
workforce for Wales’, available here: http://bma.org.uk/-
/media/files/pdfs/working%20for%20change/policy%20and%20lobbying/welsh%20council/pa-
primarycareworkforce-01-09-2015.pdf

Further information – wider workforce planning and training:
 BMA Cymru Wales response to the call for feedback by the Welsh Government on the Report of 

the Health Professional Education Investment Review, available here: http://bma.org.uk/-
/media/files/pdfs/working%20for%20change/policy%20and%20lobbying/welsh%20council/pa-
walesreporthpeireview-01-06-2015.pdf
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INQUIRY INTO THE GP WORKFORCE

National Assembly for Wales, Health and Social Care Committee 

Response from BMA Cymru Wales

16 January 2015
 

INTRODUCTION

BMA Cymru Wales welcomes the opportunity to contribute to the Health and Social Care Committee’s 
inquiry into the GP workforce in Wales. 

The British Medical Association represents doctors from all branches of medicine all over the UK; and has 
a total membership of over 150,000 including more than 3,000 members overseas and over 19,000 medical 
student members.

The BMA is the largest voluntary professional association of doctors in the UK, which speaks for doctors at 
home and abroad. It is also an independent trade union. 

BMA Cymru Wales represents over 7,000 members in Wales from every branch of the medical profession.

OVERVIEW

In an ever-evolving healthcare environment the independent contractor model has been at the heart of 
general practice’s flexibility and innovation, which has been vital for affordable NHS care. It is well 

APPENDIX 2 – BMA CYMRU WALES RESPONSE TO GP WORKFORCE INQUIRY – SUBMITTED IN JANUARY 2015
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documented that high-quality primary care provides excellent value for money,1,2,3,4,5 at around £23 per 
consultation.

Accessible and well-resourced general practices are essential if NHS Wales is to deliver good health 
outcomes to patients in all parts of Wales. Yet, general practice is facing unprecedented challenges; we 
recognise that there needs to be fundamental change to make the provision of general practice in Wales 
sustainable. 

Last year, the BMA’s General Practice Committee Wales published a strategy6 intended to chart a way 
forward to a more certain future. Many of the recommendations in that document are replicated here.

MODERN GENERAL PRACTICE  

There is a clear and increasing requirement for the GP workforce to be able to respond effectively to the 
growing demand for primary care services. This demand has been driven by a range of factors,7 including:

 population growth, higher birth rates and an ageing population;
 increased prevalence of chronic conditions (e.g. diabetes, obesity, dementia) and multi-morbidity;
 patients with higher expectations;
 increasing non-clinical duties (for example, multiple inspections from QOF, CHC, HIW visits, post 

payment verification visits; adapting funding changes; engaging in GP clusters and with health 
board initiatives e.g. prescribing leads); and

 policy initiatives for better-quality care, delivered closer to home.

GPs have increasingly reported they have never known a time when the workload was so intense; many 
say that services are under immense strain. We regularly hear from members that stress related illnesses 
are becoming increasingly common. Burnout is a very serious threat to the sustainability of general 
practice, not to mention to individual doctor health.

In attempting to respond to rising demand, the role of the GP has evolved and individual GPs are more 
accustomed than ever to innovating in order to improve practice operations and be more effective – for 
example: reviewing skill-mix; reducing the number of missed appointments; taking a prudent approach to 
prescribing; increasing the use of new technology; and engaging in cluster networks. 

Working pattern preferences have also changed. The younger generation of GPs have different 
expectations and lifestyle desires than their predecessors. Partnerships are no longer seen as the end point 
of a career for some in general practice, as they increasingly resemble an overburdened path due to 
increased workload, bureaucracy and financial responsibility. This needs to be urgently addressed; and the 

1 A Survey of Primary Care Physicians in 11 Countries, 2009. Perspectives on Care, Cost and Experiences. Schoen, 
Obsorn, Doty, Squires, Peugh, Applebaum: Commonwealth Fund 2009. Available at: 
http://www.commonwealthfund.org/Surveys/2009/Nov/2009-Commonwealth-Fund-International-Health-Policy-
Survey.aspx

2 Barbara Starfield, Leiyu Shi, and James Macinko, 2005. Contribution of Primary Care to Health Systems and Health.
3 Pierard E. 2009. The effect of physician supply on health status as measured in the National Population Health 

Survey. Waterloo [Canada]: University of Waterloo. Available at: 
http://economics.uwaterloo.ca/documents/TheEffectPaperPierard_000.pdf

4 Oldham, et al. 2012. Primary Care – the central function and main focus: Report of the Primary care Working 
Group. The Global Health Policy Summit.

5 Kringos et al. 2013. Europe’s strong primary care systems are linked to better population health but also higher 
health spending. Health Affairs:32(4),686-694 Available at: http://nvl002.nivel.nl/postprint/PPpp5128.pdf

6 BMA Cymru Wales ‘General Practice – a prescription for a healthy future’ 2014. Available at: 
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-
wales

7 CFWI GP in-depth review: Preliminary findings 2013. Available at: http://www.cfwi.org.uk/publications/gp-in-
depth-review-preliminary-findings/@@publication-detail
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impossible pressures of GP partnership need to be removed to make it an attractive option – for new and 
existing GPs alike. The partnership model needs to be maintained, supported by flexible career options for 
both men and women. We feel this is essential for being able to attract and retain new doctors to the 
profession, but note that few such flexible opportunities exist. 

In terms of the size of the existing workforce, Wales has 2,617 GPs. This represents 85 GPs per 100,000 
patients – the lowest ratio of GPs to patients in the UK.8 The number of GPs in Wales has risen in absolute 
terms by 11.2% over the last ten years, but this figure may be misleading because an increasing number of 
GPs are working less than full-time. When the number of GPs is expressed in terms of whole time 
equivalents, it has in fact has remained broadly static over this time period, whilst the overall number of 
health board staff has increased by 19.7% (with some staff groups up by 120%).9

A report by the Kings Fund10 highlighted that the looming shortage of GPs, and the oversupply of hospital 
specialists, will undermine the drive to safeguard the NHS in the future. The think-tank said the workforce 
needs to be rebalanced to drive down future costs and prepare for the future needs of the NHS. The 
projected imbalances between different specialties will have serious implications for patient care and come 
on top of reports showing wider staff shortages in key areas such as emergency care.

Between 2003 and 2013, the proportion of GPs aged over 55 in Wales increased by 42.1%. While the 
number of practitioners below 45-years-old also increased, the rate of increase was significantly slower at 
just 1.2% throughout the same period11,12. At the same time, the number of GPs under 50 planning to leave 
the profession has reached an all-time high.13 In 2014, 23.4% of all GPs were aged 55 and over – the figures 
are likely to be much higher in rural and more deprived areas.  

The retirement bulge will occur over the next few years; but in combination with both poor recruitment, 
and concerns over a ‘brain drain’ with doctors choosing to leave the profession in the UK, the result will be 
a significant shortfall of GPs. This is a scenario that the BMA has previously warned about as a ‘perfect 
storm’. 

Vitally, the GP workforce in Wales needs to increase to more sustainable levels. We estimate that, in 
addition to other measures, Wales needs at least 200 GP specialty trainee places each year, a rise from the 
current number of 136. Welsh Government will need to take action to attract trainees to these posts. Since 
it will take a minimum of three years to train these individuals, it will not significantly mitigate any supply 
shortfall that exists currently, or could emerge in the next few years. 

Other measures, alongside trainee expansion, are therefore required; these are discussed in the sections 
that follow. These other measures also recognise the fact that an increase in capacity alone may not 
provide a long term solution – i.e. more GPs working equally as hard while demand continues to rise. 

The Welsh Government is planning for more work to be done in primary care and for care planning to be 
managed through GP cluster networks. Primary care needs the workforce, infrastructure and resources to 
do the job. Despite strong evidence to support further investment, the share of total NHS expenditure 
allocated to Welsh GMS has fallen from 10.3% in 2007 to 7.9 %.14

8 GMC State of Medical Education and Practice in the UK 2014
9 BMA Cymru Wales ‘General Practice – a prescription for a healthy future’ 2014. Available at: 

http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-
wales

10 King's Fund report on NHS workforce development, 24 July 2013
11 http://www.walesonline.co.uk/news/wales-news/fresh-concerns-raised-gp-recruitment-6882121
12 https://statswales.wales.gov.uk/Catalogue/Health-and-Social-Care/General-Medical-Services
13 Centre for Health Economics, University of Manchester Seventh National GP Worklife Survey
14 Figures supplied to GPC Wales by Welsh Government
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The Shape of Training Review,15 and the implementation of its recommendations, are likely to have a 
considerable impact on the GP training curriculum – the review correctly identifies the huge challenges 
faced by the NHS in delivering a high-quality health service to a changing patient population in the decades 
ahead. These challenges are real and serious but the remedies suggested by Shape of Training do not offer 
the right solutions for patients and could risk all that currently works well in high quality medical education; 
for that reason the BMA has called for a pause in the review. 

As health and social care needs grow in both volume and complexity, and health budgets remain 
constrained, pressure on the current fragmented system will continue to build. The downward pressure 
on GP income and working conditions has reached a nadir where the very infrastructure of practices is 
under threat. When practices fail to recruit, they are often forced into reducing the services that they offer 
to their patients. This is in no one’s best interests.  

There needs to be a recognition that with improved resources, enhanced GP training, and a significant 
expansion of the workforce, general practice can help to address the pressures posed by changing 
demographics and rising co-morbidity. 

