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Terms of Reference

The Committee agreed the following terms of reference:

1. To assess progress to date on workforce planning in support of the
implementation of Transforming Your Care, to include:
a) Progress made on evidence based workforce modelling at
regional and Trust level;
b) Investment made in training/re-training of staff to achieve
appropriate skills mix; and

c) Investment in leadership and capability development.

2. To ascertain the extent to which the impact on the workforce of shifting
£83 million from hospital based services to primary/community based
services has been modelled and planned for, and the impact on staff to
date of money shifted in accordance with this aspect of Transforming

Your Care.

3. To examine the extent to which workforce planning in support of the
implementation of Transforming Your Care is taking account of
recruitment issues for particular geographical areas, the desirability of
seven-day working, and the composition of the workforce in terms of

gender mix and the associated work-patterns.

4. To scrutinise the Department’s assumption that the implementation of
Transforming Your Care will require a reduction in the overall workforce

of 3%, and the proposed mechanisms to achieve this objective.

5. To examine the Department’s approach to involving staff, professional
bodies and staff side organisations on workforce planning in support of

the implementation of Transforming Your Care



6. To identify examples of best practice in relation to workforce planning

in support of a “shift left” in services, which could be usefully applied to

the implementation of Transforming Your Care.

Committee Consideration

7. The Committee held 9 evidence sessions with a range of witnesses,

including the Department, who provided information on workforce

planning in the health and social care sector. The Committee heard

from:

The Regional Workforce Planning Group (chaired by the
Department)

British Medical Association (BMA) and Royal College of General
Practitioners (RCGP)

Royal College of Nursing (RCN) and Royal College of Midwives
(RCM)

Unions (ICTU, NIPSA and UNISON)

NI Social Care Council (NISCC) and NI Association of Social
Workers (NIASW)

Allied Health Professions Federation NI (AHPFNI)

Scottish Government

5 Trusts

8. The minutes of evidence of these sessions are at Appendix 1, and the

presentations and notes provided by witnesses are at Appendix 2.

9. The Committee also held evidence sessions with Departmental officials

on 11 March and 24 June (see Appendix 1) and considered written

correspondence from the Department (see Appendix 3).

10.The Committee considered two papers from Assembly Research and

Information Service entitled ‘Transforming Your Care (TYC —

Workforce Planning’ and ‘Transforming Your Care (TYC) Workforce



Planning 2 — Trends in HSC Staff Numbers’. These can be found at
Appendix 4.

List of Recommendations

11.The vision set out in Transforming Your Care has widespread
support across the health and social care sector. However, there
is a lack of clarity around the plan and timetable for
implementation. The Committee believes that the Department

should move to speedily implement Transforming Your Care.

12. Communication between the Department and professional and
staff side bodies on the status of Transforming Your Care requires
improvement. The Committee believes that the Department needs
to reiterate to key stakeholders that Transforming Your Care
remains the policy driver in terms of the reform of health and

social care.

13.The development of the service models required to implement
Transforming Your Care should be prioritised by the HSCB/PHA,
so as to provide a sound basis for workforce planning. The plan
for developing these models should be shared widely among key

stakeholders, including professional and staff side bodies.

14.The Committee welcomes the establishment of the Regional Workforce
Planning Group and believes it has a key role in the implementation of
Transforming Your Care. However, given that the Group was set up in
August 2012, the Committee would have expected the Regional
Workforce Planning Framework to have been produced earlier than April
2015.



15.

16.

17.

18.

The Committee welcomes the workforce review of domiciliary care, and
awaits with interest its findings. However, the Committee believes that
the Regional Workforce Planning Group should be taking a wider-
approach to workforce planning at all levels, and making strenuous
efforts to avoid “silo-based” approaches which focus primarily on

staffing groups rather than meeting the needs of patients.

The Committee is concerned that the Regional Workforce Planning
Group is not taking sufficient cognisance of the workforce needs within
the private/independent sector — particularly in terms of the nursing and
social care staff required for nursing and residential homes, day-care
and domiciliary care. As a starting point, it should endeavour to capture
data on that workforce and engage with the key stakeholders in that

sector.

The Committee is concerned that while a number of successive reviews
have recommended an increase in GP training places, this has not been
implemented by the Department. The Committee recommends that the

Department implements the recommendation of the most recent review

to recruit an additional 15 GP training places.

The Committee is concerned that the regional initiatives on normative
nurse staffing having not been completed or implemented, and the
potential impact this may have on patient safety. The Committee
recommends that the Department implements the findings of Phase 1
and progresses the reviews necessary for Phases 2 and 3 on an urgent

basis.

19.The Committee recommends that the Department considers how primary

care services can be reconfigured across a range of health and social
care professionals, to deal with the increasing demands for GP

appointments.



20.The Committee welcomes the fact that the Department is not
working towards a 3% reduction in staffing as a target required to
implement Transforming Your Care, given the increasing growth
in demand for services over recent years. However, the
Committee finds it somewhat surprising that the Department was
not able to advise exactly how and why this figure was ever
contained within the public consultation document on

Transforming Your Care Review.

21.The Committee recommends that the Department produces an
estimation of the percentage increase or decrease in the size of

the workforce required to implement Transforming Your Care.

22.The Committee is concerned that proposals for a voluntary exit
scheme with the HSC are not being strategically aligned with the
proposals being developed by the Regional Workforce Planning
Group. The Committee recommends that the Department urgently
engages with the Regional Workforce Planning Group on this

matter.

23.The Department should review the membership of the Regional
Workforce Planning Group, and consider how it can be made
more inclusive of staff side and professional bodies. It should
also look at other ways of communicating and engaging with staff
side and professional bodies to ensure that organisations are
aware of the direction of travel for workforce planning at a

regional level.

24.The Committee recommends that the Department requires the
Health and Social Care Board to produce an annual workforce

plan, as part of the annual Commissioning Plan.



25.The Department should consider taking a longer- term approach
to workforce planning than the current five-year horizon. It may be
helpful for it to engage with other jurisdictions, for example,
Scotland, in terms of understanding the merits and challenges
involved in taking a longer- term view. The Department also needs
to ensure that the timeframes for workforce planning are
integrated with the timeframe for the implementation of

Transforming Your Care.

26.1t is widely acknowledged that recruitment and retention is a
problem in certain sectors of the health and social care workforce.
While it is welcome that the Department is open to considering
innovative approaches to address these issues, it is disappointing
that work to produce clear policies had not been advanced
further. The Department should make the development of such
policies a priority in terms of its approach to workforce planning,

and move quickly to produce an action plan with clear timescales.

27.The Committee recommends that the Department engages in
discussions with the Scottish Government with a view to learning
more about the approach they are taking to renegotiating aspects
of GP contracts. The Committee believes that such an approach
may have merit in terms of dealing with the problems in relation to

the recruitment and retention of GPs in Northern Ireland.

28.The Committee recommends that the Regional Workforce Planning
Group examines the use of locum and agency staff, and develops
policies to prevent the availability of locum/agency work acting as a

barrier to permanent recruitment.



Discussion of Key Issues

The status of TYC and its role in terms of workforce planning

29.The Transforming Your Care (TYC) Review (December 2011) provided

a vision of the health and social care services that would be needed to

meet the future demands of the people of Northern Ireland. Those

demands included:

a growing ageing population;

an increase in patients with long term conditions;

a growing demand for services, with an over reliance on hospital
services;

an increasing drive for greater productivity and value for money;
and

the changing profile of the available workforce.

30.As a starting point, Transforming Your Care in its broadest iteration appears to

have the general support of the health and social care sector. All of the

organisations that the Committee heard from in the course of the review

believed that the general principles of TYC were reasonable and provided a

sensible direction for how future services would be provided. However,

concerns were communicated to the Committee in terms of the

implementation of Transforming Your Care, and the communication from the

Department regarding that same process.

31.For instance, the Royal College of General Practitioners stated that the:

“failure with TYC is setting the key priorities and performance

indicators...there has been no outline of how we get to where we want to be,

where we are going to be in two years, where we are going to be in four years

and where we are going to be in six years.” (Appendix 1)

32.The trade unions also believed that the problem was about implementation,

rather than the vision set out in TYC:



“Fundamentally, it seems that no one disagrees that a shift from acute to
community is a bad thing, but it needs to be properly resourced. In relation to
TYC — we have been trying to achieve something that we are not funded to

achieve.” (Appendix 1)

33.Given these concerns, the Committee was keen to establish with the
Department the status of TYC in terms of planning the structure and shape of

health and social care services going forward.

34.During the evidence session on 24 June 2015, the Department stated in
relation to TYC:
“It is the policy driver. Its whole ethos and its objectives are fundamentally the

foundation on which we build our work”. (Appendix 1)

35.However, later in that session, the Department explained that in their view,
TYC is not a “plan” which can ever be completed, but rather is an “ethos”
which informs commissioning decisions. When the Health and Social Care
Board (HSCB) were questioned about the progress made on developing the
new service models required to implement TYC, they made the following point:
“l am not sure that it has a beginning and an end. It is a live issue all the time .
.. It is not the case that we have to produce 10 service models, and, when we
produce those, the job is done. It is a way of thinking. It is a context for the
way in which we think. It is about trying to work from a patient's point of view . .

