Planning and Developing PCT Workforces – Summary

Preface

This report summarises a detailed account of the same name due later in 2005. It also explains an extensive workforce planning and development (PCTWP&D) database that can be downloaded at no cost from www.healthcareworkforce.org.uk. The PCTWP&D database profiles 304 English PCTs using around 90 workforce planning and related variables, including demographic, socio-economic, mortality, morbidity, staffing and performance data. The reader is strongly advised to download his or her PCT’s profile before reading this summary.

These materials are also supported by a 500-item annotated bibliography organised alphabetically and by subject. The bibliography (available from k.hurst@leeds.ac.uk ) files use Word’s Document Map to facilitate navigation, which you may need to ‘switch on’ by clicking ‘View’ followed by ‘Document map’.

Workshops that explore this report will be held in 2005. Each workshop is free of charge, limited to 25 participants, and offered on a first-come first-served basis. Applicants should e-mail Keith Hurst: k.hurst@leeds.ac.uk.

A help-line is available for readers with queries arising from profiles or supporting documents. In the first instance callers should e-mail k.hurst@leeds.ac.uk with a succinct account of the query, name and address and daytime telephone number.
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Introduction, Background and Context

Good quality primary and community care helps patients live independently in the community, raise quality of life and improve service efficiency and effectiveness. Appropriate size and mix of primary and community health care teams is a fundamental requirement for these outcomes.

Notwithstanding the growing demand for primary and community services as the population changes and services move from hospital to the community, PCT managers face several challenges such as implementing new policies like Liberating the Talents, which are summarised in the diagram below:
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Issues in the literature that drive and restrain PCT WP&D are lucid and compelling, which leave PCT managers in no doubt what is expected of them if primary and community care is to succeed and secondary care isn’t hindered. Primary and community care WP&D definitions and models in the literature are logical and clear. They are about getting enough practitioners with the right skills not only to meet primary and community health care demands but also to develop and implement new services:
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Unlike their hospital counterparts, on the other hand, PCT managers don’t have the breadth and depth of methods or data (until recently) to help them plan and develop their workforce. Traditional primary and community care workforce planning methods fall into four categories:

1. Professional judgement or manager-practitioner consensus approaches.

2. Population and health needs based methods.

3. Caseload analysis techniques.

4. Acuity or workload systems that use patient classification and activity times.

At least three problems emerge from these longstanding methods. First, there’s a risk that primary and community care WP&D will be fragmented and uni-disciplinary when modern workforce planning calls for integrated working. Second, and related to the first, policies like Liberating the Talents focus on patients’ needs, which call for competency and protocol -based workforce decisions. Third, recruitment and retention supply-side problems can easily stymie managers’ best endeavours. Despite these limitations appropriately triangulated demand-side methods can help managers make workloads equitable among disparate groups and isolated practitioners - an important job satisfaction and staff retention issue. It seems vital that PCT managers are given robust data and algorithms - the main aim of this text - to plan and develop their workforce. Consequently, this summary describes the methods and results of a study commissioned by DH HRD in April 2003, and extended by the National Workforce Projects in 2005.

Project Aims and Objectives

The project’s main aim is to help PCT managers evaluate their trust’s workforce size and mix, plan and implement a workforce with the knowledge and skills to meet the demands of growing and changing primary and community care. The objectives are to:

1. Generate a health needs assessment, performance and staffing profile for each PCT.

2. Benchmark each PCT against trusts in the same Office for National Statistics (ONS) socio-economic band and against 3-Star PCTs (deemed best practice).

3. Review primary and community-care establishments in the light of Liberating the Talents three core functions.

4. Consider the implications of other primary healthcare policies.

5. Recommend an appropriate staff number and mix.

Method

Department of Health (DH), Office for National Statistics (ONS) and the former Commission for Health Improvement (CHI) databases were trawled (with permission) for workforce-related variables and data, and organised into a PCTWP&D database:
PCT WP&D Structure
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Variables and related data have been aligned to each PCT and tagged, among other things, with a:

(a) Star Rating; and

(b) ONS socio-economic band.

Consequently, not only has each of the 304 English PCTs been profiled in the PCTWP&D database but also benchmarked in several ways:

(a) The database <www.nuffield.leeds.ac.uk/content/research/workforce_planning.asp> allows the reader to rank his or her PCT in a ‘league table’ of 304 PCTs. An example is shown below in Table 1.

(b) It enables the reader to benchmark his or her PCT with trusts in the same ONS Band. For example, the specimen PCT is in ONS Band 6, along with 82 other PCTs so the specimen PCT data are compared with these.

(c) Average values of 43 three-star PCTs are given against which readers can compare his or her trust.

There are six ONS Bands:

ONS 1. Inner city.

ONS 2. Port, mining and industrial towns.

ONS 3. Mixed economy urban centres.

ONS 4. Service, education, resort and retirement areas.

ONS 5. Prosperous and growth centres.

ONS 6. Mixed urban, rural or coast locations.

Banding is important since it would be unfair and inaccurate to compare ONS Band 1 data with ONS Band 6 PCTs. Qualitative analyses of a specimen PCT are given below, which show its characteristics and workforce implications. The reader can download his or her PCT’s profile from the URL given earlier and substitute the specimen PCT data with his or her own data.

Table 1. Demographic Data (italicised rows and columns, which are inversed, equate to the PCTWP&D database)

	
	Row
	7
	21
	12
	13
	14
	15
	16
	17
	
	

	Col 
	Variable
	England

Average
	3 Star

PCTs
	ONS

1
	ONS 

2
	ONS 

3
	ONS 

4
	ONS 

5
	ONS 

6
	Spec. 

PCT
	PCT’s

Centile

	F
	ONS Band
	
	
	
	
	
	
	
	
	6
	

	G
	PCT population
	153430
	147977
	204105
	143541
	160279
	154343
	159510
	140910
	272465
	95th 

	I
	GP list size
	155131
	149683
	250883
	154805
	155042
	168712
	170439
	144778
	280633
	95th 

	K
	Females %
	51.3
	51.4
	51.8
	51.5
	51.4
	51.7
	51.1
	51.2
	51.6
	70th 

	L
	< 6 years %
	5.9
	5.6
	6.6
	5.8
	6.1
	5.7
	6.1
	5.5
	5.3
	20th 

	M
	6-15 years %
	14.3
	14.4
	12.2
	14.7
	14.8
	13.9
	14.3
	13.9
	13.3
	18th 

	N
	16-24 years %
	10
	9.8
	12.8
	10.2
	11.1
	10.4
	9.7
	9.6
	11.8
	77th 

	O
	25-64 years %
	53.2
	53
	58.5
	52.7
	51.8
	53
	54.0
	53.1
	53.4
	50th 

	P
	> 64 years
	16
	16.3
	10.4
	15.7
	15.6
	16.5
	15.0
	16.9
	16.3
	55th

	Q
	Mean age, years
	38.8
	39.4
	34.7
	38.7
	37.9
	39
	38.4
	39.8
	39.3
	60th 

	R
	Population growth %
	0.15
	0.08
	0.63
	0.06
	0.15
	0.12
	0.31
	0.03
	0.04
	35th 

	S
	Population density 
	2427
	1932
	11247
	3980
	5987
	2687
	1828
	1224
	1240
	31st 

	AV
	Without a car % 
	24
	22
	54
	33
	32
	24.5
	18
	22
	24
	50th

	T
	Ethnicity (white %)
	93.4
	96
	52.5
	96.5
	86.9
	93.5
	91.7
	96.6
	96.7
	79th 


Variables are defined in the PCT WP&D database.