In the sections that follow, we provide commentary and offer recommendations on each of the three terms 
of reference areas of the inquiry, namely:

1. barriers to GP recruitment and retention;
2. whether the commissioning and delivery of medical training currently supports a sustainable GP 

workforce; and
3. the actions needed to ensure the sustainability of the GP workforce. 

Cutting across all of this is the need for a comprehensive workforce strategy for primary care in Wales; one 
which includes the whole practice team.   

RESPONSE (TO TERMS OF REFERENCE)

1 - BARRIERS TO GP RECRUITMENT AND RETENTION

As noted in the preceding section there are a multitude of factors that are combining to negatively affect 
both the retention of existing GPs in Wales and the attractiveness of entering a career in general practice. 
These factors include:

Workload  
Almost half of the GPs who responded to the recent General Practitioners’ Committee UK (GPC UK) 
survey revealed that increasing workloads and rising pressures were becoming unmanageable or 
unsustainable all of the time,16 with 89.4% of GPs indicating ‘very high/high levels’ of pressure at work.17 
This is the single biggest issue reported to us by general practitioners. 

Stress and burnout
Many GPs report that they feel an unsustainable level of pressure in their work, and many are choosing 
to leave the profession altogether 18 or to move abroad.19 The Lack of occupational health provision for 
primary care is a serious problem. 

15 http://www.shapeoftraining.co.uk/home.asp
16 BMA GPC online workforce survey, 26 March 2014
17 BMA UK 2013 Omnibus Survey
18 CFWI, July 2014. In-depth review of the general practitioner workforce; and HEE Securing the Future GP Workforce, 

Delivering the Mandate on GP Expansion - GP Taskforce Report 2014
19 GMC  p57 State of medical education and practice in the UK 2014
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Potential applicants to GP training are put off by well-documented reports of the stressful nature of 
working in general practice.  In the most recent National Survey of GPs the level of overall job satisfaction 
reported was lower than in all surveys undertaken since 2001.20 Of all BMA membership grades, GPs 
report the lowest average satisfaction with their work-life balance,21 and GPs, by far, use ‘Doctors for 
Doctors’ (the BMA’s 24/7 counselling and personal support service) the most.

GP training arrangements
Against the background of recruitment problems and an ageing workforce, it is imperative that adequate 
numbers of new GPs are trained – despite longstanding commitments to expand primary care, the overall 
number of training places in Wales has remained static. It is also imperative that they are trained 
appropriately to deal with the modern day pressures of general practice. Work also needs to be 
undertaken to dispel a number of negative perceptions about training and working in Wales – this 
includes myths around mandatory use of the Welsh language.

Partnerships and GP Principles
GP partnerships are increasingly being seen as unattractive, and therefore not sought after, due to the 
workload, bureaucracy and financial responsibility they involve – all for very little gain. In other 
circumstances, if such pressures are addressed, then many of the new generation of GPs have indicated 
that they would want to enter GP partnerships. 

The graph below details the age profile of BMA GP members in Wales and their salaried/partnership split:

BMA GP members in Wales who work part-time comprise a quarter of those who are salaried GPs, 
compared to just 7% of those who are partners. 

Lack of career flexibility
Flexible career schemes, for example posts that combine general practice partnership with an ability to 
undertake other roles within NHS Wales, are highly popular but very rarely supported. 

Retainer and return-to-practice schemes
There is a lack of sufficient investment in making GP retainer and returner schemes accessible. The 
returner programmes are relatively inflexible in duration and content, regardless of the individual 
situation. They are costly, and the exit criteria often act as a deterrent for some individuals. 

20 http://www.population-
health.manchester.ac.uk/healtheconomics/research/FinalReportofthe7thNationalGPWorklifeSurvey.pdf

21 BMA Quarterly tracker survey, September 2014
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Out-of-Hours (OOH)
There has been under investment in OOH services since 2004. This is irreconcilable with Welsh 
Government commitments to improve unscheduled care. Without adequate investment, it is impossible 
to attract and retain capacity – particularly at weekends and over public holiday periods. 

We note that there is no mention of OOH services in the Welsh Government’s proposed primary care 
plan, despite the fact they operate for more hours of the day than in-hours services. 

Barriers to recruitment and retention in specific areas
In more deprived areas poor local amenities, smaller practices and a higher workload generated by a 
disadvantaged population act as disincentives for GPs to work in such areas.22 Current core GP funding 
arrangements do not properly recognise deprivation.23

Rurality causes similar recruitment difficulties. Issues in rural areas – such as limited choice of local 
schools, lack of career options for spouse or wider family members, lack of local amenities – act as 
disincentives, especially for younger GPs. Rural practices are also threatened by issues over their financial 
stability related to inadequate resourcing, threats to funding for dispensing practices and the 
forthcoming phasing out of Minimum Practice Income Guarantee (MPIG) funding.24

Hospital Waiting Times
The shift of work from secondary care to general practice has not been accompanied by resources 
moving in the same direction. This adversely affects the ability of GPs to do the job, puts services under 
immense strain, and further damages the morale of GPs.

This is further exacerbated by frustration over long secondary care waiting times, difficulties accessing 
some diagnostics, inadequate administrative systems within hospitals adding to GP workload (e.g. 
delayed clinic letters, poor discharge letters, chasing appointments), acute intakes regularly closing and 
the cancellation of routine surgery meaning that the patient’s condition worsens in the interim and  more 
GP appointments are required – often consuming more health resources, particularly around prescribing. 

Successive adverse policies
Pension changes, a series of below-inflation pay increases, wide underinvestment (e.g. in premises) and 
the transfer of more work into primary care have added to the stresses on an already demoralised 
workforce, and pushed more and more GPs to consider leaving the profession. Government policies on 
extending GP access are unrealistic and irresponsible; there are not enough GPs to cover even core 
weekday hours let alone evenings and weekends.

Lack of incentives to work in Wales
There are no ‘made in Wales’ polices that act to attract GPs to Wales and which make Wales stand out as 
a positive place to work. We have put forward a number of suggested incentive options to Welsh 
Government to help address shortages across the medical profession – none of the ideas have, so far, 
been taken forward.

22 Sibbald, B. (2005) Putting General Practitioners where they are needed: an overview of strategies to correct 
maldistribution. National Primary Care Research and Development Centre, University of Manchester. Available at: 
http://www.medicine.manchester.ac.uk/primarycare/npcrdc-archive/archive/PublicationDetail.cfm/ID/139.htm

23 http://www.gponline.com/why-gp-funding-linked-deprivation/article/1328431
24 BMA General Practitioners Committee Wales. 2014. GPCW Chair's speech to the national LMC Conference. 

Available at: http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-
committee/gpc-wales/lmc-conference-speech
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For Welsh GPs, this is compounded by that fact that they earn less than English counterparts25 which 
impacts on a GP’s decision as to where to work – whilst this is not the only factor affecting recruitment, 
in light of the higher workload and the other factors noted, it does need to be acknowledged.

Separate medical performers lists 
The existence of separate performers lists for England and Wales has a number of detrimental impacts. 
For instance GPs on the English performers list may not be immediately able to take up vacancies that 
may exist within practices in Wales. In border areas, having separate lists can prevent GP colleagues in 
nearby practices, on either side, from simply being able to cover for each other in the way that might 
often happen between practices on the same side of the border. In the same way, the separate lists also 
limit the availability of locums for border practices.

Lack of data 
Assessment of the true performance of NHS Wales, and its workforce numbers or requirements, is 
difficult due to the inadequate availability and reliability of data. 

2 - WHETHER THE COMMISSIONING AND DELIVERY OF MEDICAL TRAINING CURRENTLY SUPPORTS A 
SUSTAINABLE GP WORKFORCE

Improve the attractiveness of training in general practice 
In 2014, across the UK only 5559 GP trainee applications were received during the first round of the 
selection process – the lowest number of applications since 2009.26 General practice has become the 
least popular specialty, second only to psychiatry. 

Unfilled training places are a problem across the UK – in Wales this is exacerbated by the fact that we 
have the lowest number of Foundation Level 2 (FY2) posts in general practice (24%27 compared to a UK 
average of 55%). The Department of Health has committed to a 30% increase in training places in 
England.28

Whilst working to improve the image of general practice in medical schools, GP placements need to 
attract more doctors into general practice. 670 applicants who applied to general practice last year 
eventually chose other specialties.29 Improving the attractiveness of training in general practice could 
include financial incentives, for example, and the provision of high quality accommodation for trainees 
and their families alongside adequate relocation expenses – this is especially needed in areas that are 
currently less popular. 

The profession, the Welsh Deanery, medical schools and the Welsh Government need to work together 
to inspire and incentivise these applicants to choose a career in general practice. This will require new 
investment.

Increase exposure to general practice through foundation year placements
Consideration should be given to making foundation year GP placements mandatory for all doctors in 
training.

Increase the number of GP specialty trainee places
There needs to be a substantial increase in the commissioning of GP training numbers in Wales, phased 
in over several years. Based on an extrapolation of the data for England, which is not available in Wales, 
we estimate that Wales needs at least 200 GP speciality trainees each year, there are currently 136 

25 HSCIC GP Earnings and Expenses, 2012/13, p6
26 General Practice National Recruitment Office & HEE MWAG Specialty Recruitment Update, Feb 2014
27 note current 1 year increase to 34% in Wales
28 DoH HEE Mandate 2013
29 General Practice Recruitment Data, HEE, 2014
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places. The numbers need to be reviewed regularly and against sound evidence/data (currently lacking). 
If demand on GPs increases at a faster pace than projected, additional measures should be considered. 
As we have noted, an increase in numbers alone will not solve the recruitment problem.