. There is never an end to this”. (Appendix 1)

36.When the HSCB was directly asked when the point would be reached when all
the service models were in line with the vision set out in TYC the response
was:

“I do not think that we ever get there”. (Appendix 1)

37.In the Committee’s view, this approach to TYC in terms of not working to a
measurable, costed plan, raises concerns and questions in terms of
monitoring, governance and funding. This approach also appears to have

caused confusion at a local level. For example, organisations including the
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Allied Health Professions Federation Northern Ireland (AHPFNI) and the
Northern Ireland Association of Social Workers (NIASW) told the Committee
that they were not aware of whether new service models were being
developed for their workforce as part of TYC. In other instances, organisations
were not clear on whether a new model operating in one Health and Social
Care (HSC) Trust was going to be replicated across all the Trust areas. For
example, the AHPFNI told the Committee that under TYC some Trusts have
brought in a care pathway whereby paramedics can assess, treat and
discharge a person. However, this is not a Northern Ireland wide approach,

and they are not aware of whether it is planned to be so in the future.

38.0ne of the key aspects of Transforming Your Care, which also formed a
Programme for Government 2011-2015 commitment, was a proposed shift of
£83 million from hospital based services to primary/community based services.
The Department had previously advised the Committee that approximately
£28 million has already been shifted, the majority of which is in the areas of
learning disability and mental health resettlements. However, from
correspondence with the Minister dated 20 April 2015, the Committee learned
that in 2015/2016 the Department intends to “shift left” further monies through
a ‘re-direction of new investment into community based transformational
services” (Appendix 3). The Committee noted this change in direction, which
appears to be a move away from the notion of altering how monies are

allocated across programmes for care on a recurrent basis.

39.When the Committee questioned stakeholders on the “shift left” of monies, and
its impact on the workforce, most organisations were unaware of how this had
affected staff on the ground, for example in terms of whether they had been
required to move roles or location. The trade unions stated:
“Even though we have asked for it three times, we have not yet seen a
breakdown of where the £25 million was spent, how it was spent and where it
was applied. There is no breakdown yet on what has been spent to date.”
(Appendix 1)



40. Similarly, the British Medical Association advised that they have no evidence
that investment has been shifted from hospital settings to primary care. They
pointed out that there has been no additional investment in GP training places,
to allow for GPs as a workforce to take on new work that has traditionally been
carried out in secondary care settings. The Royal College of Nursing also
pointed out that there had been a decline in the number of community nurses
over recent years, which similarly seems to be out of step with the direction of
“shift left” under TYC.

41.However, when the HSC Trusts were asked about the shifting of these monies,
the majority of which (£25 million approximately) was in the programmes of
mental health and learning disability resettlements, and what it had meant for
staff who had been previously based in hospital settings, they were able to

provide concrete details.

For example, the Southern Trust stated:

“In the model that we chose, we had one-to-one meetings with all of our staff
to try to find out where they wanted to go. Some of them wanted to follow the
clients. For instance, quite a number of our staff followed the clients within
supported living, which required a great deal of retraining. Others, however,
chose to go and work in Bluestone, which is a mental health facility. Home
crisis response in the community was again an option that some others
decided to go for. Of 220 staff, we had 14 who took voluntary early retirement;
all the rest were redeployed within the trust to various roles, not just in mental
health, but in the other programmes of care in the trust. That was again done
with the agreement of trade union colleagues, particularly UNISON and

NIPSA, which were very helpful in that whole process”. (Appendix 1)

42.Therefore, it appears in relation to the impact of the “shift left” of
monies under TYC, there has been a lack of wider communication
across the health and social care sector, particularly with professional

and staff side bodies at a regional level.
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43.

44.

The Committee also identified an issue in terms of who is responsible for
developing the new service models under TYC. During the evidence session
with the Regional Workforce Planning Group (RWPG) on 24 June 2015, the
Department stated that this role belonged to the Public Health Agency (PHA)
and the Health and Social Care Board (HSCB) as commissioners:

“...itis the Department's responsibility to set the vision, to ensure

that a regional approach is taken; to provide regional information

and trends; to facilitate capacity building; and to make decisions on

the commissioning of pre- and post-registration education and

training as a logical conclusion of the workforce planning process. It

is the role of the Board and the PHA as commissioners to

determine and agree the various models of service delivery,

including the outworking of TYC; to challenge the trusts or providers

to ensure that they have identified their workforce needs to be able

to deliver the commissioned services; and then to flag to the

Department where intervention on the supply side is needed,

recognising that there is a lead time to making an impact on the

workforce through training. It is the role of trusts to ensure that they

have an appropriate and skilled workforce in place to develop

operational workforce plans, to adapt to what is being required and

to makes changes to their own workforces as required”. (Appendix

7)

However, the HSC Trusts all advised the Committee that in some instances
they are taking the initiative for developing new models and then bringing
these to the HSCB to bid for them to be funded. The Belfast Trust explained:
“There are local service delivery models that we develop locally and

then seek the support of the commissioner to provide funding for.

There are also regional service delivery models that are very much

led by the Health and Social Care Board, as a commissioner, and
influenced by the Department that we would be party to in terms of
resolving the impacts that that might have on our workforce. In

direct answer to your question, both of us are responsible”.

(Appendix 1)
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45.This suggested to the Committee that the roles and responsibilities in terms of
developing the new models required to implement TYC are not quite as clear

cut as the Department may have suggested.

Recommendations/findings

46.The vision set out in Transforming Your Care has widespread support
across the health and social care sector. However, there is a lack of
clarity around the plan and timetable for implementation. The Committee
believes that the Department should move to speedily implement

Transforming Your Care.

47.Communication between the Department and professional and
staff side bodies on the status of Transforming Your Care requires
improvement. The Committee believes that the Department needs
to reiterate to key stakeholders that Transforming Your Care
remains the policy driver in terms of the reform of health and

social care.

48.The development of the service models required to implement
Transforming Your Care should be prioritised by the HSCB/PHA,
so as to provide a sound basis for workforce planning. The plan
for developing these models should be shared widely among key
stakeholders, including professional and staff side bodies.

Progress made on workforce planning at a regional level




49. According to a Departmental briefing paper dated 5 March 2015, the
Regional Workforce Planning Group (RWPG) was established in
August 2012 to consider the implications of TYC for the workforce and
to ensure that this was appropriately reflected in the workforce planning

programme (Appendix 3). The RWPG is chaired by the Department.

50. The specific workforce planning elements within TYC are proposals 79,

95 and 97A:

I. Recommendation 79: Make necessary arrangements to ensure
critical clinical staff are able to work in a manner which supports
the new arrangements;

il. Recommendation 95: development of new workforce skills and
roles to support the shift towards prevention, self-care, and
integrated care that is well co-ordinated, integrated and at home
or close to home; and

iii. Recommendation 97A: More formal integration of workforce
planning into the commissioning process to drive the financial

transformation.

51.0ne of the key outputs of the RWPG is a Regional Workforce Planning
Framework which was finalised in April 2015. The Department
described the framework as follows:
“That framework is key to moving forward, as it sets out the respective
roles of the Department, of the HSCB and the Public Health Agency

(PHA) as commissioners, and of the trusts”. (Appendix 1)

52.While the Committee welcomed the publication of the Framework, it
was concerned about the time taken for its production, given that the
RWPG had been established in August 2012. In response, the
Department made the point that during that period, other streams of
work had been progressed in parallel:
“That work started alongside capacity building work and the roll-out of a

training programme that also came from the diagnostic report. In
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53.

54.

addition, the regional workforce planning group oversaw the
commissioning of additional uni-professional reviews. That strand of

work was proceeding alongside the other pieces of work.” (Appendix 1)

Another key aspect of the work of the RWPG was a decision to
conduct a workforce review in the context of a programme of care,
rather than in a particular profession. This approach is being piloted by
means of a workforce review of domiciliary care for older people. On 24
June 2015, the Department provided the following update on this pilot:
“A steering group and a project group has been established, drawn
from across the relevant stakeholders, including the trade unions, and
there is a linkage to the independent sector providers. Terms of
reference and time scales have been agreed, so we are aiming to
complete that work by the end of 2015. An initial data-capture analysis
has been performed to assess the size of the workforce, the number of
contract hours provided, expenditure, and so on. That is very much
building on the regional review of domiciliary care led by the board, the
purpose of which was to determine the service models for future

delivery. That is almost complete.” (Appendix 1)

The Belfast HSC Trust explained the benefits in its view of this kind of
workforce review:

“Factoring it around programmes of care is very important, as opposed
to focusing on uni-professional need. There is absolutely no point in
going away and doing a social work workforce plan or a nursing
workforce plan for the provision of older people's services in the
community. What you need to do first and foremost is assess the
demand for older people's services in the community and,
subsequently, look at the uni-professional and multi-professional
requirements that fall out of that. What are the consequences of the
demand that we face for older people's services in the community?
How do we best meet that and work outside the traditional professional

boundaries? It does not necessatrily always need to be about the

16



recruitment of more nurses or social workers. Really begin to look
towards the development of new roles, such as we mentioned in the
allied health profession or support role — an opportunity to modernise
and innovate, as opposed to continuing to deliver the service in the

traditional means by which it has always been delivered”. (Appendix 1)

55.In addition to undertaking this programme of care workforce review, the

Department is pursuing a range of uni-professional workforce reviews.

An update was provided on these reviews on 24 June 2015:

“Last time, | mentioned that a rolling programme of medical specialty
reviews was ongoing, led by the PHA. That works continues.
Paediatrics was completed in September 2014, and no additional
trainees were recommended. General practice was completed, as you
know, in October 2014. The initial interim report, which you will have
seen, has been confirmed as final, with a recommendation for a
phased introduction of a minimum of 15 additional trainees by next

year to meet the current ratio of trainees to population in England.