Comparing the specimen PCT in Table 1 with its ONS Band 6 counterparts shows:

Table 1. Demographic data – commentary

	Col. 
	Profile Issue (Col. items relate to the table above)
	Workforce Planning and Development Implications

	G

I
	Large PCT but more patients are registered with GPs than the Census population indicates.
	PCT staffing calculations based on Census populations may be inequitable.

	K
	More females.
	Will recruitment be easier locally?

	L to

N
	Fewer toddlers and teenagers but population is growing. More young adults because the PCT sits in a university city.
	Is there scope for health promotion? Boost public health roles?

	P
	Average elderly population.
	Less demand for chronic disease management?

	S

AV
	Low population density and average car ownership.
	Longer practitioner travelling time so establish satellite clinics and geographic working?


Users are encouraged to download their PCTs’ profiles from the PCTWP&D database <www.nuffield.leeds.ac.uk/content/research/ workforce_planning.asp>, substitute their data with those in the end two columns and underline their main staffing issues.

Community Patient Dependency and Workload

Community patient dependency and workload are important components of PCT WP&D. However, they have different meanings than the same phrases applied to inpatient workforce planning. In the community, dependency and workload are based on the locality’s socio-economic and morbidity data rather than patient and acuities although (somewhat dated) methods for generating the latter exist in the literature (see annotated bibliography).

Collecting patient dependency and workload related data isn’t popular among community practitioners – issues about which PCT managers need to be sensitive. Nevertheless, these data are important not least because the community is never ‘full’ and primary and community-care workload fluctuations have equity implications for staff and patients. Fortunately, in recent years, centrally held primary and community care databases are growing in variety and content, which have significant value for assessing demand and workload. Indeed, most if not all useful WP&D variables have been included in the WP&D database.

The choice of patient dependency and workload measures in the literature (see annotated bibliography) range from simple activity-of-living based methods to complex health needs assessment, which generates community profiles. Each has strengths and weaknesses and an important feature is how methods relate to specific patient groups such as the elderly or patients living in deprived areas. Some dependency and workload measures are better at accounting for community patients’ or carers’ contributions, while others give better indications about a professional group’s responsibilities (such as health visitors). In short, there are horses for courses. The main problem, however, is that these approaches are becoming redundant in patient-focused, integrated, competency-based primary care workforce planning and development. Moreover, it will be some time before a new dataset, suitable for modern WP&D in the community, will be available.

Nevertheless, managers and practitioners need information to help them prioritise and direct staff. Deprivation data, useful information for PCT managers, feature strongly in community profile methods not only because of the inverse care law (those with the greatest need receive fewest resources) but also because of staffing implications. Analysing PCT-related morbidity, mortality and socio-economic data, therefore, generate considerable insights into community patient wants and needs. Despite their limitations and the way these community data are treated as proxy measures, they reveal remarkable differences between ONS Bands and between PCTs in the same band. This important finding clearly shows that generic one-size-fits-all workforce planning algorithms would not only be inaccurate but also grossly unfair.

Around 90 demographic, morbidity, mortality, quality of life, staff and performance variables and corresponding data from DH and ONS databases are included in the PCTWP&D database. In recent years, these data have not only become easier to extract but also to interrogate for primary and community-care WP&D purposes. However, although the demographic and socio-economic data are well understood by PCT managers rarely are they fully exploited. This summary tries to set the record straight and to help managers interpret their PCT’s profile. Consequently, readers are encouraged to download their profiles from: <www.healthcareworkforce.org.uk>.

As explained earlier, workforce-related data in the DH and ONS databases have been extracted and aligned to their respective PCTs before summarising them for benchmarking purposes. Wide ranging data have been aggregated into the PCTWP&D database and made as flexible as possible. To highlight this feature, as we saw earlier, one PCT is profiled as a specimen case-study trust and compared not only to English averages but also with its ONS socio-economically similar counterparts. The specimen PCT is also compared to 3-Star trusts, which for the purpose of the study were deemed ‘best practice’. Indeed, the tables below show that 3-star PCTs achieve their high performance ratings efficiently and effectively. However, readers will also notice some lower dependency and workload indicators. Nevertheless, it is hoped that the case study PCT and its benchmarked positions, used as a thread throughout the remainder of this report, will help the reader to think and act on similar data relevant to his or her trust. 

Managers and practitioners can use the PCTWP&D database not only to evaluate traditional PCT’s workforce but more importantly to address health policy developments. For example, the levels of chronic illness and disability in some PCTs are double the national average, which has implications for Liberating the Talents core functions (explained later). Unusual variables, such as person and property crime rates, are included in the PCTWP&D database for their workforce health and safety implications, notably out-of-hours services.

Table 2. Socio-Economic and Health Needs Assessment 

(italicised rows and columns, which are inversed, equate to the PCTWP&D database)

	
	Row
	7
	21
	12
	13
	14
	15
	16
	17
	
	

	Col. 
	Variable
	England

Average
	3 Star

PCTs
	ONS 1
	ONS 

2
	ONS 

3
	ONS 

4
	ONS 

5
	ONS 

6
	Spec. 

PCT
	PCT’s

Centile

	F
	ONS Band
	
	
	
	
	
	
	
	
	6
	

	U
	Acutely ill %
	15.1
	14.8
	18.6
	17.5
	14.3
	15.2
	14.3
	14.4
	13.2
	18th 

	V
	GHQ ill health %
	16.8
	16.3
	22.1
	17.6
	16.3
	18.6
	17.5
	15.7
	13.6
	15th 

	W
	Fair to bad hlth %
	23.8
	24.5
	27.8
	30.5
	27.2
	22.9
	19.2
	24.1
	21.6
	33rd 

	X
	Poor general health %
	8.9
	8.8
	8.6
	11.8
	10.1
	8.7
	6.9
	9.4
	7.9
	35th 

	Y
	Young chron. Ill %
	13.0
	13.1
	12.5
	17.4
	14.3
	12.7
	10.2
	14.1
	11.1
	28th 

	Z
	Chronically ill %
	17.9
	18.3
	15.6
	21.8
	18.6
	17.4
	14.6
	19.0
	16.4
	35th 

	AA
	Permanently sick %
	4.8
	4.9
	5.1
	8.4
	6.1
	4.7
	3.2
	5.3
	3.8
	28th

	AB
	Disabililty claimants %
	6.2
	6.6
	5.0
	8.9
	6.8
	5.8
	4.4
	6.7
	4.7
	48th

	AC
	Daily cigarettes
	4.0
	3.8
	4.7
	5.0
	4.1
	3.9
	3.6
	3.7
	3.6
	30th

	AD
	Wheezers %
	33.5
	34.7
	37.8
	34.6
	33.3
	35.8
	31.8
	32.7
	31.1
	25th

	AE
	BMI > 30 %
	17.0
	17.9
	14.2
	17.8
	17.8
	15.8
	15.6
	18.1
	16.3
	38th

	AF
	Alcohol > 35 units %
	4.2
	4.2
	5.6
	5.2
	5.1
	3.5
	4.1
	3.9
	4.2
	50th

	AG
	Accidents to hosp. %
	18.2
	18.8
	13.0
	19.0
	18.6
	18.3
	18.2
	17.2
	17.9
	45th

	BL
	Population FCE ratio
	4.5
	4.5
	5.7
	3.7
	4.4
	4.5
	5.5
	4.3
	5.0
	67th

	AH
	Prescribed medic. %
	42.7
	45.1
	39.1
	45.1
	42.1
	42.7
	41.1
	43.3
	42.0
	45th

	AI
	Band A housing % (2.[bm]
	19.7
	23
	2.2
	58.3
	42.0
	10.3
	6.9
	30.9
	19.1
	45th

	AJ
	No c’ntrl heat/bath %
	0.09
	0.07
	0.61
	0.05
	0.13
	0.18
	0.07
	0.08
	0.10
	53rd