Ensure lead employer for GP trainees is implemented
This would ensure stability and, for example, would enable access to such things as childcare vouchers 
and mortgages – as the individual would not be moving employer every six months. It would also enable 
consistent human resources advice to be given.

Support training practices
Consideration should be given to an enhanced trainers’ grant to recognise the impact that training has on 
the delivery of routine practice work. It is widely acknowledged that the workload involved, particularly 
the e-portfolio, is cumbersome and is becoming more onerous.  The foundation placement fee and GP 
trainer’s grant no longer reflect the current workload associated with training foundation and general 
practice trainees. An uplift proportionate to the workload is essential. The premises strategy also needs 
to ensure adequate space for GP training.

Extend GP Training
The RCGP makes a compelling case for extending GP training to four years30 to prepare young doctors for 
the rigours of modern general practice. We recognise that this proposal would create a ‘fallow’ year 
where fewer GPs would exit training, temporarily compounding the already bleak environment of 
recruitment. 

However, the GP specialty training programme needs to be planned to suit the challenges facing a 21st 
century GP, who is only part clinician, but also manager, commissioner, employer, negotiator, educator 
and book keeper. Many young GPs cite a lack of readiness as a reason they wish to defer joining 
partnerships following the completion of their training. 

3 - THE ACTIONS NEEDED TO ENSURE THE SUSTAINABILITY OF THE GP WORKFORCE.

Increasing the GP workforce and training numbers should be a priority. However, as noted in the 
overview section above, we recognise that an increase in workforce numbers in isolation may not deliver 
better services to patients in the long-run. 

In addition to supporting partnership working, we must also embrace new measures and ways of working 
to ensure the delivery of high quality, personalised and integrated care and to attract and retain GPs. 

For instance we believe that a salaried service is valuable for supporting flexible careers and may help to 
retain doctors at the beginning and end of their careers, and thus plays an important role supporting the 
mainstream partnership model. 

There are a number of measures that can be taken to support the partnership model and to help ensure 
the sustainability of general practice in Wales. It is important to realise that unless the attractiveness of 
general practice in Wales improves, and the working conditions for permanent staff are addressed, then 
the situation is only likely to worsen.

All of these have previously been put to Welsh Government, they include:

 Look at new models of care and practice viability, for example:

i. Support flexible career and training schemes: 

30 RCGP, 2012 ‘Preparing the Future GP: the case for enhanced GP training’
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Wales needs to create environments where the new generations of both male and female GPs seeking 
different ways of working can flourish. Sessions spent in portfolio roles, for example, offers both variety 
and ways of preventing burnout. 

More opportunities for flexibility are needed that combine general practice partnership with an ability to 
undertake other roles in NHS Wales. For example, where a GP works a certain amount of time in practice 
and then the rest of their contract time in a mix of out-of-hours work, or work on health board priorities 
(e.g. audit, network pathways, using or acquiring specialist skills). 

The increase in the proportion of the medical school intake who are women has led to a more equal 
gender balance in GP training and has changed the composition of the profession – we celebrate the fact 
that there are more female doctors now than ever before; 48% of doctors on the GP Register in Wales 
are now female.31 However, a dedicated piece of work needs to be commissioned to explore the 
multifactorial complexities behind why 40% of female GPs in the UK have left the profession by the age of 
40. 

Doctors in less than full-time training are expected to take at least five years to train, compared to three 
or four years for the majority of GPs in full-time training. This should be considered in workforce planning 
since it will reduce the rate of production of trained GPs. 

ii. A salaried service

A salaried GP service is the most commonly promoted alternative to the independent contractor model 
and it remains attractive to some GPs. According to the King’s Fund,32 salaried GPs give flexibility, as they 
often have short-term contracts and do not have the financial commitment of GP partners. 

Whilst having an important place in primary care provision, there is little reliable evidence to support the 
case for wholesale change. Evidence from health boards suggests that a salaried service is more 
expensive and requires a lot of management involvement. 

iii. Encourage federations of practices where appropriate:

This could involve practices making informal arrangements to share staff or work collaboratively on the 
provision of services to patients, either in individual premises or in jointly-shared premises. It could, of 
course, also include practices formally merging or joining together. 

The GPC UK paper ‘Developing General Practice – providing health care solutions for the future’ expands 
on the value and importance of the primary care health team working in collaboration with other health 
care providers, and the value of collaborative alliances and federations tailored to local population 
needs.33 

iv. Develop opportunities for collaboration and innovation in primary care:

The expansion of the primary care team with pharmacists, health visitors, district nurses etc. can address 
some of the workload issues. There is currently a shortage of practice and district nurses, which has a 
knock on effect on GP workload. The King’s Fund report on the future of general practice goes further by 

31 GMC State of Medical Education and Practice in the UK, 2014
32 The King’s Fund, 2011. Improving the quality of care in general practice: report of an independent enquiry 

commissioned by the King’s Fund. Available at: http://www.kingsfund.org.uk/publications/improving-quality-care-
general-practice

33 GPC UK Vision Document. Available at: http://bma.org.uk/working-for-change/negotiating-for-the-
profession/bma-general-practitioners-committee/gpc-vision/improving-urgent-and-ooh-care
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suggesting GPs, dentists and optometrists collaborate to create a much larger primary care team.34 
However, this is likely to be an option in the medium to long term rather than an immediate one.

GPs are part of a wider primary care workforce – we must ensure that each element is complimentary 
and presents an effective use of skill mix and, in line with the principles of prudent healthcare, 35 does not 
duplicate or complicate other parts of care pathways or delivery. 

The GP Cluster Network also, if properly supported and operational, holds some potential to assist in the 
area of collaboration, the sharing of innovation and best practice.

v. Introduce an expanding practice allowance:

Currently practices have to see a significant rise in population numbers in order to have enough funding 
to take on additional partners. An expanding practice allowance would enable the development of staff 
and succession planning. It could for instance be paid for 24 months, after which the rising list would self-
fund the practice expansion. 

 Measures to retain existing GPs: 

i. Develop and invest in returner schemes: 

Improving return-to-practice schemes should be a key area of consideration with regards to ways in 
which retention rates in Wales could be improved. It costs around £500K to train a GP36 and around £30K 
to enable them to return. In addition, returners tend to be committed to the area in which they retrain. 
No matter how many individuals apply to the returner scheme, there should be sufficient funding 
available to enable them to return, and they should be supported to do so – in a flexible way if required. 

We believe that for individuals who have been working in a country with a similar NHS system and doing 
general practice work, the ‘returner scheme’ should be of much shorter duration. We support the recent 
paper developed by the Welsh Government, the Royal College of General Practitioners (RCGP) Wales, the 
Wales Deanery and GPC Wales which proposes amendments to the current scheme and is currently with 
the Health Minister for consideration.

ii. Develop and invest in retainer schemes

Incentives and flexible working opportunities should be offered to retain older GPs, including perhaps to 
those approaching retirement age. 

This would be designed to avoid performers in exceptional circumstances becoming returners and having 
to go through the associated formal processes. For example, there is a need to retain and develop GPs 
who are unable to work full-time for specified and short term reasons.

The Welsh Government must change its funding priorities and provide fully-funded retainer schemes. 
Work needs to be undertaken to discover why doctors choose to take early retirement or to leave the 
profession, and at the same time to ascertain if these doctors have any interest in alternative ways of 
remaining in practice – for example becoming mentors, or moving to part time working or flexible 
contracts/portfolio roles. 

iii. Provide a full occupational health service

34 Securing the future of general practice: new models of primary care, The King’s Fund, July 2013
35 http://wales.gov.uk/topics/health/nhswales/prudent-healthcare/?lang=en
36 http://hee.nhs.uk/2013/05/28/new-education-and-training-measures-to-improve-patient-care/
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GPs in Wales have access to Health 4 Health Professionals, but there is no complete occupational health 
and well-being service. It is widely acknowledged that burnout, stress, low morale and risks of mental 
health illness are becoming increasingly prevalent.37 

BMA Cymru Wales has previously called for a comprehensive all-Wales occupational health service to be 
developed for all NHS employees. Given the significant cost of training a GP it makes complete economic 
sense to preserve and protect that investment – a comprehensive service is long overdue. It has been 
over five years since the recommendations of Sir Mansel Aylward's One Wales report into Occupational 
Health were accepted by the Welsh Government, and yet we are still only in the 'pilot' stages of projects.

 Additional enhancements 
Incentives, such as ‘golden handcuffs’, can be very effective in recruiting GPs to certain areas. For 
example, in exchange for working in an area for a set amount of time, contributions could be made 
towards student loan repayments, or to training and examination fees. Incentives should especially be 
considered for rural and more deprived areas. Such schemes also would help efforts towards widening 
access to medical education.

Wider incentive schemes also need to be considered to increase the number of applicants to GP training 
places. For example medical schools could be incentivised to increase the proportion of their graduates 
selecting General Practice (and other shortage specialties) as first choice careers.

 
 Review of Out-of-Hours (OOH) services
Out of Hours (OOH) services have been underfunded since health boards took over in 2004; this has a 
serious knock on effect on the whole of unscheduled care. There is an urgent need to review the way in 
which OOH services are provided – while considering the introduction of the 111 service and ensuring its 
appropriate use – as in many areas there simply are not enough GPs to fill rosters. 