For radiology, radiography and medical physics, workforce data has
been completed and submitted to the Department as part of its regional
review of imaging services. The aim of that wider review is to produce
recommendations on service configuration, skills mix and optimal use
of skills to best address future demand, all of which will inform the
development of an associated workforce plan. Shortly to be completed
are reviews of occupational medicine, trauma and orthopaedics, and
emergency medicine. A further tranche of reviews will encompass
geriatric medicine, anaesthetics, intensive care medicine, acute
medicine, urology and haematology. In fact, the plan continues from
July to December 2015. Other specialties identified include neurology,

ophthalmology, psychiatry and dermatology . . .

17



In addition to the work on medical specialties, separate work on a
general medical workforce review that is focused on informing the
number of medical undergraduates is continuing. The regional
workforce planning group met on Monday of this week, 22 June, and
considered the emerging need for workforce reviews relating to allied
health professions, paramedics and the range of dental professionals.
They will be scoped and built into our programme of work. However,
we need to be absolutely clear that we will looking at them through
both a professional and a programme-of-care approach, informed by
the domiciliary care experience, all with a view to progressing and
furthering the aims of TYC. For completeness, | should mention that a
comprehensive and robust workforce review of nursing and midwifery
has been completed. Work continues on implementing the various

phases of normative nursing . . .” (Appendix 1)

56.While the Department stated that the RWPG was attempting to

combine both a professional and programme of care approach to
workforce reviews, some organisations expressed concerns that it was
still taking too much of a silo-based approach. For example, the Allied
Health Professions Federation NI (AHPFNI) took the view that the
Department needs to be more innovative in terms of developing

different models of care. The organisation stated that currently

approximately 30% of GP appointments are for musculoskeletal issues.

If self — referral was brought in across Northern Ireland, these patients
could be dealt with directly by a physiotherapist, hence freeing up GP
time. Logically, this could mean that the same/fewer number of GPs
would be required. In terms of workforce planning, this requires more
physiotherapists to deal with the pressure on GP services, rather than
providing more GPs through more GP training places. However, the
AHPFNI pointed out that this would require a real transformation in
terms of how care is delivered, which they do not see as happening at

the moment.
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57.In a similar vein, the Northern Ireland Association of Social Workers
(NIASW) advised that at present social workers are carrying excessive
caseloads. Additional capacity could be found, not through necessarily
more social workers, but by freeing up social workers’ time by providing
more administrative staff to deal with the required paperwork. Again,
the requires a strategic approach to service delivery which looks
beyond just social workers and considers the number and type of

administrative staff needed as part of the service model.

58.However, the Committee did acknowledge that the Department could
provide examples were workforce solutions were being considered
beyond traditional professional boundaries. At the evidence session on
24 June 2015 the Department advised:

“. .. the Belfast Trust will utilise some resources that would otherwise
have been used to pay for locum cover to pilot a small number of PAs
[physicians associate] in the emergency department setting. We have
also discussed with the Northern Ireland General Practitioners
Committee (NIGPC) how we can test the added value of such a role in
the primary care setting in Northern Ireland to help address the
workforce issues that have been flagged up by the GP workforce
review. Alongside that, we are seeking to expand the number of
advanced nurse practitioners, as a further opportunity for those who
want to develop their skills and expertise, while at the same time
helping to address areas that have been traditionally hard to fill”.
(Appendix 1)

59.In relation to the Department’s general approach to workforce planning, the
Committee was concerned that it appears to be heavily focused on the staff
employed by the HSC Trusts, and on GPs as doctors, and less focused on the
private/independent sector in terms of nursing and residential homes, day-

care, domiciliary care and the support staff in GP practices. This is despite the
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fact that the Trusts often rely heavily on such services. The Royal College of
Nursing (RCN) made the point that a third of their members work in the
independent sector. However, in their view workforce planning in this sector is

inadequate:

“We live in an integrated health and social care system where the statutory
sector coexists with the independent and nursing home sector, GP practices,
private clinics and voluntary organisations, to provide health and social care
services for the people of Northern Ireland. These areas of practice do not
exist in parallel universes. They are simply part of the same system.
Workforce planning for nursing must address, in particular, the needs of the
nursing-home sector and GP practices, as well as those of our hospitals,

health centres and community services.” (Appendix 1)

60. The RCN advised that there are significant nursing vacancies in private
nursing homes, and issues of staff being “poached” from this sector by the
Trusts, who can offer better terms and conditions. Therefore, in terms of the
nursing workforce, at this stage the Department’s workforce planning

approach does not appear to go beyond those nurses employed by the Trusts.

61. Similar concerns were expressed in terms of General Practice. The British
Medical Association (BMA) and the Royal College of General Practitioners
(RCGP) highlighted their concern over the number of GPs working in Northern
Ireland, and the provision of GP training places. The RCGP stated:

“In Northern Ireland, we have the lowest number of GPs per head of the
population in the United Kingdom at 6-4 per 10,000; the oldest GP workforce,
with 24% of our GPs over the age of 65; and an ageing practice nurse
population. Insufficient numbers of young doctors are being trained as general
practitioners, and, in addition, we have real problems in the retention of GPs.
There have been three workforce reviews since 2006, with each highlighting
the need to increase the number of GPs. It is with dismay that the college
notes that there has been no action taken on the recommendation in these
reviews. Each one has highlighted the urgent need to increase the number of

general practitioners in the workforce.” (Appendix 1)



62. Unlike the nursing workforce within the private sector, the Department has
taken a more pro-active approach to workforce planning for GPs, and
numerous workforce reviews have been commissioned and published over the
years. The latest review has resulted in an interim report recommending that
the number of GP training places be increased to 111 phased over 4 years,
with an initial target to increase the number by 15 by August 2015. However, in
a letter dated 29 April 2015, the Department advised that it has not taken a
decision on this issue, pending clarity on the financial situation for 2015/2016
(Appendix 3). A subsequent letter dated 12 August 2015 stated that a bid for
15 additional GP places had been made under the June monitoring round, the

outcome of which is not yet known (Appendix 3).

63.1n terms of social care, there are over 500 different employers across Northern
Ireland — the Trusts, private providers and the voluntary sector. The Northern
Ireland Social Care Council (NISCC) was asked by the Committee who was
responsible for ensuring an adequate supply of social care workers in the
independent sectors. The NISCC did not own responsibility for this and
explained that their focus was on the regulation of the workforce. The
Committee acknowledges that the RWPG has included representatives from
the independent sector on the project group for the workforce review of
domiciliary care. However, it is not apparent whether the Department routinely
collects data on the social care and indeed nursing workforce based in the

private sector.

64.1n relation to the size of the overall nursing workforce, the Royal College of
Nursing advised the Committee that current staff shortages meant that patient
safety was at risk. Representatives explained:
“There is certainly evidence of real concerns that patient safety is at risk. We
hear that very often. Whether it is to do with staffing levels in wards, or even in
community settings, we see in reports, particularly in the community, that
caseloads are increasing significantly. The acuity — the dependency and

needs of the patient — has increased significantly in the community. Nurses



are rushing in and out of patients' houses to make sure that they can see all of

their patients. They identify that as a major risk” (Appendix 1).

65. The Royal College of Nursing was critical of the fact that regional
initiatives to establish normative nurse staffing ranges, driven by the
Department and the Chief Nursing Officer, were not being taken
forward in 2015-2016 as envisioned, because the funding had not been
allocated to this work. Representatives stated:
“Phase 1 is to find safe nurse staffing ranges for acute medical and surgical
settings. The previous Minister announced the establishment of the framework
for these areas of practice in 2014. Phase 2 is intended to cover emergency
departments and phase 3, community settings. However, the Northern Ireland
Budget 2015-16 paper states that no funding is available to support work on
subsequent phases of normative staffing. The RCN believes that this is
unacceptable. The development of safe nurse staffing levels across health and
social care is not an optional extra to be pursued as and when resources and
other priorities permit: it is a matter of fundamental public safety that must be

implemented fully and as a matter of urgency” (Appendix 1).

66. The Committee questioned the Royal College of Nursing on the actions
required to address staff shortages, and it was told:
“One of the first things that needs to be done is that the number of pre-
registration places needs to be increased. In particular, we certainly
need significant investment in post-registration education support for
nursing staff to undertake these programmes, whether they are in
specialist practice or other advanced practice programmes, to allow for
some of these changes to take place. We absolutely need normative
staffing, or safe staffing, levels implemented as soon as possible. We
need phases 2 and 3 of that to be carried out and supported. It must be
not just a paper exercise; we need the funding to follow. The nursing
profession is saying, very clearly, that a certain level of staffing is
required to provide safe and effective care for patients, so there is an

obligation to fund and resource that need. We appreciate that it will not



happen overnight, but we want a commitment that it will happen’.
(Appendix 1)

Recommendations/findings

67.The Committee welcomes the establishment of the Regional Workforce
Planning Group and believes it has a key role in the implementation of
Transforming Your Care. However, given that the Group was set up in
August 2012, the Committee would have expected the Regional
Workforce Planning Framework to have been produced earlier than April
2015.

68.The Committee welcomes the workforce review of domiciliary care, and
awaits with interest its findings. However, the Committee believes that
the Regional Workforce Planning Group should be taking a wider-
approach to workforce planning at all levels, and making strenuous
efforts to avoid “silo-based” approaches which focus primarily on

staffing groups rather than meeting the needs of patients.