	AK
	>=1st floor accomm. % (2.4) [al]
	7.8
	6.3
	44.9
	6.1
	9.2
	11.6
	8.7
	5.9
	6.2
	32nd

	AL
	Lone parent & child % 
	5.8
	5.7
	8.2
	7.4
	7.5
	6.1
	5.0
	5.5
	5.1
	30th

	AM
	Child prot’ctn  regist. % 
	0.047
	0.05
	0.070
	0.052
	0.021
	0.05
	0.045
	0.062
	0.013
	5th

	AN
	Lone pensioner % 
	14.4
	14.4
	11.6
	15.1
	14.8
	14.3
	13.4
	14.6
	14.4
	50th

	AO
	Unpaid carer>50hrs %
	20.0
	19.3
	19.5
	24.4
	21.7
	19.7
	16.7
	20.7
	17.8
	30th

	AP
	Home care hrs capita
	0.053
	0.05
	0.085
	0.061
	0.019
	0.05
	0.050
	0.056
	0.013
	5th

	AQ
	Care home population % (2.4) [ao]
	0.56
	0.66
	0.13
	0.59
	0.46
	0.7


	0.51
	0.62
	0.53
	45th

	AR
	Crime rate per 1k pop. (2.2) [bk]
	44
	40
	102
	55
	72
	39
	33
	37
	39
	45th

	AS
	Unemployed %
	3.0
	3
	5.7
	4.1
	3.8
	3.1
	2.3
	3.0
	2.4
	30th

	AT
	Deprivation rank (N=354)
	144
	166
	26
	42
	92
	133
	268
	143
	226
	72nd

	AV
	Without a car % 
	24
	22
	54
	33
	32
	24.5
	18
	22
	24
	50th


Variables are defined in the PCT WP&D database.

Comparing the specimen PCT in Table 2 with its ON6 Band 6 counterparts, shows:

Table 2. Socio-economic and health needs data indicators – commentary

	Col. 
	Profile Issue (Col. items relate to the table above)
	Workforce Planning and Development Implications

	U
	Lower levels of work-preventing acute illness.
	Primary and community care staff time-out may also be lower.

	AG

BL
	Low finished consultant episode per capita but more accidents requiring hospital treatment.
	Equivocal demand for technical care in the community.

Scope for health promotion.

	V

AB
	Consistently low levels of chronic illness but more in the young than ONS 6 (but still low).
	Less demand for chronic disease management workers?

Staff-mix needs to be health care assistant rich?

	AC

AF
	Low smoking and average alcohol intake.


	May influence the PCT’s health promotion strategy.

	AI

AT
	Smaller proportion of Band A houses.

Affluent area with pockets of deprivation.
	Raises health equality issues, which has implications for meeting the needs of the under-served.

	AM
	Child protection registrants virtually non existent
	Implications for health visitors and social services.

	AR


	Above average person/property crime rate.
	Out-of-hours worker safety, which may call for pairing staff working in high-risk areas.

	P

AN

AP

AQ
	Fewer older people.

Average number of lone pensioners.

Negligible Social Services home-care.

Smaller care home population.
	Equivocal care of the elderly issues.

Government’s ‘free care home nursing’ policy implications.


Users are encouraged to download their PCTs’ profiles from the PCTWP&D database, substitute their data with those in the end two columns and underline their main staffing issues.

Community Staff Activity

How primary and community care practitioners spend their time is important for:

(a) estimating staff numbers and mix;

(b) ensuring equitable workloads; and

(c) evaluating efficiency and effectiveness.

The data in Table 3 below offer valuable insights into workload, working styles, job satisfaction, recruitment, retention and outcomes. Staff activity and performance data in the literature (see annotated bibliography) and the national databases are becoming increasingly accessible and usable. However, data can sometimes require considerable unravelling before they make sense. In some cases data are confusing because they reflect the ways work activities were classified, collected and recorded. Consequently, strenuous efforts have been made to standardise the data in this report to help managers benchmark their localities.

Even then primary and community care WP&D is a complex and challenging area not least because activity data are conflicting. For example, community patient dependency and acuity are increasing, while the numbers of community patient contacts among some professional groups are falling annually anywhere from one to eleven per cent. Moreover, the PCT WP&D database shows that some practitioners are twice as ‘productive’ as colleagues in the same ONS Band. Specialist practitioner (such as community paediatric nurses) contacts are rising dramatically - doubling for some. Consequently, community practitioner activities need to be scrutinised and monitored by managers and practitioners because basing staffing on average activity data alone would be unfair and inequitable.

As the tables above and below indicate, working styles fluctuate greatly between different PCTs and over time. Evidence shows that primary and community staff lean increasingly toward indirect care (one step removed from the patient), administrative and clerical work probably for medico-legal reasons - the maxim ‘if it’s not recorded then it’s not done’ is a powerful record keeping driver. Understandably, managers are worried that direct patient care takes second place to administrative work - up to 42% of practitioners’ time. Another managerial concern is that some PCTs have generous numbers of administrative staff per head of population so managers should explore the level of clerical (and IM&T) support given to clinical staff.

Travelling, no access and patient non-attendance at clinics also continue to be negative issues in the literature. Consequently, staff can spend a quarter of their working day travelling to patients’ homes and clinics that do not bear fruit (no access or DNAs, respectively). However, the situation is complex and managers need to consider a range of variables including population density, traffic congestion, geographical working and household car ownership (see the relevant tables) before adjusting working styles and work locations. For example, PCT managers with proportionally more deprivation, including residents without independent transport, can expect higher clinic non-attendance data.

Time-out, not always fully appreciated, especially workload related short and long-term sick leave, is a continuous struggle for PCT managers since leave erodes budgets. Indeed, as the WP&D database shows, the sickness-absence rate in some PCTs is double the ONS Band average in which they sit. Based on the average PCT establishment, an extra 1% sickness rate alone means an additional 10 absent WTEs. Clearly, time out is an area that needs investigating particularly if the cause is related to work injury or stress.

New and important Modernisation and Changing Workforce programmes are likely to cause managers to rethink staff activity. Liberating the Talents’ (LtT) core functions and Evercare, for example, are emerging as the activities most likely to influence the size and mix of primary and community teams. However, managers will be hampered because staff activity data are organised along traditional workforce lines, whereas LtT core functions and the Evercare 5 Cs are patient-centred and interdisciplinary. Nevertheless, traditional PCT WP&D data still have value for reconfiguring PCT workforces. Another tension facing managers is the contradiction between the staggering rise in specialist practitioner contacts (such as nurses with special interests like diabetes mellitus) and the arguments for generic, multi-skilled workers in the literature particularly when efficiency and effectiveness aren’t issues.

One LtT category, First Contact, concerns several members of the primary and community care teams. Demand for primary care services is rising and there’s a shortage of general practitioners. The number of practice nurses per head of population is double in some PCTs, which is, logically, inversely related to the number of general practitioners. These outcomes mean that nurses’ primary care first contact responsibilities are likely to increase – a role for which they are well suited. Owing to Personal Medical Service (PMS) and the new General Medical Service (GMS) contract issues, PCT managers with dilute practice nursing workforces may need to consider boosting practice nurse numbers or widen practitioner job descriptions to cover primary care first contact work.

There are barriers to developing first contact work, notably sickness certification, nurse prescribing limitations and professional resistance, which PCT managers need to overcome. These barriers interfere with 24 and 48-hour access performance, which vary up to 30%. Access to primary care services is sensitive not only to primary care staffing but also extended roles.