GPs should be more involved in the planning and development of OOH services through strengthened GP 
clusters working arrangements. Competitive remuneration rates should be set to create attractive OOH 
GP salaried careers and to encourage the participation of local GPs.

Dedicated funding for continuous professional development (CPD) within OOH work should also be 
considered.

 Capitalise on local commissioning expertise
GPs needs greater involvement (and a stronger voice) in local NHS management and commissioning, but 
they have limited capacity to engage in this currently given other pressures on workload. 

We are very supportive of GP Cluster Networks, but in many areas they are no more than irregular 
meetings organised by the health board to administer the Quality and Outcomes Framework (QOF). They 
will only work if they are given adequate resources and real decision-making power.

 Leadership
The management of primary care requires a very different skill set from running hospitals. The specialist 
nature of this work may not be well suited to delivery by seven small primary care teams based in each 
health board. We believe that primary care management expertise should be consolidated into a Primary 
Care Authority for Wales. 

Wales would also benefit from the reinstatement of a Primary Care Directorate within Welsh 
Government. Given the emphasis on primary care in Welsh health policy, the lack of a dedicated director 
level post in Welsh Government is, in our view, a major oversight.

37 http://www.pulsetoday.co.uk/your-practice/battling-burnout/one-in-eight-gps-have-sought-help-for-stress-in-
past-year/20003871.article
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 GP Premises
There is no obvious funding stream for premises development; responsibility was handed to health 
boards in 2013 without a budget. A review of the condition of premises is required in order to identify a 
more affordable way of implementing the 2004 programme of development; it would need to take into 
account sufficient teaching and learning space. The requirement to sign leases with onerous terms and 
conditions is also a barrier to young GPs taking on partnerships.

This situation in Wales contrasts greatly with that in England, where £1.25 billion has been identified for 
investment in premises (£250 million a year for each of five years), meaning that Wales is now 
significantly lagging behind.

 Data availability
There is a worrying lack of data available on service performance and on workforce numbers and 
workload – starkly portrayed by the fact that neither Welsh Government, nor Health Boards in Wales, 
hold data on vacancies. 

Chapter seven of the General Practitioners’ Committee Wales (GPCW) strategy38 deals with data 
availability and continuous service improvement. It makes a series of recommendations as to how the 
paucity of data and evidence gathering can be turned around.

 Add General Practice to the Migration Advisory Committee (MAC) Shortage Occupation List
The BMA has submitted evidence to the Migration Advisory Committee (MAC) in support of GPs being 
included on the shortage occupation list.

The MAC gives considerations to occupations within the UK suffering from workforce shortages on an 
annual basis. For shortage occupations on the list, individuals from outside of the European Economic 
Area (EEA) are then able to obtain a short term visa, i.e. two years, to enable them to apply for those 
vacancies in the UK.

The advantages of inviting non-EEA doctors to fill vacancies are twofold. First, it should alleviate some of 
the pressure on the overstretched workforce and, secondly, that will enable sufficient numbers of UK/EU 
GPs to train and qualify in the intervening period.

It is of note that there is a separate shortage occupation list for Scotland; while shortages in Wales and 
England are contained within the same list (which has the potential to skew specific shortage variations 
between the two). 

 Retired GPs
We need to look at avenues to enable retired GPs to return in the event of a major outbreak/emergency 
situation without having to go through the hurdles of the medical performers’ list, GP returner scheme, 
revalidation etc.

 Patient Expectations
Patient’s expectations have changed over the last decade, as have the lifestyle factors affecting 
population health. As individuals we all need to take better responsibility for our health and well-being, 
and use health services appropriately. 

Patients need to be able to access advice as to whether they need to see a health care professional or 
not; and where the most appropriate place to do so is. There are many advertising campaigns warning 
patients not to miss symptoms of illness and diseases. These campaigns have been introduced without 
taking into consideration the need to educate patients on the use of online and other resources to 

38 BMA Cymru Wales ‘General Practice – a prescription for a healthy future’ 2014. Available at: 
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-
wales

Pack Page 233

http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-wales
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-wales


Page 30 of 30

signpost them to relevant services, in line the Welsh Government-backed principles of prudent 
healthcare.39 Although many patients are beginning to do this, it is poorly advertised at present. 

Education (for example on first aid, CPR, and the role of healthy and active lifestyles in warning off a 
number of illnesses and diseases) should be a compulsory part of the curriculum. The lack of 
implementation in an effective self-help agenda encourages the inappropriate use of healthcare 
resources. 

CONCLUSION/SUMMARY

We hope the recommendations in this paper, and those contained in our strategy document, will inform 
the committee’s work in this area.  

The BMA is currently undertaking a national survey of GP members, covering many of the areas touched 
upon in this paper – models of working, premises, opening hours, workload, morale, consultation times 
with patients, and career motivators. We would be happy to share the results for Wales when the survey 
has concluded.

In representing GPs in Wales, we are wholly committed to working with the Welsh Government, the 
Wales Deanery, RCGP and others to bring forward lasting change for primary care in Wales. 

It is clear that the solution is not a simple turning on of a switch, but a complex, multifactorial change in 
culture and strategy within the NHS and government, to recognise the clear problem facing us all and to 
implement action with both immediate and longer-term effects. 

A recent BMA survey found that a staggering six in ten GPs in the UK were ‘actively considering’ leaving 
the profession.40 We are at a watershed moment, and the time to act really is now. 

Thank you for the opportunity to respond to this inquiry. 

39 http://wales.gov.uk/topics/health/nhswales/prudent-healthcare/?lang=en
40 BMA quarterly tracker survey, Quarter 4, 2014
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Inquiry into the sustainability of the health and social care workforce 

Response by Dr Esther Youd on behalf of the Royal College of Pathologists 

1. Do we have an accurate picture of the current health and care workforce? Are there any data 
gaps? 

1.1 No. One of the roles of the Royal College of Pathologists Wales Regional Council is to monitor 
workforce issues. This is an ongoing work stream for the Council. As a small nation it is easier to 
compile this information, however there are significant difficulties in comparing across Wales and 
there is no uniform method of gathering data, no set criteria on which to draw comparisons on 
staffing numbers and skill mix for a given region/Health Board/population.  
1.2 At Health Board or national levels there is no data gathering or monitoring, and no succession 
planning.  
1.3 The Royal College of Pathologists produces guidance on staffing levels but in many cases 
these are not given appropriate weight when planning and delivering a service.  
1.4 In many pathology specialties (histopathology, microbiology, haematology) this paucity of data 
and of forward planning is resulting in severe recruitment difficulties at consultant and clinical 
scientist level.  
1.5 In many Health Boards locum staff (both at scientist and consultant level) are utilised. It is more 
difficult to capture data on the use of locums and this may give an inaccurate picture of the 
workforce employed and of the recruitment gaps. 

2. Is there a clear understanding of the Welsh Government’s vision for health and care services 
and the workforce needed to deliver this? 

2.1 On the ground there is little understanding of the Welsh Government’s vision.  
2.2 Laboratory medicine and the pathology specialties are vital in delivering the vast majority of 
patient care, however, this delivery is often taken for granted. Workforce issues in direct patient 
facing areas tend to be the focus (eg. nurse recruitment, A&E doctors, ITU doctors, surgeons, 
GPs), but without pathology these healthcare professionals cannot provide patient care. 
2.3 Concepts such as Prudent Healthcare can be delivered by an appropriately skilled and 
resourced workforce in pathology, saving money and time elsewhere. 

3. How well-equipped is the workforce to meet future health and care needs? 
3.1 Within pathology specialties there is a mixed picture. Advances in technology put pathology 
specialties at the forefront of changing patient care. For example genetic testing, identification of 
bacteria.  
3.2 However, adoption of technology is often slow and changes in workforce are often difficult.  
3.3 Demonstrating the impact of pathology investment in the savings made elsewhere in the 
healthcare provision is extremely complex, and therefore the required changes in workforce are 
difficult.  
3.4 Specific challenges exist in histopathology, particularly around cancer care, as the incidence of 
cancer increases, and there is likely to be an increased requirement for consultant 
histopathologists. Yet recruitment of consultants is challenging across all of Wales and significant 
gaps exist in every Health Board. 

4. What are the factors that influence recruitment and retention of staff across Wales? 
• opportunities for young people to find out about/experience the range of NHS and social care 

careers 
• education and training 
• pay and terms of employment/contract 
• are there particular issues in some geographic areas, rural or urban areas, or areas of 

deprivation? 
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4.1 Pathologists and scientists across Wales offer informal opportunities for young people to gain 
work experience, promoting scientific and medical careers in pathology specialties.  
4.2 There tends to be a focus on the obvious healthcare careers, nursing, physiotherapy, medicine 
(surgeons, GPs) rather than the smaller specialties. 
4.3 The Royal College of Pathologists has an active programme of public engagement activity to 
promote careers. 
4.4 There are significant problems with recruitment of consultants in pathology specialties including 
histopathology, haematology and microbiology. 
4.5 Training programmes in Wales have a good reputation and produce excellent consultants. 
4.6 In some areas there has developed a disconnect between the changes in medical training and 
the design of consultant posts, for example in microbiology changes in the curriculum have 
resulted in a change in the way that trainees work and the type of job they are interested in. 
4.7 There are significant geographical difficulties with recruitment, especially in West Wales and 
North Wales. These challenges in recruitment threaten the viability of services and patient care. 
4.8 Expansion of training schemes, to include an increase in numbers of training posts and their 
distribution across Health Boards, would be of benefit. As an example, in 2016 there were at least 
6 excellent applicants for histopathology posts from Wales, but only one post available.  
4.8 The Royal College of Pathologists has identified the training, recruitment and retention of the 

right workforce as a priority for Wales and looks forward to working with Welsh Government 
on this.
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Consultation response – 
Inquiry into the sustainability of the health and social 
care workforce

Care Forum Wales welcomes the opportunity to respond to this inquiry. We are a membership 
organisation for Health and Social Care Providers in Wales representing over 450 independent 
providers. Our response focuses on the workforce employed by our members, who include both 
private and third sector providers.