69. The Committee is concerned that the Regional Workforce Planning
Group is not taking sufficient cognisance of the workforce needs within
the private/independent sector — particularly in terms of the nursing and
social care staff required for nursing and residential homes, day-care
and domiciliary care. As a starting point, it should endeavour to capture
data on that workforce and engage with the key stakeholders in that

sector.

70.The Committee is concerned that while a number of successive reviews
have recommended an increase in GP training places, this has not been
implemented by the Department. The Committee recommends that the
Department implements the recommendation of the most recent review

to recruit an additional 15 GP training places.
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71.The Committee recommends that the Department considers how primary
care services can be reconfigured across a range of health and social
care professionals, to deal with the increasing demands for GP

appointments.

72.The Committee is concerned that the regional initiatives on normative
nurse staffing having not been completed or implemented, and the
potential impact this may have on patient safety. The Committee
recommends that the Department implements the findings of Phase 1
and progresses the reviews necessary for Phases 2 and 3 on an urgent

basis.

Projected size of the workforce

73.The public consultation document on Transforming Your Care had stated that
a reduction of 3% of the workforce, representing 1,620 staff would be required
for implementation. However, during the evidence session with the
Department on 24 March 2015, the Regional Workforce Planning Group
(RWPG) advised the Committee that the 3% had only been a working
assumption at that time. It had been produced by the Health and Social Care
Board (HSCB), however, the Department could not provide details of how the
figure had ever been calculated. The Committee further wrote to the
Department on two occasions to ask how the 3% figure had been arrived at.
The response dated 29 April 2015 stated:

In the public consultation paper, published in 2012, on the proposed service
changes following consideration of the proposals set out in the TYC report
published in 2011, a working assumption was included on the possible impact
to the directly employed workforce. As the Committee has been previously
advised, this was not a target and was subject to change. It was based on
calculations and assumptions in relation to Voluntary Redundancy and
Voluntary Early Retirement as a result of potential changes to the required

Skills mix and services models, as well as taking account of natural wastage
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over the period. The document also said that it was likely that there would be a
growth of employment in the non-statutory sector. Going forward, no overall
target for either an increase or decrease is being set for the HSC workforce as

that would be arbitrary and would serve no useful purpose. (Appendix 3)

74.The Committee also questioned the RWPG on the same issue during the
evidence session on 24 June 2015 and the HSCB stated then that the 3%
assumption was perhaps:
“Straightforwardly, | do not know where the figure of 3% came from. | think that
perhaps . . . it was intended to signal a direction of travel that our default
position going forward has to be that, where it is appropriate, safe and cost-
effective to deliver care near to someone's home, that is exactly what we do.
Where it is appropriate, safe and cost-effective to deliver care in an
ambulatory setting rather than admitting someone to hospital that is what we
do. To give a flavour of what that might look like, the figure of 3% was arrived

at.” (Appendix 1)

75.When the Committee posed the question of whether a 3% reduction of the
workforce was feasible or realistic to the professional bodies which gave
evidence as part of the review, the unanimous opinion was that it was neither.

For example, the trade unions stated:

“You [the Committee] quoted the —3% staffing figure. We support the PHA
view that the growth in demand is exponential and that, therefore, that figure
cannot be credible. In particular, | highlight mental health and the King's Fund
analysis that shows 50% underfunding. The latest figures that we have seen
show a 25% higher presentation rate than in England. With figures like that,
the original quoted cost of —3% in staffing numbers cannot be achieved. The

best you can do is to try to contain growth.” (Appendix 1)

76.In relation to a voluntary exit scheme, the Committee has heard very little
evidence as to how such a scheme would fit in with workforce planning. The
Committee wrote to the Department to query this issue. The Department
advised in a letter dated 29 April 2014:



“In common with all other parts of the public sector, work is ongoing to develop
a voluntary exit scheme (VES) specifically for the HSC in order to contribute to
the delivery of organisational savings plans and a bid for funding will be made

to the Public Sector Transformation Fund. It is expected that the impact on

front line staff will be minimal.” (Appendix 3)

77.1n the Committee’s view this provides little clarity on if and how any voluntary
exit scheme will be managed so that it is aligned with the shape of the

workforce required to implement Transforming Your Care.

78.During the evidence session on 24 June 2015 with the RWPG, the
Committee further questioned whether a voluntary redundancy scheme

is being factored into workforce planning. The Department answered:

“The Minister has approved a voluntary exit scheme for HSC, and a bid
for funding has been submitted to the public sector transformation fund.
Being able to proceed with that, however, will be entirely dependent on
securing funding. The trusts have carried out modelling of who may be
able to avail themselves of the scheme in parallel with, and in order to
implement, their savings plans. They have looked at areas where
savings are required, and they will offer the opportunity for voluntary
exit in those areas, if funding is secured . . . Workforce planning, in the
round, has to take account of that, but that will proceed in relation to

implementing their savings plans.” (Appendix 1)

79.Again this response appears to take little account of workforce planning
in a strategic context, and very much focuses on making changes to
the workforce by means of voluntary exit in order to meet financial

targets.

Recommendations/findings

80.The Committee welcomes the fact that the Department is not

working towards a 3% reduction in staffing as a target required to



implement Transforming Your Care, given the increasing growth
in demand for services over recent years. However, the
Committee finds it somewhat surprising that the Department was
not able to advise exactly how and why this figure was ever
contained within the public consultation document on

Transforming Your Care Review.

81.The Committee recommends that the Department produces an
estimation of the percentage increase or decrease in the size of

the workforce required to implement Transforming Your Care.

82.The Committee is concerned that proposals for a voluntary exit
scheme with the HSC are not being strategically aligned with the
proposals being developed by the Regional Workforce Planning
Group. The Committee recommends that the Department urgently
engages with the Regional Workforce Planning Group on this

matter.

The role of the Regional Workforce Planning Group and its engagement

with key stakeholders

83.0ne of the aims of the Committee’s review was to examine the Department’s
approach to involving staff, professional bodies and staff side organisations on
workforce planning in support of the implementation of Transforming Your
Care (TYC).

84.As stated earlier, the Regional Workforce Planning Group (RWPG) was
established in August 2012 by the Department, to consider the implications of
TYC for the workforce and ensure that this was appropriately reflected in the
workforce planning programme. The RWPG is chaired by a senior
departmental official and its membership comprises departmental officials, the
HR Directors of the six HSC Trusts and of Business Services Organisation,

and representatives from the Health and Social Care Board, Public Health
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Agency, and the Northern Ireland Social Care Council (NISCC) (Ministerial
letter dated 13 April 2015, Appendix 3).

85.As the name suggests, the RWPG is responsible for taking forward workforce
planning on a regional level. Since its formation is has undertaken a range of
work at this level, including commissioning “Skills for Health” to carry out both
an assessment of the workforce planning capacity and capability across the
HSC, and a training programme for HSC staff to raise awareness of workforce
planning. The RWPG has also developed a Regional Workforce Planning
Framework to define the roles and responsibilities for each of the HSC
stakeholders in the workforce planning process. Other work streams under the
auspices of the RWPG include overseeing a range of uni-professional
workforce reviews, as well as the pilot project to undertake a review of the

workforce required to provide domiciliary care for older people.

86.During the course of the review the Committee took evidence from a range of
professional bodies. Only one of these bodies — the NISCC — was represented
on the RWPG. The remainder of the professional bodies have not been
included on the RWPG to date, and they all expressed disappointment at that
fact. For example, the Allied Health Professions Federation Northern Ireland

told the Committee:

“We, representing the professional bodies of the third largest clinical
workforce, which is what AHPs are, really want to be part of that support and
engagement in the strategic workforce planning. We have the data on our
members. We have the innovation from across not only the UK but the world.
We can share best practice and the evidence in order to speed up some of
this innovation. The issue is that we are not looking at something that is going
to happen in the future and that we can start planning for and take our time
with. This is happening now, and we have solutions now, if the professional

bodies could be engaged”. (Appendix 1)

87.The Royal College of Nursing made a similar point:



“The RCN is surprised and disappointed that a group of that nature,
which specifically purports to include membership from across the
wider HSC, could exclude the organisation representing the largest

professional group within the HSC”. (Appendix 1)

88. The trade unions expressed their disappointment at being excluded

from the RWPG in the following terms:

“We have serious concerns about the process for the workforce
planning developments to date. Some two years ago, we raised the
issue of workforce planning and were advised by the Department of
Health, Social Services and Public Safety (DHSSPS) that the only
workforce planning taking place was as part of Transforming Your Care
(TYC). We were then informed a little later that there was an initiative at
departmental level to do with workforce planning structure that would
address the tools required for workforce planning and that there was no
space or opportunity for us to be involved. We were advised that it was
not relevant to us. We have arrived at a point at which a workforce
planning structure has been established: the regional workforce
planning group (RWPG). We have not been invited. We have had sight
of some paperwork. There was a consultation document in September,
and we had sight of the evidence presented to you in March this year,

but we have not been invited in”. (Appendix 1)

89. The Committee subsequently raised the concerns of the professional
bodies and the trade unions with the Department. The Department
advised that it believed it was important to keep the membership of the
RWPG to a smaller number in order for its meetings to be manageable,
but that there was room was a wider range of stakeholders to become

involved in particular workforce reviews:



90.