Chronic Disease Management (CDM), continuing care and rehabilitation in the community is the second LtT core function. Like first contact work, demand is increasing owing to an ageing population, changing morbidity and shifting secondary to primary care. However, if the number of patient contacts is a measure of demand then the picture is confused since some professional activity has fallen by 11% in recent years. Transfer of community nursing work to social services is the likely explanation although the number of unpaid carer hours has increased disproportionally in some PCTs, which seems to contradict the argument. Moreover, social service activity doesn’t fully explain a four-fold variation in the number of patient-practitioner contacts in the PCTWP&D database. These outputs, important for equity, recruitment and retention reasons, are explored later.

For reasons explained earlier, referrals to community practitioners are likely to continue rising and the issues that influence referrals range widely. However, four categories of inappropriate referral persist, which waste practitioners’ time and skills. The patient:

(a) was referred to the wrong practitioner;

(b) was inappropriately discharged from hospital; 

(c) didn’t need care; and

(d) referral led to duplicated work.

There is disagreement in the literature (see annotated bibliography) about number of inappropriate referrals to community nurses, which have efficiency, effectiveness and job satisfaction implications. Concern about community nurses’ pastoral role, on the other hand, has diminished since:

(a) monitoring visits help to maintain elderly patients in the community; and

(b) contributions from unpaid carers are rising – individuals who need professional support.

Evercare pilot staff are examining many of these issues.

Public Health Nursing, the third LtT core function, is expected to influence the way a range of primary care staff work notably health visitors and school nurses. The number of these practitioners per head of PCT population varies remarkably – almost double in the case of health visitors in some PCTs (see table below). Managers are interested in these data for equitable staffing, recruitment and retention, cost and quality reasons.

Public health interventions are being aimed at health inequality especially deprived areas with under-served residents – a sector in which public health practitioners can make a great difference. However, since staffing and productivity fluctuate widely, workforce planning decisions about whether public health becomes subsumed into existing job descriptions or, on the other hand, specialist practitioners are recruited are unresolved. There is support for both approaches but if public health is to feature in community practitioners’ work then elderly care may need to figure more in routine work of all practitioners. Universal versus targeted contact and the duplication arising from the overlap between health and social care child welfare services also need to be considered by managers. All these have staff education and training implications.

The number of allied health professional (AHP) contacts in the community fluctuates but is growing steadily. The National Service Frameworks are expected to raise community demand for AHP services. These issues at least will cause PCT managers to reconsider multidisciplinary and interdisciplinary working in the community.

 Table 3. Staff Activity  (italicised columns and rows, which are inversed, equate to the PCTWP&D database)

	
	Row
	7
	21
	12
	13
	14
	15
	16
	17
	
	

	Col
	Variable
	England

Average
	3 Star

PCTs
	ONS

1
	ONS 

2
	ONS 

3
	ONS 

4
	ONS 

5
	ONS 

6
	Specimen 

PCT
	PCT’s

Centile

	F
	ONS Band
	
	
	
	
	
	
	
	
	6
	

	BY
	HV <6yrs pop. ratio
	306
	278
	354
	261
	308
	302
	331
	302
	243
	24th

	BZ
	HV population  ratio
	5346
	4955
	5020
	4759
	5229
	5705
	5413
	5327
	4628
	28th

	CA
	DN population ratio
	5059
	5131
	5632
	4573
	6886
	5324
	5078
	4901
	11780
	98th

	CB
	Comm. SN  pop. ratio
	2952
	2429
	2576
	2340
	2362
	3183
	4042
	2965
	2399
	35th

	CC
	HCA  pop. Ratio
	3986
	4129
	4055
	5124
	5428
	3006
	3960
	3240
	1756
	18th

	CD
	GP  population ratio
	1742
	1732
	1683
	1972
	1828
	1711
	1711
	1678
	1458
	8th

	CE
	GP list size ratio
	2009
	1932
	2136
	1981
	2015
	2040
	1968
	1954
	1725
	8th

	CF
	Prac. Nurse pop. ratio
	4582
	4509
	4889
	4467
	4375
	4845
	4797
	4437
	4429
	40th

	CG
	GP Adm' pop. ratio
	999
	989
	984
	928
	987
	1019
	1046
	999
	1144
	91st

	CH
	Podiatrist pop. ratio
	13466
	11401
	14931
	10494
	14159
	14030
	14999
	13473
	12126
	45th

	CI
	Dietet. pop. ratio
	31927
	22210
	92445
	17655
	41352
	26769
	32518
	31154
	Not applic.
	

	CJ
	OT pop. ratio
	12166
	8377
	15242
	14597
	25089
	10050
	13586
	9109
	3310
	7th

	CK
	Physio. pop. ratio
	9485
	7687
	21323
	8876
	15929
	8309
	8587
	8725
	Not applic.
	

	CL
	SaLT pop. ratio
	9609
	10911
	10253
	9743
	9272
	9560
	9149
	11479
	13596
	65th

	CM
	HV/DN vacancies %
	1.6
	1.33
	6.42
	1.3
	1.3
	2
	2.23
	1.33
	0.97
	20th

	CN
	AHP vacancies %
	4.2
	3.9
	6.7
	4.1
	5.1
	5.9
	4.7
	3.8
	3.0
	10th

	CO
	Full/part-time ratio
	1.39
	1.42
	1.33
	1.34
	1.34
	1.34
	1.46
	1.39
	1.48
	90th

	CP
	Sickness absence %
	4.1
	4


	4.5
	4.3
	4.1
	4.2
	3.7
	4.2
	3.4
	30th

	BF
	HV contact ratio
	1356
	1193
	1185
	1553
	1055
	1535
	1580
	1234
	1009
	26th 

	BG
	DN contact ratio
	395
	405
	354
	648
	783
	365
	310
	451
	801
	78th

	BH
	Podiatrist contact ratio
	1034
	937
	687
	921
	1156
	967
	1127
	1067
	698
	16th

	BI
	OT contact ratio
	83
	112
	
	85
	131
	79
	79
	103
	96
	55th

	BJ
	Physio. contact ratio
	296
	337
	296
	217
	244
	334
	290
	330
	Not applic.
	

	BS
	Staff satis. (Likert(3.1) [ab]
	3
	3
	2.8
	3


	3
	3
	3
	3
	3
	50th  


Variables are defined in the PCT WP&D database.

Comparing the specimen PCT in Table 3 with its ON6 Band 6 counterparts, shows the irrationality of PCT workforces:

Table 3. Staff Activity – commentary

	Col. 
	Profile Issue (Col. items relate to the table above)
	Workforce Planning and Development Implications

	BY

BF
	Twenty four per cent more health visitors, who are 18% less productive.
	Boost health visitor public health and chronic disease management roles?

	CA
	Fifty-eight percent fewer district nurses, who are 44% more productive (one of the smallest district nursing workforces in England).
	Implications for out-of-hours work?

	CB
	Nineteen per cent more community staff nurses.
	Community staff nurses take on more chronic disease management roles and out-of-hours work?

	CC
	Forty-six percent more healthcare assistants. In the top 20% of HCA rich workforces.
	Are district nurses working mainly as supervisors?

	CD

CF
	Thirteen per cent more general practitioners (top 8%).

Equitable practice nurse workforce.
	Meeting the demands of primary care first-contact work less of an issue?

Scope for interdisciplinary care.

	CG
	Thirteen per cent fewer practice admin’ staff (bottom 10%).
	Reduced scope for relieving practitioners’ administrative burdens?

	CH-

CL
	Mixed allied health professional staffing but less productive.
	Boost allied health professionals’ chronic disease management roles?

	BS

CP

CMCN
	Employer satisfaction scores are high.

Below average sickness-absence levels.

Low vacancy rates
	Recruitment and retention seems to be less of an issue for the PCT.