 Do we have an accurate picture of the current health and care workforce? Are there any data 
gaps?
Data collected on an unregistered workforce is by its nature patchy but valuable work has been 
undertaken. This will by its nature become more comprehensive as we move into registering further 
parts of the workforce, i.e. domiciliary care workers and social care workers in care homes. In terms of 
information collected outside that process from providers we must concentrate on what we want the 
data for and the additional burden that would be placed on providers by gathering it. 

 Is there a clear understanding of the Welsh Government’s vision for health and care services 
and the workforce needed to deliver this?
We do not believe there is a sufficient understanding of the workforce needed to deliver Welsh 
Government’s vision for health and social care. Not sufficient. We would highlight: 

 the lack of clear career pathways in social care, which contribute to the insufficiency of 
qualified managers to fill every position currently available in Wales;

 qualifications not always being fit for purpose to meet the needs of employers in the sector;
 a recognition of the terms and conditions needed to attract an increasingly professionalised 

workforce to the sector;
 particular difficulties in recruiting nurses to work in nursing homes and ensuring that the 

needs of nursing homes are included in planning figures for nurse education. We would also 
likely to see greater use of nursing homes to provider pre-placement training;

 There needs to be a clear commitment at a regional level to partnership working to make the 
vision work.

How well-equipped is the workforce to meet future health and care needs?
Care Forum Wales supports the need to train and further professionalise the social care workforce. 
However, we need to recognise that many existing staff have poor experiences of academic education 
and in order for training to work for them it needs to be highly practical and building in literacy and 
numeracy skills through practice rather than formal education. Training needs to be easily accessible to 
workers in the independent sector with improved processes for local authorities and the NHS making their 
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training available. Commissioners also need to recognise that time used for training is time when other 
staff members will have to cover caregiving and this needs to be built into costing models. 

What are the factors that influence recruitment and retention of staff across Wales? This might 
include for example:

o the opportunities for young people to find out about/experience the range of NHS and social 
care careers;

o education and training (commissioning and/or delivery);
o pay and terms of employment/contract;

Regulations which have prevented those under 18 from working in a care home have presented a 
barrier. A number of current managers and senior works began their relationship with the care sector 
by taking on non-caring roles in care homes before they were 18. There is no substitute for this 
hands-on experience of the sector and we are pleased that this prohibition is being relaxed. That said 
we need to recognise that the majority of entrants to the sector are more mature often bringing 
voluntary caring experience to the role. The decision by the last Welsh Government to end funding for 
NVQs at levels 2 and 3 is causing significant problems to the sector. Experience indicates that older 
entrants are more likely to stay in the sector and their maturity and experience is appreciated by 
clients. 

In terms of pay and terms and conditions we need to be realistic and recognise the increasing 
complexity of the work required by those in the sector. Ultimately providers can only pay rates that 
balance their books given what they are commissioned on.  We know that commissioning at levels 
where care workers are able to deliver relationship based outcomes will create more job satisfaction 
(e.g. Raglan project in Monmouthshire has seen vastly improved staff morale).  We were pleased to 
see Welsh Labour note the sector as one of national strategic importance in its manifesto and we 
believe more needs to be done to publicly recognise the value of the sector to encourage more 
applications and stop care workers feeling their role is not recognised.

Whether there are there particular issues in some geographic areas, rural or urban areas, or areas 
of deprivation for example. 
Recruitment is a challenge everywhere – in more urban areas there are other competing offers for social 
care workers e.g. you can earn more stacking shelves in a supermarket. In more rural areas transport, 
ability to drive and access to a car are issues.

Pack Page 240



© Carers Trust

WF 32
Ymchwiliad i gynaliadwyedd y gweithlu iechyd a gofal cymdeithasol
Inquiry into the sustainability of the health and social care workforce
Ymateb gan: Ymddiriedolaeth Gofalwyr Cymru
Response from: Carers Trust Wales

Pack Page 241



© Carers Trust 2

Health, Social Care and Sport Committee

Inquiry into the sustainability of the health and social 
care workforce

Your name: Kieron Rees

Organisation (if applicable): Carers Trust Wales

email / telephone number: XXXXXXXXXXXX / XXXXXXXXX

Your address: Carers Trust Wales, 3rd Floor, 33 Cathedral Road, Cardiff, CF11 9HB
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About Carers Trust Wales
Carers Trust Wales is part of Carers Trust, a major charity for, with and about carers. 
We work to improve support, services and recognition for the 370,000 people in 
Wales living with the challenges of caring, unpaid, for a family member or friend who 
is ill, frail, disabled or has mental health or addiction problems.

Our Mission is to identify, support and involve Wales’ unpaid carers through the 
provision of action, help and advice. 

Together with our locally-based network partners, we provide access to desperately-
needed breaks, information and advice, education, training and employment 
opportunities – working with 20,000 carers a year in Wales. Our network partners 
benefit from the provision of grants, advice documents and reports to improve carers’ 
services. We give carers and young carers opportunities to speak to someone and 
make their voices heard, offline via our carers’ services and young carers’ schemes, 
and via our online communities.

Our Strategic aims are

1. Championing carers – ensuring their voices heard and carers have a high 
profile across Wales including in the media, government

2. Delivering services for carers in Wales – researching and promoting solutions 
for carers across Wales

3. Building partnerships and delivering change – working meaningfully across 
sectors to reach more carers in all spheres of life

4. A strong Carers Trust Wales network – working closely with our network 
partners to increase sustainability and impact across Wales 

Our Vision is a Caring Wales – where unpaid carers are recognised and able to get 
the support they need
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Introduction
1. Carers Trust Wales works with our Network of 15 local services across Wales 

to support carers. Many of our Network Partners deliver regulated care 
including replacement care, short breaks and day services. All of our Network 
Partners are independently constituted charities whose purpose is to support 
carers. 

2. A carer is anyone who cares, unpaid, for a friend or family member who 
would not cope without their support. 

3. Wales is a caring country, according to the 2011 census we have the highest 
proportion of carers in the UK. The 2011 census also found that carers in 
Wales care for longer on average than carers anywhere else in the UK1.

4. Officially, 12% of the population of Wales provide unpaid care to a friend or 
family member who would not cope without their support. In reality, this figure 
is likely to be much higher. The care provided by unpaid carers in Wales is the 
equivalent of £8.1billion worth of care every year2. 

5. Replacement care and short breaks play a vital role in protecting the well-
being of both carers and those they care for. Similarly, there is a large 
evidence base that supports the economic case for investing in support for 
carers – doing so reduces demand upon both health and social service3. For 
example:

1 
http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthca
resystem/articles/2011censusanalysisunpaidcareinenglandandwales2011andcompar
isonwith2001/2013-02-15 

2 http://www.sociology.leeds.ac.uk/assets/files/research/cuk-valuing-carers-2015-
web.pdf 

3 Much of the evidence is collated in our publication ‘Investing in Carers, Investing to 
Save’ (2016), 
https://carers.org/sites/files/carerstrust/media/commissioning_wales_finallo.pdf 
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i. One study found that when a person is readmitted to hospital, 
problems associated with the carer were the reason in 62% of 
cases4. 

ii. One report found that commissioning for carers could equate to 
a saving of £4 for every £1 spent5

iii. 35% of carers without good support experienced ill health 
compared to 15% of those with good support

iv. Fewer carers experience mental health problems if they have 
taken a break since beginning their caring role6 

6. Over the past few years we have seen increasing pressure placed on our 
Network Partners from funders. This has led to significant difficulties in 
recruiting and retaining staff across Wales, as well as a wider issue about 
sustainability of these third sector, quality-focused services. 

7. For example, the rates paid by commissioners are too low to pay staff a 
reasonable hourly rate, and in some cases too low to cover even the minimum 
costs associated with providing replacement care. Based on a sample 
collected from local authorities by the UKHCA in September 2014, the 
average rate paid by councils in Wales for care was £14.05 an hour7. The 
UKHCA calculates that to adequately cover National Living Wage, backend 
costs, travel time etc. a minimum of £16.70 is required8. 

8. Many of the factors that impact upon recruitment and retention amongst our 
Network Partners are a direct result of the lack of investment in social care by 
some local authorities. Furthermore, with the introduction of duties including 
automatic enrolment of pensions and the National Living Wage, the financial 
pressure on these services continues to increase while funding continues to 
decline.

4 Williams, E, Fitton, F (1991) ‘Survey of Carers of Elderly Patients Discharged from 
Hospital’, British Journal of General Practice, 41, 105–108.