91

“We had a conversation about the membership of that group when we
completed the work on the framework. We felt that we needed to make
sure that we had an inclusive process, because we absolutely
recognise the value of those stakeholders in the workforce planning
process. However, we need a system and a structure that is
manageable and in which we can, in practical terms, facilitate meetings

that are meaningful. That in itself provides an inherent tension.

At the minute, the proposal is that we have a fairly tightly subscribed
regional workforce planning group but a wider stakeholder engagement
group . . . The structure that we envisage involves key stakeholders
who have a direct interest in particular workforce reviews and are very

closely involved in the steering of those workforce reviews”. (Appendix

7)

However, the Department did recognise that its approach to the membership

of the RWPG may need to be reviewed at a later date:

“That is the model that we are working through. If that model does not work,
and people feel that they do not have the level of engagement that they want, |
am quite happy to review it and to look at how best we can engage people, but
my priority is to have a model that is manageable, fit for purpose and does the

job” (Appendix 1)

.While the Committee accepts that the membership of the RWPG may have

originally been drawn up with the pragmatics of conducting meetings in mind,
it is clear that the absence of the professional bodies and the trade unions has
resulted in these organisations feeling excluded from workforce planning at a
regional level. It has also meant that these organisations, representing a vast
number of staff within the HSC, are not fully aware of the direction which
workforce planning is taking in terms of the implementation of TYC. For

example, the trade unions expressed this view:
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“. .. in reality, workforce planning is very much focussed on the immediate
needs of the Trusts and maybe dealing with issues like vacancy control rather

than strategic overview planning for the medium to long term.” (Appendix 1)

92.This ties in with a finding of the “Skills for Health” report commissioned by the
RWPG, which identified that workforce planning is seen by those who work in
the service as being reactive, short-term and focused on efficiencies and
savings, rather than on future service development. Given that the RWPG
were made aware of this perception, in the Committee’s view it is
disappointing that they have not done more to ensure that key stakeholders
are aware of the strategic and regional approach they are aiming to take to

workforce planning.

93.The Committee also considered the issue of the profile of the RWPG and the
priority which workforce planning is accorded within the Department. It was
clear from the evidence received from the Scottish Government, that
workforce planning has a significant status within the health service. The

Director of Health Workforce advised the Committee:

“The profile is extremely high. It is demonstrating Government's commitment
to sustainable health services, so it comes in for a great deal of public scrutiny,
media scrutiny and so on, as well. It runs alongside certain other of our
commitments about supporting our workforce in an appropriate way to adapt
to change and making sure that they are invested in in the appropriate ways
through training. Workforce planning is as high profile as it gets. As the
director for workforce, which is everything from how many people we allow into
med school in the first place to paying for pensions and everything else,
including uniforms and standards of conduct, | would certainly put workforce
planning at the top of my job description in terms of the things that we
absolutely have to get right”. (Appendix 1)

94.The Committee also learned that in Scotland, the Department requires the 22

Boards to produce a local delivery plan on an annual basis. This has been a



statutory requirement since 2005, and the annual plan must cover workforce

planning. Scottish officials advised:

“In the course of that local delivery process, which includes workforce
planning, we will go through with the board all of the issues of concern that
they may have, development plans and, essentially, their plan for ensuring the
sustainability and the delivery of that service . . . Regarding the practice
around that, it is mandatory that boards have to provide us with workforce
plans. That has been mandatory for around 10 years now . . . We play a
monitoring role within the Scottish Government in terms of our requirements
on boards to provide workforce plans, and also three-year projections. Part of
that is around the local service planning process, which they are required to
fulfil by the Scottish Government. Workforce planning is integral to all of that”.
(Appendix 1)

95.The Committee asked the Department whether the Health and Social Care
Board (HSCB) was required to produce an annual workforce plan as part of
the annual commissioning plan. The Department stated that this was not a

requirement and added:

“It is an interesting idea. With the extent to which the work is developing, and
as service models are changing all the time, an annual workforce plan would
be just a snapshot of what is required at that particular time. Again, it is
questionable whether the work to invest in describing what is happening is
worth it”. (Appendix 1)

96. While the Committee accepts that the production of an annual workforce plan
by the HSCB would require additional time and effort, the fact that it is not
required may point to the relatively low status which workforce planning has

traditionally been accorded within the HSC.

97.The Committee also noted the difference in approach between the Scottish

Government and the RWPG in Northern Ireland, in terms of the length of their



planning frameworks. Scottish officials advised that they tended to approach

workforce planning from a 15- 20 year perspective:

“Essentially, we are planting the seeds for the whole of Scotland to harvest.
We have not necessatrily relied on boards anticipating some of these things.
Government has a legitimate place in the 15-year or 20-year planning time
frames for that workforce. It is probably a place that only government can have
... On occasions, we have looked at the information we are getting from our
profiling and have said that the boards are not looking far enough ahead. For
example, we have seen a significant expansion in consultancy in emergency
medicine in Scotland. We have been able to do that because, essentially, we
took a view a few years ago that we were going to need more consultants in

emergency medicine”. (Appendix 1)

98.1In contrast the RWPG told the Committee that its planning is limited to a five
year window:
“Any of the workforce reviews that we do, such as that on domiciliary care, will
have a five-year horizon. We look to a five-year plan, because we think that
one for any longer than that is looking too far in advance to be able to plan for.
What might the demography and the situation at the time be? . . . Five years
tends to be the optimum period in which to create the opportunity for lead-in
times and for training to be able to impact on the workforce. It does need to be

done over that horizon”. (Appendix 1)

99.While the health and social care sectors may be organised differently in
Northern Ireland and Scotland, it is of concern that the Department is not
looking further than five years ahead in terms of workforce planning. The
Committee believes that projections around population needs can be modelled
across a longer time period. Furthermore, given that some health
professionals, including doctors, take significantly longer than five years to
complete their training, it would seem sensible to look at workforce planning

across a longer period, in the way that happens in Scotland.



Recommendations/findings

100. The Department should review the membership of the
Regional Workforce Planning Group, and consider how it can be
made more inclusive of staff side and professional bodies. It
should also look at other ways of communicating and engaging
with staff side and professional bodies to ensure that
organisations are aware of the direction of travel for workforce

planning at a regional level.

101. The Committee recommends that the Department requires
the Health and Social Care Board to produce an annual workforce

plan, as part of the annual Commissioning Plan.

102. The Department should consider taking a longer-term
approach to workforce planning than the current five-year
horizon. It may be helpful for it to engage with other jurisdictions,
for example, Scotland, in terms of understanding the merits and
challenges involved in taking a longer- term view. The Department
also needs to ensure that the timeframes for workforce planning
are integrated with the timeframe for the implementation of

Transforming Your Care.

Strateqgic approach to recruitment and retention

103. Many of the organisations from whom the Committee received
evidence were of the view that the recruitment and retention of staff is
an issue across the health and social care sector in Northern Ireland.
Some professions or specialities and some geographical areas

experience more difficulties than others.
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104. One area where recruitment and retention seems to be of major

105.

106.

107.

concern is in General Practice. During their evidence session on 15
April, the RCGP and BMA stated:

“As you are aware, we have a serious crisis emerging in the GP
workforce that can no longer be ignored. Morale is at an all-time low. In
Northern Ireland, we have the lowest number of GPs per head of the
population in the United Kingdom at 6-4 per 10,000, the oldest GP
workforce, with 24% of our GPs over the age of 55; and an ageing
practice nurse population. Insufficient numbers of young doctors are
being trained as general practitioners, and, in addition, we have real

problems in the retention of GPs.” (Appendix 1)

There are also problems in terms of recruiting staff to particular
medical specialities in the hospital environment. The Western HSC

Trust told the Committee:

“One of our biggest challenges is our medical workforce, and the

Department is very aware of the issues that we have there”. (Appendix

1)

Similarly the Belfast Trust stated:

“We have a number of medical posts that, probably in common with all
five provider trusts, are hard to fill; for example, consultants in
emergency medicine or consultant surgeons. Particularly with
specialisation now, it is no longer just a general surgeon that you are
looking for but a breast surgeon, gastroenterologist, radiologist,

urologist or dermatologist”. (Appendix 1)

The Royal College of Nursing also highlighted recruitment and
retention issues in the nursing profession and stated that 20-30% of
student nurses who qualify in Northern Ireland do not end up working
here. However, they also made an interesting point that culturally, it has



108.

109.

110.

become the norm for young nurses and doctors to work abroad for a
number of years and then return to Northern Ireland. In their view, this

needs to be considered in the broader approach to workforce planning.

The Committee wished to explore the options for both recruiting staff in

the first place, and retaining those staff once they were in post.

It was the unanimous view amongst organisations that penalties should
not be used to solve recruitment and retention issues - for example,
tying someone to a work contract and enforcing penalties if the contract
is broken. The HSC Trusts also stated that contracts banning
someone from leaving a job can be very difficult to enforce. The
Western Trust stated:

“We had that type of contract for clinical psychologists a number of
years ago. The difficulty is that it is quite hard to enforce. These people
have gone through specialist training, and if their life circumstance
change, if they marry someone and that person, through their job, has
to live in a different country, it is very hard for any employer to say that
they need to stay here. Legally, it is hard to enforce. Even if you had

that condition, it may be hard to make it stick”. (Appendix 1)

However, there was openness to the idea of the use of incentives. The
Belfast Trust provided an example of circumstances in which they had
used financial incentives on a short-term basis to recruit in a particular

speciality:

“l can quote an example that we used some years ago where we had
real difficulty in a specialty in the Belfast Trust. We introduced a very
highly specialised service, unique only to the Belfast Trust, and we
brought forward a requirement for recruitment and retention premia. A
case was made to the Department, which was ultimately approved by
the Department of Finance and Personnel. For a time-limited period,
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111.