Users are encouraged to download their PCTs’ profiles from the PCTWP&D database, substitute their data with those in the end two columns and underline their main staffing issues.

Staff mix

Despite their different meanings, skill-mix (inter professional) and grade-mix (intra professional) are often used synonymously in the literature. However, the universal phrase ‘staff-mix’ may be more appropriate and may be more acceptable since its connotations are less negative. Nevertheless, staff-mix is an important workforce planning and development issue not least for cost and quality reasons. There is growing evidence in the literature (see annotated bibliography) that achieving the right staffing balance:

1. Frees skilled professionals from inappropriate duties.

2. Creates a flexible workforce able to work in a more interdisciplinary way.

3. Improves health care efficiency and effectiveness.

4. Generates good evidence for change if a robust evaluation of change is made.

5. Demands good management and leadership to overcome the sensitivities surrounding an emotive topic.

6. Can ease recruitment and retention difficulties.

With more than one million NHS staff and the myriad of job titles in which they fall there ought to be scope for streamlining the PCT workforce. However, there is a bewildering array of variables that managers need to consider. Determining the right staff-mix requires complex decisions and even then there’s no guarantee that the appropriate mix leads to better services. Evidence about the effect dilute staff-mix has on the cost and quality of care, for example, is conflicting in the literature (see annotated bibliography). Fortunately, recent policy and related documents are clear about what staff-mix changes are needed and there are several models in the literature such as Liberating the Talents, Making a Difference, Evercare and Kaiser Permanente. Although these models can help managers modernise the workforce none is criticism free.

Traditional staff-mix decisions are irrational and not always based on sound evidence. Consequently, as we saw from the staff ratio and activity data in Table 3, practitioners may be working less efficiently and effectively. For example, despite many PCTs having generous administrative staffing, rising levels of clerical and administrative work among clinical staff is an intractable problem. Staff mix adjustments can be a highly sensitive issue. Managers and clinicians find themselves entrenched and polarised especially when evidence for change is lacking. Despite two-thirds of staff in one survey reviewed for the study feeling that staff mix was wrong, resistance, owing to anxiety, professional boundaries and jealousies was a strong restraining force for change. These might be the reasons why NHS staff-mix reviews have a chequered history. Traditional workforce reviews have faltered because the process hasn’t been inclusive or staff-mix recommendations lacked evidence. However, empirical studies indicate that health care professionals are ‘coming round’ to fairly and robustly conducted staff-mix reviews. Moving beyond a narrow, cost-cutting agenda and exploring the potential benefit to patients are the main reasons for increasingly positive perceptions. Modern primary and community care workforces based on patient needs and shared working will rely on staff understanding modernised workforce planning.

As we saw in Table 3, the ratio of qualified to assistant nurses in primary and community care settings also varies remarkably and irrationally. Worries about diluting the registered practitioner workforce overwhelm those who support boosting the number of healthcare assistants. Staff-mix adjustments based on delegation and skill substitution are efficient but may not be effective. Owing to isolated and autonomous work, separating task and skill in primary and community care may not be wise particularly for practitioners used to assessing patients, planning, delivering and evaluating their care in one setting – the patient’s home. Nevertheless, there is mounting evidence that health care assistants raise both service efficiency and effectiveness. The staff-mix issues facing different professional groups are considerable and for some groups unique. A review of the literature and analysis of the PCTWP&D database show that:

(a) Practice nurses, generalist and specialist nurse practitioners will be strongly influenced by first contact and chronic disease management service developments;

(b) District nurses, community staff nurses, social service carers and health care assistants need careful balancing if duplication and reduced service quality are to be avoided;

(c) The numbers and education of community staff nurses are important if chronic disease management and out-of-hours services are to succeed;

(d) Health visitors are emerging as the main public health workforce, which may remove once and for all questions about the nature and value of their role. The public health role of school nurses is also strengthening particularly dealing with teenage health issues;

(e) Other health workers such as nursery nurses and paraprofessionals are attracting managers’ attention, especially health visiting and school nurse assistant roles;

(f) The proportion of health care assistants, despite sound evidence about their value for primary care teams, is double in some PCTs. However, their numbers although irrational are historical rather than cost driven; and

(g) Similarly, the proportion of AHPs in the PCT workforce fluctuates and seems equally irrational.

The volume and complexity of health and social care needed in the home, health centre and other community settings are likely to change in the near future. Any response from PCT managers has to be patient and community-centred, multidisciplinary, multi-agency, flexible and creative. The long-standing NHS specialist-generalist debate is unlikely to settle. There’s evidence that shifting complex care into the hands of a smaller number of specialist practitioners is likely to improve efficiency and effectiveness. Expecting generalists, on the other hand, to deal with the remaining, mundane work is not only unfair but also has job satisfaction, recruitment and retention implications. However, this is an over simplification. Patient-focused, interdisciplinary and integrated workforce planning will steadily replace uni-professional approaches owing to the growing number of interrelated variables such as LtT, NSFs and supply-side problems. However, while staff-mix reviews for a modernised NHS are well argued theoretically, data and algorithms are thin. Consequently, professional judgement has to be used to adjust staff mix in these situations. Nevertheless, the Future Healthcare Workforce and Changing Workforce Programmes are increasingly influencing primary and community healthcare teams, which offer useful guidance for managers. Innovative jobs are emerging but progress is hampered because education and professional regulatory systems lag behind.

The challenge facing managers is to respond to patients’ needs while at the same time accepting that resources are limited. Consequently, managers realise that staff-mix reviews shouldn’t be taken lightly. Indeed, independent authors suggest that a staff-mix code of practice and protocol are needed. In short, for staff-mix changes to succeed PCT managers need to consider: population size; health needs assessment such as disability; financial constraints; local and national policies; etc, as well as being sensitive to professionals’ feelings about role changes. Evaluating and adjusting staff-mix can be made easier if the issues affecting specific staff groups are considered and guidance comes from two sources:

(a) systematic reviews of the literature that give a national overview of staff-mix; and

(b) ONS/DH databases that provide data and benchmarks.

Both are available to the reader from the Leeds University URL given earlier.

Efficiency and Effectiveness

Primary and community care quality are addressed as efficiency (doing things right) and effectiveness (doing the right things) in the WP&D literature. This aspect of WP&D offers valuable pointers. The pressures on professionals to demonstrate their worth, as they compete for resources, has never been stronger. However, measuring effectiveness and efficiency in a WP&D context raises many challenges. The range of primary and community care quality measures in the literature is impressive (see annotated bibliography) but should a professional or patient-centred stance be taken? Do structure, process and outcome criteria and measures have equal importance? Should social service outputs and outcomes be considered separately from NHS ones? To answer these questions managers consider efficiency and effectiveness in two main ways:

(a) professional based evidence  - the specific issues affecting practitioners; and

(b) method based – the ‘horses for courses’ literature.

These are summarised in the annotated bibliography.

Until recently, few outcome data were collected centrally and there are even fewer benchmarks. This is frustrating since quality outcomes generate remarkable insights into workload and staffing. Recently, CHI (now the Healthcare Commission) PCT star-rating data boosted the managers’ armoury from which they can explore quality of care in a workload and staffing context (data from the PCT WP&D database are summarised below). The CHI data are not only growing but also they are breaking the mould. They include structure, process and outcome indicators, which means that researchers can begin to relate efficiency and effectiveness to the workforce. The CHI outcome data are patient and employee satisfaction dominated - the former because NHS user expectations are rising. Generally, patient satisfaction studies are a commonly used, simple and effective way of measuring service quality. There are plenty of instruments and guidance in the literature (see annotated bibliography). 