5 Conochie, G (2011), Supporting Carers: The Case for Change (The Princess Royal 
Trust for Carers and Crossroads Care).

6 Singleton, N, Maung, NA, Cowie, A, Sparks, J, Bumpstead, R, Meltzer, H (2002) 
Mental Health of Carers (Office of National Statistics, The Stationery Office).

7 http://www.ukhca.co.uk/rates/

8 http://www.ukhca.co.uk/pdfs/AMPFHC_150719.pdf
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9. Another factor in the recruitment and retention of staff is the working 
environment. In many cases, rotas and travel times are so tight that staff find 
that they are under pressure to get from one call to the next – it can be highly 
demanding and stressful.  Many staff reported in exit interviews that they feel 
the quality of the care they are able to provide has been impinged on because 
of the time stress they are under, others that they are providing the services 
the public need despite the system they work under.  

10.These issues arise from the continuing pressure to do ‘more with less’. This 
has been the case for a number of years

11.Carers Trust Wales believes that the following are fundamental to tackling the 
issues faced in recruitment and retention of the social care workforce:

a. Ensuring that commissioning is considered and adequate, and that it 
funds services in a sustainable way that fosters a good working 
environment

b. Local health boards disproportionately benefit from the work of Wales’ 
unpaid carers, and so should have a vested interest in ensuring unpaid 
carers receive the support they need. As such, local health boards 
should be involved in commissioning and funding social care in Wales.

c. New models of funding replacement care and breaks for carers should 
be explored, for example looking at Scotland’s Short Breaks Fund. 

12. In the past year, Carers Trust Wales has been calling for the introduction of a 
national Carer Well-being Fund. The purpose of the fund would be to increase 
the availability of breaks to carers across Wales, easing pressure on health 
and social services and supporting the delivery of adequately funded social 
care in Wales. 

13.Such a fund would take into account the lessons of Scotland’s Short Breaks 
Fund which has delivered over £11 million worth of breaks to carers in 
Scotland since 20109. 

14.A modest annual investment of £1.4 million in Wales would deliver around 
53,000 hours of care at home at the new National Living Wage or provide 
31,000 days of care at day centres across Wales. Alternatively, the same fund 
would secure 2,040 weeks of respite. These calculations include the cost of 

9 http://www.sharedcarescotland.org.uk/publications/short-breaks-fund-round-2-
evaluation-report/ 
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administrating the fund and are based on UKHCA calculations on the true 
cost of delivering care10. 

15.Carers Trust Wales strongly believes that without action to remedy the current 
counter-productive funding and commissioning environment for replacement 
care and breaks for carers, not only will the issues described in this response 
worsen, but we risk seeing the loss of high-quality, not-for-profit services that 
have the needs of unpaid carers at the heart of everything they do. 

Contact

Kieron Rees

Policy and Public Affairs Manager, Carers Trust Wales

XXXXXXXXXXXXX

XXXXXXXXX

10 Full proposal is available upon request 
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National Assembly for Wales Health, Social Care and Sport Committee Consultation on an 
inquiry into the Sustainability of the Health and Social Care Workforce 

1. Executive Summary

1.1 The Royal College of Speech and Language Therapists (RCSLT) Wales welcomes the 
opportunity to comment on the sustainability of the health and social care 
workforce.  We are pleased to see that this issue of concern is being prioritized by 
the committee.  Our response below provides brief background on the speech and 
language therapy (SLT) workforce in Wales and responds to the five key questions 
posed within the consultation document.

1.2 Our key points include;
 The pressing need to consider the impact of increased integration within 

health and social care on data collected to ensure effective strategic 
planning.

 The importance of fully utilizing the skills of the Allied Health professions, in 
particular SLTs.

 Concerns around band 8 posts and roles that support low incidence/high 
specialty roles.

 Issues with regard to recruitment in Pembrokeshire, Ceredigion, North West 
Wales and Powys.

1.3 We also wish to highlight that we are co-signatories of the ‘One Workforce’ 
document developed by the Policy Forum.

2. About the Royal College of Speech and Language Therapists

2.1 The Royal College of Speech and Language Therapists (RCSLT) is the professional 
body for speech and language therapists (SLTs), SLT students and support workers 
working in the UK.  The RCSLT has 15,000 members in the UK (450 in Wales) 
representing approximately 95% of SLTs working in the UK (who are registered with 
the Health & Care Professions Council).  We promote excellence in practice and 
influence health, education, care and justice policies.

3. About the Speech and Language Therapy Workforce in Wales
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3.1 SLTs provide life-improving treatment, support and care for people who have 
difficulties with speech, language or communication or eating, drinking or 
swallowing problems. SLTs are central to the provision of safe, value for money 
healthcare and supporting the delivery of NHS priorities. From helping babies with 
cleft lip and palate, to supporting people recovering from a stroke or older people 
living with dementia, speech and language therapy transforms lives. 

3.2 Recent analysis of the SLT workforce in Wales employed by Local Health Boards 
(LHBs) across paediatric and adult services indicates 462 full time equivalent SLTs 
and Assistants.  Ratio of the population to SLT and SLTA differ significantly between 
LHBs.  From 1 member of the SLT support team to 8899 persons in Aneurin Bevan 
University Health Board to 1 member of the SLT support team to 5485 persons in 
Hywel Dda.  SLTs are predominantly a female workforce.  Part-time working is 
widespread and maternity leave cover is an ongoing consideration.  The average age 
of the workforce in Wales is 39.

4. Do we have an accurate picture of the current health and social care workforce? 
Are there any data gaps?

4.1 Whilst NHS Workforce Education and Development Services are able to provide 
useful data on numbers of qualified staff, average age and staff retention figures, we 
have concerns with regards a number of data gaps which affect the ability of the SLT 
workforce to plan strategically at a national level.  This is particularly an issue in 
areas of Speech and language therapy where we are working to a social care model.  
A significant amount of service provision within this area is delivered to ‘care’ staff 
(Social Services and third sector) e.g. training and support and there is an 
expectation that intervention is delegated.  Due to the current separation of data 
between health and social services, we currently lack information at a national level 
on our input into social care which hinders the ability of staff to realistically plan and 
respond to need. Greater integration of health and social care will require a 
fundamental review of data collected.

5. Is there a clear understanding of the Welsh Government’s vision for health and 
care services and the workforce needed to deliver this?

5.1 RCSLT Wales believes that following the enactment of key legislation to support 
integration between health and social care such as the Social Services and Wellbeing 
Act and the Wellbeing of Future Generation Act, there is a pressing need to create a 
new vision for health and care services in Wales and the changing workforce 
required to deliver this.  Such a vision must be co-designed by both those using the 
health and care system and those working within it and must address challenges 
such as sustainable funding, integration and the need to focus on wellbeing and 
prevention.

6. How well equipped is the workforce to meet future health and care needs?
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6.1 RCSLT Wales believes that in order to respond to the dual challenge of  budget 
pressures and a rising population with complex needs, it is vital that the skills of 
allied health professionals, and in particular SLTs are used more fully.  As highlighted 
by the Nuffield Trust, there is a need to reshape the health workforce to deliver the 
care that patients need and alleviate pressures on the health system1.  SLT as a 
profession has developed considerably over recent years to adopt a more 
consultative, collaborative approach.  The profession has a vital role to play in the 
delivery of new models of care and shifting care from hospitals to community 
settings.   The SLT workforce already provides preventative health care in local 
communities and is skilled in multidisciplinary team working and the delivery of 
integrated care.  This is an increasing focus within the undergraduate training 
course.

6.2 SLTs are engaged in a number of roles as part of primary care teams, for example, 
SLTs provide telephone triage to care homes managing the communication and 
swallowing problems of those in their care, removing the need for a GP visit.  They 
provide training to care home staff and others in the community to manage decline 
in swallowing performance from age and disease, which reduces morbidity, mortality 
and prevent hospital admissions.  SLT has been developing efficient and effective 
telehealth solutions in this regard.  Published evidence already indicates that 
interventions delivered by SLTs can provide economic benefits.  For example, social 
return on investment research has highlighted the value of the provision of speech 
and language therapy for post-acute stroke patients.[1]  Evidence from a telehealth 
project in care homes has indicating savings of £60 on each tele swallowing 
assessment2.

6.3 Our members have informed us that due to budgetary pressures, many band 8 
specialist roles are under threat.  Given the importance of these roles both to the 
preventative agenda and to the development of career progression routes for the 
profession in Wales, we would be keen to see acknowledgement of the key role of 
SLTs in the NHS workforce of the future.  There is also a clear need to acknowledge 
the importance of development roles and building in research capacity to ensure the 
sustainability of services and effective succession planning.  

6.4 We also have concerns about the current ability of the profession to respond to the 
need to provide 7 day services, given the relatively small SLT workforce across Wales 
and future recruitment of staff to low incidence, high speciality posts e.g. paediatric 
dysphagia

7. What are the factors that influence recruitment and retention of staff across 
Wales?

7.1 Feedback from our membership suggests that the following factors are key to the 
recruitment and retention of staff.  

 Evidence that the workforce is valued and well supported by the employer.  
For example, posts banded appropriately, realistic capacity/demand, 

1 Nuffield Trust (2016) Reshaping the workforce to deliver the care patients need: 
http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/reshaping_the_workforce_web_0.pdf
2 University College London (2016) London Speech and Language Therapy workforce scoping project, phase 2: modelling workforce 
transformation example, report available upon request.
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continuous professional development supported, robust personal appraisal 
development reviews and supervision processes, flexibility.