112.

we were able to offer those premia to attract the right people to the
service and to retain them. That meant that stability was brought to a
service that was so unique that it was going to have to stop being

provided by the National Health Service”. (Appendix 1)

However, the Trusts did recognise that recruitment and retention was

not just about financial packages. The Belfast Trust explained:

“ .. the solutions are multifactorial; sometimes, it is not simply all about
money. We need to do better to package what we have in Northern
Ireland and the educational facilities that we have, through Queen's
University, to offer research facilities. Sometimes, it is not just about
adding more money but about being able to put together a better
package to sell the idea of coming to work and live in Northern Ireland”.
(Appendix 4)

The BMA and RCGPs suggested that debt-relief for student loans
should be considered as a possible incentive for hard to fill medical
posts. The RCGPs advised:

“Medical students now come out of university with very substantial
loans — £60,000 plus — and if there were some measure of debt
forgiveness then, to me, that would seem to be a very positive thing.
There are things you could do that are not restraints but are positive
and would help the situation . . . If incentives were to be used — golden
handshakes, handcuffs or whatever — we should look at areas that are
under-doctored and where there are real problems. One of the areas to
highlight is rural general practice. That is true throughout the United
Kingdom and Ireland where rural areas tend to be un-doctored, and
there are other areas where there are high levels of health inequality. |
think that incentivising young doctors into areas where there is a lack of
doctors or where there is a high degree of need may be of benefit”

(Appendix 1).



113.

114.

115.

One of the consequences of an inability to recruit and retain staff is
over-reliance on the use of locum and agency staff. The use of such
staff is associated with high costs, and in some instances, a lack of
stability in a particular work area. The British Medical Association told

the Committee:

“It is easy to see the consequences of ineffective workforce planning.
Members will be well aware of, and have commented on, the resources
that have been spent on locums in secondary care to fill gaps. The
BMA believes that an over-reliance on locums is a very clear
consequence of the failures of planning and implementation to date.
That money could and should be more effectively spent on training a

sufficient number of doctors in necessary specialties” (Appendix 1).

The Committee also explored the issues of recruitment and retention
during its evidence session with officials from the Scottish Government.
In Scotland the approach is focused on making the working
environment in the healthcare system attractive so that people want to
work there, rather than using monetary incentives to attract healthcare
workers. Some other interesting ways in which Scotland has
addressed specific recruitment problems include the use of a salaried
GP model to in rural areas, and “fellowship programmes” whereby a
doctor works between a rural hospital and a centre of excellence

attached to one of the universities or a large urban hospital.

The fellowship programmes developed because the Scottish
Government was having difficulties finding hospital specialists willing to
work in district area hospitals. While there were doctors who wanted to
be in a rural setting, they did not want to lose the experience and other
links that come with working in a large hospital. Therefore, a model of

mentoring and educational/fellowship links was developed in these
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117.

118.

circumstances, which has been successful in terms of recruiting

doctors to rural hospitals.

The Committee also learned that in Scotland, they have begun a
process to look at how GP contracts can be more closely aligned to
meet their specific needs, rather than being a general contract across

four jurisdictions.

Officials from the Scottish Government advised:

“The Scottish Government have a slightly different position on GP
contracts, in that they were negotiated with a view that there would be
a two-year window to allow us to look at and review service redesign.
My colleagues in primary care work very closely with the GPs and | am
just in the foothills of starting to think about what a GP contract in
Scotland might look like . . . We have tried to get ourselves into a
position where we are having some very positive early discussions
about how a GP contract needs to reflect the reality of how GP services
are delivered in Scotland. That is not the same as the way that they are
delivered in Westminster, Kensington or wherever. We have to have a

contract that reflects the nature of the practice here” (Appendix 1).

The Committee was keen to establish what the DHSSPS’s approach to
retention and recruitment was, and whether they have developed any
regional policies, over and above the work which HSC Trusts are doing

at a local level.

The Department advised at the evidence session on 24 June 2015 that

it had commissioned work internally to consider the issues:

“However, we have recently been discussing what we can do to
address our "leaky bucket" situation, which is how the chief executive
of Health Education England (HEE) described the situation whereby
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1109.

the NHS, or Health and Social Care (HSC) in our case, trains people at
huge expense only to lose them to other countries. We commissioned
some work internally that looked at how other countries incentivise the
recruitment and retention of medical staff. The work looked at issues
such as work-life balance and the possibility of introducing more
downtime between shifts and providing childcare discounts. It looked at
work-related incentives; for example, enhanced periods of study leave
or extended leave to undertake further training after a period of time,
such as five years. It also looked at staff recognition incentives, such
as mentoring or the awarding of extra leave for a completed project;
regional incentives, such as bonding schemes, whereby fees are paid
off for every year worked in the health service; and recruit-and-retain
initiatives, including finding ways in which to support spouses or
partners to find work, childcare or schools and strengthening urban and
rural links to minimise rural isolation. We now need to consider those
ideas and decide what we can apply or adapt for use here. Of course,
although our initial focus has been on the hard-to-fill medical posts,
there is nothing to stop us applying the same principles to any and all

disciplines”. (Appendix 1)

The Committee asked the Department whether it intended to apply any
of the approaches taken to recruitment and retention which other

countries, such as Scotland, have used. The Department advised:

“We have been looking more generally at hard-to-fill medical posts to
see what other countries are doing to attract and keep people. This is a
problem the world over, so it is not unique to Northern Ireland, but other
countries have come up with other ways that are connected not to
salary levels but to other things. By and large, those crystallise around
additional leave. What highly qualified and skilled people in stressful
Jobs probably want most of all is time. They want extra time between
shifts, extra leave and extra-long service leave if, for example, they

have worked for a long time. We have gathered that from the
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121.

information.

A European study that looked at this issue is about to publish later this
month or early next month. We await with interest what it recommends
as successful mechanisms to be able to retain and recruit staff. We are

very keen to look at it.

There is a cost, so we have to be mindful of that. Even if we are saying
that this is not about increasing salary levels, there is a cost to
everything that we would do, including giving people time off; that time
has to be filled in some way. It will not be easy, but it must be better
than the current situation in which we have vacancies and locum

spend. It is about the better use of that money.” (Appendix 1)

In terms of the specific suggestion around debt-relief for hard-to-fill

medical posts, the Department’s position was:

“That is like a bonding scheme. That approach is certainly being looked
at in other areas. We are open to looking at it as a way of helping to
prevent people who have been trained here from leaving. Obviously,
we cannot ever prevent people leaving — there is free movement;
people have to be able to leave — but we can incentivise them by
saying that we will start to pay off student debt for every year that they
stay. We need to explore that proposal alongside a range of other

things and come to a view” (Appendix 1).

While the Department stated that it was “open” to considering a range
of initiatives and policies which have been used in other countries, it
did not seem to have developed a clear view on which approaches
might work best in Northern Ireland. Furthermore, there was no
mention of any timescale or plan for implementing any of these

measures, even as pilots.
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Recommendations/findings

122. It is widely acknowledged that recruitment and retention is a
problem in certain sectors of the health and social care workforce.
While it is welcome that the Department is open to considering
innovative approaches to address these issues, it is disappointing
that work to produce a clear policies had not been advanced
further. The Department should make the development of such
policies a priority in terms of its approach to workforce planning,

and move quickly to produce an action plan with clear timescales.

123. The Committee recommends that the Department engages in
discussions with the Scottish Government with a view to learning
more about the approach they are taking to renegotiating aspects
of GP contracts. The Committee believes that such an approach
may have merit in terms of dealing with the problems in relation to

the recruitment and retention of GPs in Northern Ireland.

124. The Committee recommends that the Regional Workforce Planning
Group examines the use of locum and agency staff, and develops
policies to prevent the availability of locum/agency work acting as a

barrier to permanent recruitment.
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The Chairperson (Ms Maeve McLaughlin): There was some confusion about timescales, so we will
get straight into it. In the interests of time, | ask members and witnesses to keep the evidence as
concise as possible.

With us are Heather Stevens, the director of workforce policy and chair of the regional workforce
planning group at the Department of Health, Social Services and Public Safety (DHSSPS); Dr Carolyn
Harper, a member of the regional workforce planning group at the Public Health Agency (PHA); and
Mr Damian McAlister, a member of the regional workforce planning group at the Belfast Health and
Social Care Trust. | hand over to you to make a presentation, and | will then open it up to members.

Ms Heather Stevens (Department of Health, Social Services and Public Safety): Thank you,
Chair, and good afternoon. We are grateful for the opportunity to provide evidence to assist your
review of workforce planning across Health and Social Care (HSC) in the context of Transforming
Your Care (TYC). | propose to highlight very briefly a few issues from the briefing paper that was
provided to give you an overview of the approach that has been taken to workforce planning across
the HSC.

TYC clearly has to be and, indeed, is a major driver of workforce planning. By the same token,
workforce planning is essential to the successful implementation of TYC. In recognition of that, three
TYC recommendations — 79, 95 and 97 — specifically relate to workforce planning. They deal with
ensuring that critical clinical staff are able to work in a way that supports the new arrangements, the
development of new workforce skills and roles to support the shift towards primary care and a more
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formal integration of workforce planning into the commissioning process to drive the financial
transformation.