Clinical audit is another method that was CHI monitored. However, audit has a mixed reception in the literature because it is less valuable to some primary and community-care professionals and data are rarely explored in a workforce-planning context. Critical incidents are useful for evaluating primary and community-care teams. However, they are viewed as a way of policing primary and community-care services rather than developing them. The method relies on whistle blowing – something with which professionals don’t feel comfortable.

Comparing services against standards using patient records is another method that is well supported in the literature. This method is time consuming and presents access problems to auditors since records are remotely located. Another problem is most audits are process measures. The annotated bibliography expands these issues.

Table 4. Efficiency and Effectiveness (italicised rows and columns, which are inversed, equate to the PCTWP&D database)

	
	Row
	7
	21
	12
	13
	14
	15
	16
	17
	
	

	Col 
	Variable
	England

Average
	3 Star

PCTs
	ONS

1
	ONS 

2
	ONS 

3
	ONS 

4
	ONS 

5
	ONS 

6
	Specimen 

PCT
	PCT’s

Centile

	F
	ONS Band
	
	
	
	
	
	
	
	
	6
	

	AW
	CHI Stars 
	2
	3
	1
	2
	2
	2
	2
	2
	3
	

	AX
	Male life expectancy
	75.5
	75
	74.6
	73.6
	74.3
	75.7
	76.5
	76.5
	75.6
	70th 

	AY
	Female life expectancy
	80.2
	80.2
	80.7
	78.8
	79.6
	80.7
	80.9
	80.2
	81.0
	80th

	AZ
	CHD deaths per 100k
	118
	123.7
	125
	150
	129
	110
	104
	119
	110
	38th

	BA
	Circ. dis. death impr.
	3
	3
	3
	3
	3
	3
	3
	3
	3
	

	BB
	Cancer death improve.
	3
	3
	3
	3
	3
	3
	3
	3
	3
	

	BC
	Breast cancer screen. %
	78.4
	80.8
	54.5
	78.6
	76.2
	76.1
	77.9
	81.1
	83.0
	88th

	BD
	Cerv. diabetic screening
	4.5
	4.5
	2.5
	4.5
	4.5
	4.5
	4.5
	4.5
	4.5
	

	BE
	Teenage pregn. impr.
	3
	4
	3
	4
	3
	3
	3
	3
	3
	30th

	BK
	Reference cost index
	113
	102
	147
	101
	114
	112
	123
	109
	124
	61st

	BLL
	Population FCE ratio
	4.53
	4.48
	5.65
	3.7
	4.35
	4.7
	5.51
	4.32
	5.0
	67th

	BM
	GP 48hr access
	2
	2
	2
	2
	2
	2
	2
	2
	2
	

	BN
	Access to nurse 24hr 
	2
	2
	2
	2
	2
	2
	2
	2
	2
	

	BO
	4 week smoke quitters
	2
	2
	2
	2
	2
	2
	2
	2
	2
	

	BP
	Delayed hosp. transfer 
	3
	3
	3
	3
	3
	3
	2
	2
	2
	15th

	BQ
	Patient satisfaction
	3
	3
	3
	3
	3
	3
	3
	3
	3.2
	95th

	BR
	Patient compl. per 10k pop.
	1.7
	1.3
	3.0
	1.1
	1.8
	2.1
	1.5
	1.8
	2.6
	72nd

	BT
	CHD audit data <1yr old  %
	100.0
	100.0
	88.0
	100.0
	96.7
	97.5
	100.0
	100.0
	97.2
	45th

	BU
	Timely equip. delivery
	3
	3.5
	3
	3
	3
	3
	3
	3
	3
	30th

	BV
	Vaccination and imm.
	4
	4
	1
	4
	4
	3.5
	3.5
	4
	4
	60th


Variables are defined in the PCT WP&D database.

Comparing the specimen PCT in Table 5 with its ON6 Band 6 counterparts, shows:

Table 4. Efficiency and effectiveness – commentary

	Col. 
	Profile Issue (Col. items relate to the table above)
	Workforce Planning and Development Implications

	AZ-BB
	Low tracer disease (e.g., coronary heart disease) mortality.
	

	AX-AY
	Longer life expectancy.
	

	BC/D-BV
	Good screening and immunisation coverage.
	Capitalise on the practice nurses’ performance.



	BE
	Low but a lesser reduction in teenage pregnancies
	Boost school public health practitioner role.

	BK
	Higher reference cost index.
	Review staff number and mix.

	BL
	Low FCE per capita.
	First contact implications.

	BM-BN
	Good 24/48hr access.
	Capitalise on the practice nurses’ performance.

	BP
	Greater delayed hospital transfer.
	Care home and intermediate care review needed?

	BU
	Delayed community equipment delivery.
	Implications for worker health and safety.

	BQ-BR


	Good community patient satisfaction scores but more complaints. 
	Tie complaints analysis with staffing review.


Users are encouraged to download their PCTs’ profiles from the PCTWP&D database, substitute their data with those in the end two columns and underline their main staffing issues.

Education and Training

Workforce planning and workforce development are sometimes used synonymously in the literature. However, like skill mix and grade mix they are different. Workforce development is primarily about boosting practitioners’ knowledge and skills to give staffing configurations (workforce planning) a chance to work. Separating workforce development from workforce planning helps PCT managers to distinguish staff from skills shortage. Workforce development is strongly tied to workforce planning especially when staff mix is changed and practitioners’ roles are extended or altered in other ways owing to new services or policies. Managers’ tasks fall into three categories:

(a) what staff development topics need to be covered;

(b) how topics are taught and learned;

(c) supervision, mentoring and appraisal.

It has never been more important for practitioners to keep abreast of health and social care policy and practice developments. Indeed, recently clinical governance made continuing professional development and supervision mandatory. Specifically, PCT workforce, socio-economic and morbidity data (see Table 1), examined in the context of national policies, raises several workforce development issues. These blend well with a rich source of topics and guidance in the literature, which add additional insight. The range is wide but chronic disease management as a workforce development topic, as the Evercare sites show, is popular (see annotated bibliography).

Older surveys show that up to 80% of primary and community staff was dissatisfied with their education and training, which means that PCT managers probably inherited under-funded and under-committed staff development programmes. Some critics point out that primary and community-care services and education are only slowly being aligned. Higher education centres are steadily creating programmes that prepare practitioners for their rapidly changing roles, while Workforce Development Confederation and NHSU expanded continuing professional development (CPD) programmes are important.

Supervision and mentorship are increasingly significant in primary and community care not least because of clinical governance and expanding practitioners’ roles. Linked to appraisal they assist personal development. However, staff mix in some PCTs makes adequate supervision and mentorship a challenge. For example, Table 6 and supporting commentary below shows that the Specimen PCT has 50% fewer district nurses than its ONS Band 6 or 3-Star PCT counterparts. Clearly, supervision is another important and challenging workforce development area.

Recruitment and Retention

Recruitment and retention can’t be ignored by managers owing to the overlap between supply and demand for primary and community-care staff and, therefore, is another challenge. An analysis of the literature showed that 85% of trust managers experience supply-side problems (see annotated bibliography). Increasingly WP&D is a balance between the demand for staff and the supply of workers.

Today’s recruitment and retention problems can easily upset primary and community workforce planning and development strategies. One in seven NHS workers is 50 years or older so the primary and community workforce is ‘greying’ and fewer younger people are being recruited. The greying phenomenon is affecting different sections of the workforce in dissimilar ways but practice nurses, as a staff group, is the oldest NHS workforce. The pool from which managers draw staff is shrinking, and the public has a negative perception of the NHS as a career choice. Faced with problems like these managers may not able to find the staff for their progressive and innovative workforce redesigns. NHS managers, on the other hand, have enjoyed major recruitment and retention success recently and the literature offers strong evidence on the ways they can capitalise on these successes (see annotated bibliography). 