 Opportunities for varied clinical placements for students undertaking the 
speech and language therapy undergraduate course, including experience of 
multi-disciplinary team working to ensure education and training 
appropriately prepares students for the workplace.

 Appropriate skill mix.
 Good use of career fairs etc., particularly at the time when students are 

choosing A level subjects and seriously thinking about future careers.
 Pay and terms of employment.

8. Are there particular issues in some geographic areas, rural or urban areas, or areas 
of deprivation?

8.1 The rurality of Wales presents a number of challenges to the delivery of high quality 
health and care services.  SLTs in Wales are currently developing a range of 
telehealth projects to support access to specialist services within more rural 
communities.  As an example, the Macmillan Telemedicine project is a joint project 
between Abertawe Bro Morgannwg University Health Board and Hywel Dda 
University Health Board which enables people affected by head and neck cancers in 
sites across Hywel Dda University Health Board to access consultations via 
videoconference removing the need to travel to Singleton Hospital for 
appointments.

8.2 We have particular issues with regards recruitment to posts within Ceredigion, 
Pembrokeshire, and North Powys and Welsh speaking posts within North West 
Wales.

9. Further Information

9.1 We would be happy to provide any additional information required to support the 
Committee’s decision making and scrutiny. For further information, please contact: 
Dr Caroline Walters
Policy Officer, Wales
XXXXXXXXXX  / XXXXXXXXXXXXXXXXXX
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Inquiry into the sustainability of the health and social care workforce
Ymateb gan: Bwrdd Iechyd Prifysgol Betsi Cadwaladr
Response from: Betsi Cadwaladr University Health Board
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1.Do we have an accurate picture of the current health and care workforce? Are 
there any data gaps?
Workforce planning returns from health boards should provide a reasonable picture 
of the workforce and education/training needs. However, as a small to medium sized 
scientific discipline there is benefit from central verification of nationally collated 
figures by advisory bodies (eg the Welsh Scientific Advisory Committee etc). This is 
important to ensure that local plans fully reflect and are coordinated with an up to 
date view of strategic developments (inc WG policy) and opportunities that may be 
apparent to the advisory bodies. Sometimes the view of health science staff re the 
workforce may be ‘lost in translation’ at health board level, where the bigger picture 
and opportunities may not be recognised – in this respect the process of developing 
workforce plans by healthboards is perceived to be variable. A second check at a 
national level is important. 

2. Is there a clear understanding of the Welsh Government’s vision for health 
and care services and the workforce needed to deliver this?

In current practice, pursuit of policy is often ahead of workforce planning and not 
necessarily coordinated in time. Eg a key action of the National ENT Planned Care 
Programme is to see a transfer of activity from medical ENT clinicians to healthcare 
science staff in audiology at health boards, yet this has not been coordinated with 
national workforce planning to commission the necessary numbers of Audiology 
staff to ensure that outcomes of the new policy can be realised. 

3. How well-equipped is the workforce to meet future health and care needs?

Additional numbers of Audiology clinical staff are required to accommodate delivery 
of healthcare closer to patients homes through primary care roles. 
One particular concern is the lack of responsiveness (time lag) in output from 
traditional education/training schemes (3 year duration at undergraduate and post-
graduate level ) to keep pace with evolving workforce demands (driven by policy). 
There should be facility within commisioning of education/training funding to 
support innovative fastrack schemes to more rapidly meet demand. Within 
Audiology proposals have been presented to this achieve this. Aside from new 
entrants, the development of the existing workforce (eg through support for Master 
level education/training) should also feature prominently in strategic workforce 
planning.    

4. What are the factors that influence recruitment and retention of staff across 
Wales?  
Opportunities for young people to find out about/experience the range of NHS and 
social care careers; Education and training (commissioning and/or delivery); Pay and 
terms of employment/contract;
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There may be value in consulting recent graduates in the NHS workforce  and other 
young people to help determine what they  would regard as persuasive reasons to 
train and stay in Wales.

The cost effectiveness of education and training in Wales would be improved 
through targeted efforts to retain more trained staff. Suggested options/measures to 
achieve this are:

1.Provide education and training bursaries to individuals conditional on a period of 
commitment to employment in wales (eg for a minimum 3 years post graduation from 
training).
2.Limit bursaries to those already resident in Wales. 
3.Favour Welsh applicants to education and training posts 
4.Use monies currently allocated to bursaries to fund temporary first posts on 
employment with designated health boards across Wales (eg for 3-6 month period post 
graduation)
5.Use monies currently allocated to bursaries to fund on-going education and training 
allowances for individuals for their first few years in NHS Wales posts (to allow for further 
career progression).

Particular issues in some geographic areas, rural or urban areas, or areas of 
deprivation. 

There are difficulties recruiting Audiologists in geographically remote areas eg N.Wales – in 
particular where remote from the national training centre (Swansea University). These could 
be mitigated by more effective local promotion of careers and education/training 
opportunities. Participation of local services in the recruitment process (eg at university 
entrance) may also be beneficial.

I hope this information is of use and I would be happy to expand on these points.
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Response from: Leonard Cheshire Disability
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Health, Social Care and Sport Committee
National Assembly for Wales
Pierhead Street
Cardiff
CF99 1NA

13th September 2016

Dear Health, Social Care and Sport Committee,

Thank you for the opportunity to contribute to your inquiry into the 
sustainability of the health and social care workforce. 

Inquiry into the sustainability of the health and social care workforce

1. Do we have an accurate picture of the current health and care 
workforce? Are there any data gaps? 

Without access to Welsh Government data collection exercises, it is difficult 
to be definitive in answering this question. Clearly, Leonard Cheshire 
Disability has an accurate picture of its own workforce, but there is no 
clear, publicly-accessible picture of the overall workforce in Wales. Our 
impression is that the overall workforce does not have sufficient numbers to 
accommodate demand.

It would be of great benefit to service providers such as Leonard Cheshire to 
have estimates on the number of people likely to come into the care system 
over the next decade. Ideally, such estimates would include all areas of 
care such as care at home, supported living, respite, residential, residential 
with nursing care, elderly care, specialist care. We would recommend that 
the Committee asks the Welsh Government whether it has mapped out the 
services required now, and year on year over the next decade. We would 
also recommend asking it whether it has a clear picture of what services it 
will need to commission to meet this demand over the near future.

Anecdotally, commissioners have indicated to us that supported living units 
are no longer being built, despite these units offering flexibility and 
independence for an individual in receipt of care. It would be helpful to 
have clarification on this from the Welsh Government.
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Likewise, it would be helpful to know whether there have been impact 
assessments on the closing of day services by Local Authorities. In 
particular, it would be valuable to know whether the users of such services 
have taken up provision elsewhere, and whether such closures have 
impacted on their emotional and/or mental health impact. 

There remain huge challenges around the delivery of health and social care 
in rural areas. Developing staff with a multi skill set (and potentially 
roles/job descriptions that would not be found in traditional models of 
health/social care) may deliver efficiencies and provide a more coherent 
service for users, by reducing the sheer number of people required in the 
delivery of services. If a nurse can spend an extra time on a visit combining 
tasks and performing duties that would traditionally be undertaken by a 
carer, not only is there a cost-saving, but the service user can build up more 
of a relationship with the person assisting them. Vice versa carers could be 
skilled up in additional nursing tasks similar to the nurse assistant role 
already established on NHS Wards to create a service which traditionally 
delivered by a nurse could in fact be delivered by a carer/nurse assistant. 

We recognise also the need for there to be consistency across Wales and 
would recommend that the Committee presses Welsh Government to 
produce uniform clear guidance across Wales on delegated responsibility as 
currently different LHB delegate clinical responsibilities differently from 
one LHB to another.

In certain circumstances, it may also be appropriate to formalise (through 
payments) the informal care often already being given by neighbours and 
the wider community around a person receiving. 

2. Is there a clear understanding of the Welsh Government’s vision 
for health and care services and the workforce needed to deliver 
this?

Not yet.

There is a clear awareness of the need to professionalise the care sector 
and we have had some information as to what this would look like. But in 
some aspects there remains limited detail. The creation of Social Care 
Wales and the aspirations of the Social Services and Wellbeing Act 2014 
clearly represent a significant step forward for the care sector. However, 
there remain risks around making a qualification part of the registration 
process. It is currently possible that training companies will spring up with 
an advertising emphasis on ‘fast tracking’ prospective carers through to an 
NVQ (so that they can start getting paid), rather than focus on actually 
providing meaningful learning. We do not yet have clarification on who will 
be delivering the training and accreditation for this QCF/NVQ, which will be 
critical and needs to be planned strategically. Qualifications  need to be 
competency based as we have many good carers that are not academic but 
are excellent carers and for some the thought of a formal qualification will 
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distress some carers and act as a deterrent so formal qualifications need to 
be managed with this in mind and not create situation where carers leave 
the profession. 

We would recommend that the Committee presses the Welsh Government 
on the issue of how training will be delivered, because the clock is ticking.

3. How well-equipped is the workforce to meet future health and 
care needs? 

As noted above, we believe the overall workforce has insufficient numbers 
to accommodate the demands placed upon it. 

This is not always obvious, because some agencies are able to fully recruit, 
while others cannot. An underlying driver behind this inconsistency is that 
Local Authority commissioned care staff are generally paid less than Health 
Board staff, and Health Board commissioning tends to be at better rates 
than Local Authority commissioning. A standardised pay rate would minimise 
the potential of staff jumping from employer to employer.