In 2012, a regional workforce planning group was established, with members drawn from the board,
the PHA, the trusts, departmental professional leads and statisticians and others to take that work
forward. Initially, the work focused on a diagnostic exercise and the sector skills council, Skills for
Health, was commissioned to carry out an assessment of the capacity across the HSC to do workforce
planning. That resulted in a training programme being rolled out and a programme to raise awareness
of workforce planning issues. The diagnostic report, which was published in November 2013, also
recommended the development of an overarching framework that would clearly set out the roles and
responsibilities of each of the HSC stakeholders in the workforce planning process. Since taking up
my post last year, | have worked with colleagues to achieve a common understanding of what is
meant by an integrated approach and to process planning for a future workforce that not only
maintains safe staffing but supports the service transformation that is envisaged by TYC as necessary
to improving quality of care.

We are finalising the regional workforce planning framework, which sets out the relative roles of the
Department, the Health and Social Care Board (HSCB), the PHA and the trusts for the approval of the
respective organisations. In short, the draft framework establishes that it is the Department's
responsibility to set the vision; to ensure that a regional approach is taken; to provide regional
information and trends; to facilitate capacity building; and, crucially, to make decisions on the
commissioning of pre- and post-registration education and training as a logical conclusion to the
workforce planning process. It is the role of the board and the PHA as commissioners to determine
and agree the various models of service delivery, including the outworking of TYC; to challenge the
trusts and providers to ensure that they have identified their workforce needs to be able to deliver the
commissioned services; and to flag to the Department when intervention is needed on the supply side,
recognising, of course, that there is a lead time to making an impact on the workforce through training.
It is the role of the trusts to ensure that they have an appropriately skilled workforce in place; to
develop operational workforce plans to adapt to what is being required; and to make changes to their
workforce as required.

The framework is not just a paper exercise. We are determined that it will drive the practical
implementation of workforce planning at all levels across the HSC. We now want to test it.
Traditionally, the Department has commissioned or carried out a series of workforce reviews on a uni-
professional basis that looked at the dental workforce, the nursing workforce, the medical workforce
and so on. Whilst those are still tremendously valuable in informing education commissioning
decisions, and will be into the future, they understandably focus on the profession rather than the
patient. TYC rightly demands that the needs of patients should be at the centre of our planning
process, so we have decided to pilot a workforce review within a programme-of-care approach. The
initial focus will be on the domiciliary care service area in the older people programme of care. That
will enable us to look right across the range of roles and professions involved in delivering that service
and ensure that, on a regional level, we are looking at issues such as skills mix, training needs and the
numbers required to cope with a growing demographic. That work is just beginning to be scoped, and
an approach as to how it will be taken forward will be discussed at the next meeting of the regional
workforce planning group, which is due later this month. In the meantime, a number of uni-
professional workforce reviews are well advanced or are under way, some of which have been
separately commissioned such as those relating to medical specialties being led by Dr Harper, whilst
others are being taken forward as strands of other reviews — for example, the Department's imaging
review.

The uni-professional reviews are providing vital information and knowledge on the current size and
composition of the workforce, as well as projections to deliver the required services and to further the
implementation of TYC. The interim report we recently received on the workforce review of GPs, for
example, has given us a real insight into the workforce issues in that area, which is, of course, at the
heart of primary care.

My final point is that workforce planning is usually defined as the process of placing the right number
of people with the right skills, experiences and competencies in the right job at the right time. For the
HSC, with a workforce of approximately 62,500 individuals, that is a challenge, as it is for many
organisations, and it is an art as much as a science. Our aim is to match supply with demand closely,
but that is technically difficult, given the wide range of factors that can influence forecasting and the
complexity of changing the way in which services are delivered. We believe, however, that an
approach that provides absolute clarity about our respective roles and that combines uni-professional



regional reviews with a programme-of-care approach will help us to do that better, and we are
committed to doing that.

Chair, | hope that that is helpful by way of context. My colleagues and | are happy to expand further
and answer questions.

The Chairperson (Ms Maeve McLaughlin): Thank you, Heather. By way of context, how many
reviews are taking place?

Ms Stevens: We have a number of reviews. We have a general medical workforce review, which is
looking at the entirety of the medical workforce — specialisms and general medicine. That has a
longer horizon, and it is very much based on scenario planning. It is being taken forward by the
Centre for Workforce Intelligence, and its findings are expected later this year. We also have six
medical specialty workforce reviews under way, and we have findings from four of them already. We
have a nursing and midwifery review, which has reached the stage of being costed and will go to
public consultation. There is a workforce strand in unscheduled care, which is looking at a series of
issues to improve workforce planning in unscheduled care. Finally, we are about to start domiciliary
care and take forward an approach there, but that work has not begun; we are at the initial stages.

The Chairperson (Ms Maeve McLaughlin): So there are 10 reviews.

Ms Stevens: Yes, and a further series is planned on the medical speciality field over the next 12 to 18
months.

The Chairperson (Ms Maeve McLaughlin): So there are 10 reviews. | am trying to be positive about
this, but how much do they cost?

Ms Stevens: The general medical review that we commissioned from the Centre for Workforce
Intelligence is costing us £35,000, but the rest are being taken forward internally or by using a
partnership approach with other organisations.

The Chairperson (Ms Maeve McLaughlin): So there are 10 reviews, and one of them is costing
£35,000. Reviews take time, which means money.

Ms Stevens: Absolutely, but it is resource in terms of people's capacity in the organisations that are
involved in that process.

The Chairperson (Ms Maeve McLaughlin): With specialisms, are you convinced that that is the
correct approach?

Ms Stevens: There is a balance. In making hard decisions about how much we need to provide to
the Northern Ireland Medical and Dental Training Agency (NIMDTA) to train, for example, a consultant
radiologist, we need to know how many we need to train, because that is an expensive process.
Those uni-professional reviews are very valuable in helping us to make such commissioning
decisions.

The Chairperson (Ms Maeve McLaughlin): When did the first of the 10 reviews start?

Ms Stevens: Some of them started before | arrived in post. The nursing and midwifery review had
certainly started, as had the general medical workforce review. That was the middle of last year.

The Chairperson (Ms Maeve McLaughlin): Did any of them predate Transforming Your Care?

Ms Stevens: In this set of reviews, no. | understand, however, that, previously, from 2001, the
Department funded some 29 workforce reviews, and they will have certainly preceded Transforming
Your Care. There has been a history of uni-professional reviews from that point. The ones that | just
mentioned are all since TYC.

The Chairperson (Ms Maeve McLaughlin): If there were 29 workforce reviews prior to TYC, it would
be useful to get a sense of the impact or the recommendations that were taken forward as a result of
any of them.
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Ms Stevens: They will have influenced decisions at that time, but they will have dated from 2001 and
will have needed to be refreshed for an up-to-date picture of the service. If you remember, | said that
the initial point is to determine the model for service delivery, and the staffing structure follows that.
As service models change, the need for a workforce review changes.

The Chairperson (Ms Maeve McLaughlin): Do you not accept that your biggest service model
change was to have been Transforming Your Care?

Ms Stevens: Yes, absolutely.

The Chairperson (Ms Maeve McLaughlin): At that point, your focus, in advance of TYC being
implemented, should have been in place.

Ms Stevens: Sorry, | do not understand. We have information on what the workforce was in 2011.

The Chairperson (Ms Maeve McLaughlin): Do you have information about what the workforce
should be?

Ms Stevens: We have a series of reviews to tell us, and, as we get the information, we can act on it.

The Chairperson (Ms Maeve McLaughlin): Can you say, three years into the process, that we need
x amount of staff in x amount of sectors to implement TYC fully?

Ms Stevens: It is more complex than that because TYC is a very fluid arrangement. As services are
being considered and new services are developed that focus more on the community and on care
being provided at home, given that demand is growing, we cannot immediately turn off the tap on
services that are provided elsewhere. We can see that we have a growing demographic and a
growing need, so we have to look at it. You can take a workforce review as a snapshot in time.

The Chairperson (Ms Maeve McLaughlin): | do not accept that TYC is fluid. TYC was the policy
context that we all signed up to, as was the shift of the £83 million. | suggest, therefore, that it would
not have been rocket science, when TYC was only an idea, to do your workforce planning and ask
what we needed to do to shift the £83 million and to shift the focus from acute care to community or
primary care and what front-line staff, GPs and consultants we need. We should not be doing it two
years into a process.

Ms Stevens: Carolyn wants to come in. The starting point is to determine what your models for
service delivery are. That process is under way through the establishment of integrated care
partnerships (ICPs) and the work to determine what elements of care can be transferred. The
workforce then flows from that. Until you have models of care, you cannot determine what your
workforce is.

The Chairperson (Ms Maeve McLaughlin): We had 29 reviews, and you are suggesting that they
should have informed that.

Ms Stevens: We had 29 reviews including a workforce review in 2001 and another review of the
dental workforce. There will have been one review in 2001, another in 2004 or 2005 and maybe
another in 2008. They have to be refreshed. There may have been 29, but they will be outdated. At
least one third of them will have been superseded by subsequent workforce reviews.

The Chairperson (Ms Maeve McLaughlin): Are we learning from them?
Ms Stevens: Yes, all the time.
The Chairperson (Ms Maeve McLaughlin): You referred to Skills for Health. What is that?

Ms Stevens: Skills for Health is the sector skills council for the health and social care sector. Its remit
is to look at the skills needs of the various occupations and roles that make up the health workforce. It
is a UK-wide organisation, so we can approach it to do specific work for us. We have a service level
agreement with it and are talking to it about capacity building for workforce planning. It helped us in
the initial stages of devising our framework.