Staff turnover in the NHS is higher than the public sector generally. Losses vary among PCTs and between professional groups but attrition is increasing uniformly in the NHS. The reasons why staff stay and leave are complex but rising workloads and unfilled vacancies are two of the most important in the list of factors that reduce job dissatisfaction at both ends of the age spectrum. Unfilled vacancies and continuing professional development failings, administrative burden at the expense of clinical work also seem to have a disproportionate effect on practitioner’s desire to stay. Job satisfaction about which there are comprehensive data from CHI Star-Rating reviews, are given for each trust in the PCT WP&D database (see Table 5). 

Some PCTs have eight times as many three-month vacancies but rates vary remarkably although ‘hot spots’ are consistent and unsurprising as they are strongly associated with the housing market. Some primary and community care professionals know they’re a scarce resource and can pick and choose where they work. Moreover, competition between the public and private sectors for healthcare staff, especially AHPs, is increasing. The NHS Professionals scheme, although a stopgap solution to recruitment and retention problems, offers a cheaper option for managers than commercial agencies, and better employment conditions for participants.

Incidents of NHS workplace violence, approaching 100,000 per year, are an emerging recruitment and retention problem. The PCT WP&D database shows that the number of crimes likely to affect primary and community care staff vary staggeringly between PCTs. This has major implications for all staff but especially out-of-hours practitioners. However, the literature offers sound guidance to help managers minimise the risks to isolated workers working in high crime areas (see annotated bibliography).

Improving Working Lives (IWL), the DH’s recruitment and retention strategy, has been designed to diminish supply-side problems. However, PCT managers need to profile their workforce in a recruitment and retention context before reviewing the array of published guidance. In 2004, IWL became part of the Star-rating review.

Table  5. Recruitment and Retention (italicise rows and columns, which are inversed, equate to the PCTWP&D database)

	
	Row
	7
	21
	12
	13
	14
	15
	16
	17
	
	

	Col. 
	Variable
	England

Average
	3 Star

PCTs
	ONS

1
	ONS 

2
	ONS 

3
	ONS 

4
	ONS 

5
	ONS 

6
	Specimen 

PCT
	PCT’s

Centile

	F
	ONS Band
	
	
	
	
	
	
	
	
	6
	

	K
	Females %
	51.3
	51.4
	51.8
	51.5
	51.4
	51.7
	51.1
	51.2
	51.6
	70th 

	N
	16-24 years %
	10
	9.8
	12.8
	10.2
	11.1
	10.4
	9.7
	9.6
	11.8
	77th 

	AU
	No educ. quals %
	29
	28
	22
	35
	32
	27
	24
	31
	26
	31st

	CM
	HV/DN vacan. %
	1.6
	1.3
	6.4
	1.3
	1.3
	2
	2.2
	1.3
	1.0
	20th

	CN
	AHP vacancies %
	4.2
	3.9
	6.7
	4.1
	5.1
	5.9
	4.7
	3.8
	3.0
	10th

	CO
	Full-part time ratio
	1.39
	1.42
	1.33
	1.34
	1.34
	1.37
	1.46
	1.39
	1.48
	90th

	CP
	Sick. absence %
	4.1
	4
	4.5
	4.3
	4.1
	4.2
	3.7
	4.2
	3.4
	30th

	BS
	Staff satisfaction
	3
	3
	2.8
	3
	3
	3
	3
	3
	3
	45th  

	CQ
	Impr. Work Live.
	2
	2
	2
	2
	2
	2
	2
	2
	2
	NA


Column A variables are defined in the PCT WP&D database.

Table  5. Recruitment and retention – commentary

	Col. 
	Profile Issue (Col. items relate the table above)
	Workforce Plan. & Dev. Implications

	K

AU

N
	More females, above average scholastic achievement. 

More young adults
	NHS recruitment opportunities.



	CM

CN

CP
	Low vacancy rates.

Low sickness absence.
	Capitalise on the reasons why staff are more satisfied and take less sick leave.

	CO
	More part-time workers.
	Job sharing, twilight shift work.

	CQ
	Improving Working Lives
	Met the target (as did the majority of other PCTs)


Users are encouraged to download their PCTs’ profiles from the PCTWP&D database, substitute their data with those in the end two columns and underline their main staffing issues.

Evaluating Team Size and Mix

Managers are faced with several questions and problems:

1. Is the PCT’s ‘stock’ of workers sufficient to meet the workload? Managers are usually faced with historically determined establishments that bear little relation to the community’s wants and needs. Consequently, practitioners continually question whether their workloads are equitable. If team size or mix or both are wrong then modernising the workforce is a problem.

2. Policy changes aim to modernise the primary care workforce for doing things differently. Recently, Liberating the Talents three core functions and Evercare’s 5 Cs encourage managers to develop an interdisciplinary workforce based on patient need. Owing to meagre national data, these decisions have to based on professional judgement for the foreseeable future.

3. Developing knowledge and skills so that practitioners can work efficiently and effectively.

Evaluating PCT workforce size and mix

Adequate establishments and fair workloads pre-occupy many PCT managers. The numbers of community practitioners per head of population fluctuate widely not only between ONS Bands but also between PCTs in the same Band. Readers, therefore, are forced to conclude that the size (and mix) of primary and community care teams are irrational. At best, establishments are historical and at worse they fail to meet local demands while generating inequitable workloads. It’s hardly surprising, therefore, that PCT managers and staff interviewed during the study complained about unfair staffing and inequitable workload.

The NHS has increased its nursing (+1.9%) and its GP (+1.3%) workforce since 1999 (headcount not WTEs). However, evidence from the literature shows that staffing shortfalls persist, which are being corrected either by overtime, bank and agency staff bought from existing resources or simply staff good will. Authors acknowledge that establishments have grown but are being overtaken by patient demands, staff shortages and new policy developments such as the National Service Frameworks. Giving managers the tools and data to evaluate the size (and mix) of their teams, therefore, has never been more important. 

Unfortunately, PCT managers don’t have the array of methods that are available to inpatient care managers, but staff numbers and mix can be evaluated in four main ways:

(a) professional judgement;

(b) population health needs-based;

(c) caseload profiling; and

(d) community patient dependency and acuity methods.

Each of the four methods is flawed and results from any are likely to be criticised by policy makers, managers and practitioners. Combining results from professional judgement and population ratio methods, for example, are remarkably robust and triangulating approaches give managers more confidence in their results. Unfortunately, results from these methods perpetuate the traditional workforce and have less value for interdisciplinary and needs-led WP&D. At best they will show if PCT managers are comparatively well staffed or that workloads are equitable.

Department of Health and ONS databases hold workforce planning related variables and data that are easily accessible and usable. However, the author realised not only the invaluable but also the bewildering number of centrally held databases from which to evaluate and adjust the PCT workforce. Moreover, there are traps. For example, using national population ratio averages for evaluating the PCT workforce leads to inappropriate results owing to the different PCT characteristics. However, CHI Star Rating and other information, aligned to ONS banded PCTs in the database, allow managers to extrapolate from best practice and ONS similar trusts. Managers, therefore, should use data drawn only from demographically, socio-economically and morbidity similar areas to their own.

Other important considerations include which denominators and numerators are used for staffing ratios. For example, is the PCT population or general practitioner list size the best numerator? For health visitors should the PCT population or the number of children under six years be used? For the denominator, is the funded, actual or headcount establishment the best? Fortunately, the PCTWP&D database and algorithms provided have maximum flexibility, although a decision to WTEs rather than headcounts was taken early.