Not everything is about pay though. We believe providers should work with 
Social Care Wales to provide a pathway for those that want to get into 
management and senior management, and a pathway for those who want to 
be highly skilled carers, nurses or social workers. It is important to build a 
perception of care as a career and bring people into the sector. We should 
also be working with colleges and universities, looking at how to promote 
care as a career. At the moment it is very difficult, as the infrastructure and 
funding is not in place. 

4. What are the factors that influence recruitment and retention of 
staff across Wales? This might include for example:

a) the opportunities for young people to find out 
about/experience the range of NHS and social care careers; 

We believe secondments are an important element in developing 
opportunities. 

Ideally, we could collaboratively work with other providers and promote the 
sharing of staff, to keep them interested in care. However, the competitive 
nature of tendering means that such collaborative working is often heavily 
dependent on individual relationships being fostered. 

b) education and training (commissioning and/or delivery); 

As noted above, it would be extremely valuable for the Committee to press 
the Welsh Government on who and how qualifications will be delivered. 
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As noted above, we need clear progression pathways and direction for staff, 
whether they are seeking to be a skilled carer, a nurse, a social worker, a 
manager or a senior manager. The training  available to staff needs to 
match such pathways. 

c) pay and terms of employment/contract; 

As noted above, standardising pay and contracts would help to balance out 
staff across the sector. The Committee may wish to press for clarification on 
what the average pay of a carer currently is.

5) Whether there are there particular issues in some geographic areas, 
rural or urban areas, or areas of deprivation for example.  

As noted above, we are aware that there are particular issues around the 
delivery of care in rural areas. Further research into this question- perhaps 
commissioned by Social Care Wales- could provide illuminating answers. 

Rhian Stangroom-Teel
Policy and Public Affairs Officer (Wales), 
Leonard Cheshire Disability
Telephone: XXXXXXXXXXXXX
E-mail: XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
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Inquiry into the sustainability of the health and social care workforce 

Ymateb gan: RNIB Cymru 

Response from: RNIB Cymru  
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Inquiry into the sustainability of the health 
and social care workforce 
Your contact details 

Name     Rhian Nowell-Phillips 

Are you responding as an  

individual or on behalf of an organisation?      
      Organisation 

Organisation  

(and role if applicable) RNIB Cymru, Policy and Campaigns 
Officer 

E mail     rhian.nowell-phillips@rnib.org.uk 

Telephone /Mobile number   

 

RNIB Cymru response to Health, Social Care and 

Sport Committee Inquiry into the sustainability of 

the health and social care workforce. 

 

14 September 2016 

 

1. About RNIB Cymru 

RNIB Cymru welcomes this opportunity to contribute to the Health, 
Social care and Sport Committee inquiry into the sustainability of the 
health and social care workforce. 

RNIB Cymru is Wales’ largest sight loss charity We provide support, 
advice and information to people living with sight loss across Wales, as 
well as campaigning for improvements to services and raising 
awareness of the issues facing blind and partially sighted people. 

About sight loss 
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There are around 106,000 people living with sight loss in Wales. (Access 
Economics 2009. Future Sight Loss UK: Economic Impact of Partial 
Sight and Blindness in the UK adult population. RNIB and Mid-2015 
Population Estimates, Office for National Statistics (released 
25/06/2015)). 

This number is expected to double by 2050. Sight loss impacts on every 
aspect of a person’s life: their physical and mental health, their ability to 
live independently, their ability to find or keep a job, their family and 
social life.  

People with sight loss are significant users of health care services, 
spanning the spectrum of care, from primary to community to secondary 
care, as well as specialist and tertiary services. The prevalence of sight 
loss increases with age. Thus many people with sight loss are older and 
therefore have other health conditions, including chronic health 
conditions which are not linked to their sight loss.  

2. Health and social care workforce 

A sustainable health and care system has been defined within the NHS 
as one which “works within the available environmental and social 
resources protecting and improving health now and for future 
generations”. 

The NHS in Wales employs around 72,000 people which makes it 
Wales’ biggest employer. Staff and the workforce are therefore the 
health and social care system’s most valuable resource. 

An engaged and empowered NHS workforce will be crucial for meeting 
the multiple challenges ahead for the health service, including the 
efficiency challenge and the move to prudent health care delivery. 

Ensuring staff are highly motivated, trained and well-educated is key to 
the provision of high quality care and to improving standards in Wales. 

Welsh Government’s vision for an integrated health system will require a 
technology driven workforce where prudent healthcare principles are 
fully embedded into the system. 

In 2014, RNIB Cymru commissioned a report into capacity at eye clinics. 
‘Real patients coming to real harm: Ophthalmology services in Wales’, 
by Dr Tammy Boyce, this starkly highlighted that “Patients in Wales are 
spending so long on waiting lists that they are unnecessarily losing their 
sight.” 
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We know that ophthalmology departments are working at full capacity, 
but they are still unable to meet the level of demand. There is a 
mismatch between demand and capacity – the number of ophthalmology 
patients is growing, however the capacity to treat them is not.  

The current lack of capacity in the hospital eye services must be 
addressed through effective eye care pathways into and out of hospital, 
ensuring that available capacity in primary care is used where 
appropriate.  

These pathways should maximise the professional skills currently 
available and patient safety and outcomes in these pathways should be 
safeguarded by good clinical governance and enhanced training for 
clinicians where necessary. 

We believe that if the health and social care system is to attract and 
retain high quality staff in the future then there must be recognition that 
the current lack of connectivity between community eye health services 
and the rest of the NHS needs to be addressed to improve IT systems 
and link community and secondary care services.  

This level of connectivity could allow electronic transfer of data and 
images, enabling primary and secondary care professionals to discuss 
patients in real time and decide whether a referral is needed.  

Linking patient records also means that professionals can review a 
patient's eye health alongside any other long-term conditions that they 
might have. It could also help professionals identify non-adherence to 
treatments for chronic conditions. Linking patient records also improves 
access to treatment and thus could prevent avoidable sight loss. One of 
the most issues highlighted as needing attention within the Eye Health 
Delivery Plan was the need for an electronic patient record. This would 
save not only patient records going astray or being missed, but also 
saving time for overstretched staff. 

3. Education and training (commissioning and/or 

delivery) 

Achieving an appropriate staffing mix must also include consideration of 
how more patients could be dealt with in primary care and Ophthalmic 
Diagnostic and Treatment Centres – for example, as demonstrated in 
Cwm Taf UHB where patients were seen in a community hospital, rather 
than the eye clinic, for treatment of stable glaucoma or ocular 
hypertension.  
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The clinic was directly managed by an optometrist and overseen by a 
consultant. This is consistent with a prudent healthcare approach, that 
patients are treated in the appropriate place by the appropriate 
professional at the appropriate time, whether in the community or in the 
hospital. It is also consistent with the ‘only do what only you can do’ 
principle, where all people working for the NHS in Wales should operate 
at the top of their clinical competence. Nobody should be seen routinely 
by a consultant, for example, when their needs could be appropriately 
dealt with by an advanced nurse practitioner. 

Results from the project showed that patients were extremely satisfied 
attending the community clinic as oppose to the main hospital eye clinic 
and waiting times between appointments were reduced. Also the 
community clinic increased capacity in the main hospital eye clinics. 
 
Due to the success of the model further clinics have been implemented 
in other parts of Cwm Taf Health Board. Similar models are being 
implemented in other health boards across Wales as this is a priority 
within the Welsh Government Eye Care Delivery Plan 2013. 
 
In addition to the provision of additional clinics in secondary care, Welsh 
Government under the Wales Eye Care Scheme has provided training 
and accreditation for community/high street optometrists to carry out 
glaucoma repeat readings and cataract referral refinement. They would 
normally be carried out in secondary care eye clinics, but enabling these 
to be carried out in primary care, reduces the burden on secondary care 
and also makes them much more accessible to patients, being closer to 
their homes. Currently, approximately 93% of practices are accredited to 
provide this service and this is another example of reorganizing services 
to reduce the burden on secondary hospital eye clinics. 
 
Similarly, there are new models of care being put in place for the 
treatment of patients with Age Related Macular Degeneration, where 
nurses have been trained to give injections to patients, rather than 
consultants. 
 
This steadily changing workforce and skillset must also be accompanied 
by good management and rigorous checks; the current system often 
means that patients aren’t always seen as timely as required by NICE 
guidelines, or by the right staff member which can lead to the principles 
of prudent healthcare being overlooked. 
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4. Pay and terms of employment contract 

The above example of different models of the provision of services, 
demonstrate better use of resources for both professionals and patients. 
They would also suggest that in a time when capacity in secondary eye 
care is over-capacity and staff are stretched to the limit, that remodeling 
eye care services in this way would not only help reduce the load in 
secondary eye care but as long as staff are provided with any additional 
training required, would also enable staff to feel much happier in their 
roles, increasing the sustainability and retention of the workforce. 
 
Integrated services could involve hospital based clinicians spending 
some of their time delivering and/or overseeing services in the 
community. This could apply not only to ophthalmologists, but also to 
clinicians such as orthoptists, ophthalmic nurses, opticians and 
optometrists with higher qualifications and specialist skills gained in the 
hospital environment. 

The workforce becoming more skilled provides a great opportunity for 
the NHS to ensure that prudent healthcare is fully recognised, however 
there must be adequate opportunities for reward and recognition for 
these upskilled workers. 
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