The Chairperson (Ms Maeve McLaughlin): So Skills for Health published a diagnostic report in
November 2013.

Ms Stevens: Yes; it was on capacity building.

The Chairperson (Ms Maeve McLaughlin): For clarification: where was that report published? Was
it circulated? Who was it circulated to? How much did it cost?

Ms Stevens: | would need to get the information on that.

The Chairperson (Ms Maeve McLaughlin): Was it published?

Ms Stevens: It will have been published.

The Chairperson (Ms Maeve McLaughlin): Was it on the Department's website?

Ms Stevens: | would need to check, but the document is certainly available for public scrutiny.
The Chairperson (Ms Maeve McLaughlin): Will you clarify that, Heather, and come back to me?
Ms Stevens: Yes.

The Chairperson (Ms Maeve McLaughlin): The paper also states that the framework is now at its
final draft stage. Just so that | am clear, does that mean that it took 16 months from the publication of
the report to come up with a framework? Is that a good rate to be progressing at?

Ms Stevens: That work started alongside capacity building work and the roll-out of a training
programme that also came from the diagnostic report. In addition, the regional workforce planning
group oversaw the commissioning of additional uni-professional reviews. That strand of work was
proceeding alongside the other pieces of work. It started before | arrived in post, so that would have
been before the summer of last year.

The Chairperson (Ms Maeve McLaughlin): Do we now have a timeline for that framework?

Ms Stevens: Itis at final draft stage. We are testing it now.

The Chairperson (Ms Maeve McLaughlin): When will we have an opportunity to feed into it?

Ms Stevens: We will get it approved in the Department, and we can send it to you.

The Chairperson (Ms Maeve McLaughlin): Are we talking months? Are we talking weeks?

Ms Stevens: Weeks.

The Chairperson (Ms Maeve McLaughlin): It will come to the —

Ms Stevens: It needs to be tested. We consider it to be a living document, and we want to test it as
we take forward the domiciliary workforce review on a programme-of-care basis. That is a new

approach, so it may require the framework to be refined.

The Chairperson (Ms Maeve McLaughlin): So we are talking weeks, and it will be shared with the
Committee.

Transforming Your Care very clearly stated that a reduction of 3% of the workforce — 1,620 staff, to
be exact — would be required for implementation. How was that 3% figure reached?

Ms Stevens: | cannot give you a clear answer to that. Itis not a departmental assumption; the
assumption was made by the Health and Social Care Board, which was developing Transforming Your
Care. As a best estimate, it will have been developed as a result of looking at the amount of money



that was intended to be shifted, and a calculation was then done on the pay bill. That is my estimation
of it; I have no information on it.

The Chairperson (Ms Maeve McLaughlin): Can we get that information? It is critical. That was a
key objective. | assume that it remains your objective.

Ms Stevens: | asked for that information. It was a working assumption as TYC rolls out. A more
nuanced approach is probably needed as opposed to having a blanket figure of 3%. | keep going
back to the process that we have all signed up to, which is that you look at the model of service
delivery and make your workforce fit that model. We should not be shoehorning ourselves into a
particular percentage reduction. The TYC 'Vision to Action' document acknowledges that you might
need growth in the workforce in the community setting.

The Chairperson (Ms Maeve McLaughlin): It concerns me, Heather, that, three years into a process,
we hear that it was a working assumption.

Ms Stevens: That is what the document says.

The Chairperson (Ms Maeve McLaughlin): You have answered my question: you cannot shoehorn.
You look at what you need to provide the service and what policy shift is required, and you analyse the
workforce needs accordingly. We are now being told, however, that the 3% reduction in staff to
implement TYC was a working assumption.

Ms Stevens: That is what the document says. | am happy to ask the board for further information. |
did ask the board, but | am happy to go back again to ask for it.

The Chairperson (Ms Maeve McLaughlin): | suggest that we need absolute clarity on that. Are we
still working towards 3%?

Dr Carolyn Harper (Public Health Agency): | will give you our experience in medical workforce
planning. The approach that we have taken is what you have suggested: you look at the needs of the
patients, the demand and the new standards. TYC is one driver, but there are a number of
professional documents, new National Institute for Health and Care Excellence (NICE) guidance or
new professional standards that are setting new standards for medical cover, for example. There is a
move to seven-day services. We want to move to seven-day services, and we took account of all that
in approaching the calculations on how many medical staff are required. While it is primarily focused
on medical staff, we have also taken into account opportunities for new roles and a skills mix,
particularly roles for advanced nurse practitioners in paediatric and emergency medicine specialties.
We involved nursing colleagues, and there are clear opportunities by looking elsewhere to develop
that role, so they are not purely uni-professional. It is very much about looking at the needs of patients
and clients and at trends and demands and making calculations on that basis.

The Chairperson (Ms Maeve McLaughlin): | will rephrase: as it stands today, to implement
Transforming Your Care fully, are we talking about a 3% reduction in staff? What reduction are we
talking about?

Dr Harper: | will have a go at that. The overall population is increasing in total numbers, and, in
relative terms, it is also ageing. While all the good things such as TYC, better preventative medicine,
better self-management and earlier intervention will help — we have already seen increases in the
number of years that people live, disease-free and disability-free — as the population ages, there will
be continued demand for acute hospital care, acute care in the home and so on. There will be
patients with increasingly complex needs. On that first principle that there will be a bigger and older
population, we will continue to need more staff, not fewer staff, as the years go by.

The Chairperson (Ms Maeve McLaughlin): So is it not now a reduction of 3%? All | am asking for is
a figure. | get the context. | am asking for a figure.

Dr Harper: | do not think that any of us at the table is working to an assumption of a 3% reduction in
staff.

The Chairperson (Ms Maeve McLaughlin): So we are not working towards a 3% reduction in staff.
Is it less than that? Is it greater than that? Can you give us any indication?
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Mr Damian McAlister (Belfast Health and Social Care Trust): From a trust perspective, | can
comment and say that demand is growing. We are trying to provide many more services in a
community setting rather than having people in hospitals, and, even for those in hospitals, we would
rather provide their care on an ambulatory basis so that they do not require to be an inpatient. That
still requires a growth in services, both in the acute hospital and community setting, so we are not
experiencing the reduction in the demand that TYC predicted.

The Chairperson (Ms Maeve McLaughlin): I am going to labour this point. If you are carrying out
workforce planning, there must be a target figure somewhere that you are working towards.

Ms Stevens: It is not a reduction.
The Chairperson (Ms Maeve McLaughlin): Is it an increase?

Ms Stevens: We are working to make sure that there is a workforce that is fit to deliver the service
models that are agreed as they are agreed.

The Chairperson (Ms Maeve McLaughlin): So that is likely to be an increase in staff employed to
deliver TYC as opposed to a 3% reduction.

Ms Stevens: Undoubtedly. Over the last three years, the number of staff in the whole HSC has
increased by over 4%. That is reflective of the growing population and growing demand.

The Chairperson (Ms Maeve McLaughlin): | am labouring this because | think that it is important.
Can you share with us, if not today then as soon as possible, what we are talking about in terms of the
staff requirement to implement Transforming Your Care? If it is not now a 3% decrease, it is an
increase. What type of an increase do we need and in what sectors?

Dr Harper: | am not sure that you could come back with a figure as definitive as that, Chair. You have
to look at each specialty area or service area. Itis not an exact science. It is based on a number of
assumptions and trends over time and so on. It is not as straightforward as saying that it will go from x
to y, with y being exactly what you need to implement TYC. Implementing TYC, Making Life Better,
the Quality 2020 strategy, the maternity strategy or the paediatric review when it comes out are all
factors. Itis continuous and fluid, which | think was Heather's point. The situation is fluid in that we
have to adjust the plans constantly. It is not about going from one fixed point to another.

The Chairperson (Ms Maeve McLaughlin): | accept that, but are we now saying that the target in the
policy direction was wrong?

Dr Harper: | do not think that it was a target that the Department set.

The Chairperson (Ms Maeve McLaughlin): It was clearly in the Transforming Your Care strategy. A
3% staff reduction is clearly there in black and white.

Ms Stevens: It is there as a working assumption, which is how it is described. It is not a target. It
does not take into account the fact that, for many of the changes that TYC envisages, it is not about
recruiting new staff but changing the role of existing staff. All that has to be factored in, so it is not a
straightforward case of x new services equating to y new staff.

The Chairperson (Ms Maeve McLaughlin): | again go back to the point that, if it has now changed
from being a 3% reduction, we want to be informed as that figure is being developed.

There were reports and reviews into general practice in 2006, 2010 and 2014. Why were those
recommendations not acted on?

Ms Stevens: Is that to do with increasing the number of GPs who are trained? At the time, the
decision would have been based on available resources. That is the climate that we still find
ourselves in.
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The Chairperson (Ms Maeve McLaughlin): So it is to do with available resources. Despite the fact
that this goes back to 2006, when the potential crisis in general practice was highlighted, with clear
recommendations about the number of training places we needed in the North, nothing was done.

Ms Stevens: As | understand it, the training places that have been commissioned have been 65 a
year for some time. There are concerns about the length of time it takes GPs to complete their
training. Many are taking longer than the three years that we want to see. We are also conscious that
we are losing quite a few GPs who train in Northern Ireland and are paid for to train in Northern Ireland
to elsewhere. We want to address those serious issues. An increase in training numbers is one part
of a bigger revie