Caseload profiling, notably the number of patient contacts per practitioner, is one way of estimating workforce size. The PCTWP&D database includes contacts per practitioner from ‘best-practice’ PCTs and also trusts from the same ONS Band. These data are excellent for equalising workloads – an important job satisfaction, recruitment and retention issue. While the literature regularly questions the veracity of these data, secondary analysis of the PCT WP&D database indicates that activity data may be more robust than thought. For example, the size of the workforce (in WTEs) is strongly correlated to the number of contacts practitioners generate.

A third choice that managers use to evaluate their PCT’s workforce are the dependency-acuity algorithms in the literature, but unfortunately supporting data are thin and outmoded. A meta-analysis indicates that the bulk of community patients are low dependency but unfortunately national acuity benchmarks don’t exist and community patient dependency, and workload data in the literature show that practitioners experience fluctuating workloads. If managers wish to update this approach for modern WP&D then they will have to collect their own activity data to make such methods usable and accurate. If managers have problems assessing community patient dependency and workload data then they will struggle to complete algorithms in the literature, which include direct care times and community care overheads for generating accurate acuity scores. Updating also means moving toward interdisciplinary activity categories, which may be problems too far. Given these problems what can the PCT WP&D database offer PCT managers?

Table 6. Evaluating Team Size (italicised columns and columns, which are inversed, equate to the main PCTWP&D database)

	
	Row
	7
	21
	12
	13
	14
	15
	16
	17
	
	

	Col
	Variable
	England

Average
	3 Star

PCTs
	ONS

1
	ONS 

2
	ONS 

3
	ONS 

4
	ONS 

5
	ONS 

6
	Specimen 

PCT
	PCT’s

Centile

	F
	ONS Band
	
	
	
	
	
	
	
	
	6
	

	BY
	HV <6yrs pop. ratio
	306
	278
	354
	261
	308
	302
	331
	302
	243
	24th

	BZ
	HV population  ratio
	5346
	4955
	5020
	4759
	5229
	5705
	5413
	5327
	4628
	28th

	CA
	DN population ratio
	5059
	5131
	5632
	4573
	6886
	5324
	5078
	4901
	11780
	98th

	CB
	Comm. SN  pop. ratio
	2952
	2429
	2576
	2340
	2362
	3183
	4042
	2965
	2399
	35th

	CC
	HCA  pop. Ratio
	3986
	4129
	4055
	5124
	5428
	3006
	3960
	3240
	1756
	18th

	CD
	GP  population ratio
	1742
	1732
	1683
	1972
	1828
	1711
	1711
	1678
	1458
	8th

	CE
	GP list size ratio
	2009
	1932
	2136
	1981
	2015
	2040
	1968
	1954
	1725
	8th

	CF
	Prac. Nurse pop. ratio
	4582
	4509
	4889
	4467
	4375
	4845
	4797
	4437
	4429
	40th

	CG
	GP Adm' pop. ratio
	999
	989
	984
	928
	987
	1019
	1046
	999
	1144
	91st

	CH
	Podiatrist pop. ratio
	13466
	11401
	14931
	10494
	14159
	14030
	14999
	13473
	12126
	45th

	CI
	Dietet. pop. ratio
	31927
	22210
	92445
	17655
	41352
	26769
	32518
	31154
	Not applic.
	

	CJ
	OT pop. ratio
	12166
	8377
	15242
	14597
	25089
	10050
	13586
	9109
	3310
	7th

	CK
	Physio. pop. ratio
	9485
	7687
	21323
	8876
	15929
	8309
	8587
	8725
	Not applic.
	

	CL
	SaLT pop. ratio
	9609
	10911
	10253
	9743
	9272
	9560
	9149
	11479
	13596
	65th

	CM
	HV/DN vacan. %
	1.6
	1.33
	6.42
	1.3
	1.3
	2
	2.23
	1.33
	0.97
	20th

	CN
	AHP vacancies %
	4.2
	3.9
	6.7
	4.1
	5.1
	5.9
	4.7
	3.8
	3.0
	10th

	CO
	Full-time P-T ratio
	1.39
	1.42
	1.33
	1.34
	1.34
	1.34
	1.46
	1.39
	1.48
	90th

	CP
	Sickness absence %
	4.1
	4


	4.5
	4.3
	4.1
	4.2
	3.7
	4.2
	3.4
	30th

	BF
	HV contact ratio
	1356
	1193
	1185
	1553
	1055
	1535
	1580
	1234
	1009
	26th 

	BG
	DN contact ratio
	395
	405
	354
	648
	783
	365
	310
	451
	801
	78th

	BH
	Podiatrist contact ratio
	1034
	937
	687
	921
	1156
	967
	1127
	1067
	698
	16th

	BI
	OT contact ratio
	83
	112
	
	85
	131
	79
	79
	103
	96
	55th

	BJ
	Physio. contact ratio
	296
	337
	296
	217
	244
	334
	290
	330
	Not applic.
	

	BS
	Staff satis. (Likert(3.1) [ab]
	3
	3
	2.8
	3


	3
	3
	3
	3
	3
	45th  


Variables are defined in the PCT WP&D database.

Table 6. Evaluating team size – commentary

Comparing the specimen PCT in Table 8 with its ON6 Band 6 counterparts, shows the irrationality of PCT workforces:

	Col. 
	Profile Issue (Col. items relate the table above)
	Workforce Planning and Development Implications

	BY

BF
	Twenty four per cent more health visitors, who are 18% less productive.
	Boost health visitor public health and chronic disease management roles?

	CA

BG
	Fifty-eight percent fewer district nurses, who are 44% more productive (one of the smallest district nursing workforces in England).
	Implications for out-of-hours work?

	CB
	Nineteen per cent more community staff nurses.
	Community staff nurses take on more chronic disease management roles and out-of-hours work?

	CC
	Forty-six percent more healthcare assistants. In the top 20% of HCA rich workforces.
	Are district nurses working mainly as supervisors?

	CDCE

CF
	Thirteen per cent more general practitioners (top 8%).

Equitable practice nurse workforce.
	Meeting the demands of primary care first-contact work less of an issue?

Scope for interdisciplinary care.

	CG
	Thirteen per cent fewer practice admin’ staff (bottom 10%).
	Reduced scope for relieving practitioners’ administrative burdens?

	CH-

CL
	Mixed allied health professional staffing but less productive.
	Boost allied health professionals’ chronic disease management roles?

	BS

CP

CMCN
	Employer satisfaction scores are average.

Below average sickness-absence levels.

Low vacancy rate.
	Recruitment and retention seems to be less of an issue for the PCT.


Users are encouraged to download their PCTs’ profiles from the PCTWP&D database, substitute their data with those in the end two columns and underline their main staffing issues.

Modernising the PCT workforce

One main problem persists, however. Existing variables and data are traditional-workforce based. New health policies such as the new GMS contract, Liberating the Talents (LtT) and Evercare make these formulas and algorithms outmoded. Unfortunately, there are no or very few databases to help PCT managers reconfigure traditional workforces along, for example, LtT lines. Nevertheless, the downloadable PCTWP&D database generates considerable insight into the likely new primary and community-care roles. Questions PCT managers might ask include:

1. What are the local morbidity, mortality, socio-economic issues and do these suggest a certain staff mix?

2. Specifically, what are the first contact, chronic disease management and public health issues?

3. How do local staff ratios compare with PCT staff ratios in the same ONS band and also with 3-star PCTs? Is any staff group establishment particularly well or worse off?

4. Is the relationship between the staffing and activity (number of contacts) significant? For example, are understaffed groups also highly productive and vice-versa?

5. What’s the ratio of registered practitioners to healthcare assistants? If the workforce is reliant on assistants then are qualified staff acting in a more supervisory role?

Finally

There are some tough notions, complex data and algorithms in this report. However, a full report of the same name is due later this year and workshops, specifically built around the issues and procedures covered here are planned.

