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1.0 Introduction

This draft paper has been prepared following discussions of the JSC Workforce Group and with many other colleagues in the UK.

2.0 Aims
2.1 
To critically review the current estimates of the required numbers of consultants (or specialists) to deal with the number of patients both on RRT and with specific renal disorders over the next 7yr.

2.2 
To estimate the numbers of trainees completing training over the next 7yr. and review the trends in the number of consultant appointments.

2.3 
To suggest possible solutions to deal with the workload and the likely excess of fully trained nephrologists over vacancies.

3.0 Background

3.1 The NHS needs more WTE nephrologists.  The justification for this statement comes from the Recommendations of the BRS National Renal Workforce Planning Group (2002). The recommendations (Table 5.1.2 of BRS document, Appendix 1) about workforce ratios of 1 physician (also participating in GIM/other specialty) per 75 RRT patients (1 nephrology WTE per 100 patients) were based on the current patterns of work at the time and taking account of the support from NCG, trainees, nursing colleagues and PAMs.
3.2 Based on this and various estimates of the increase in the RRT population the document recommended a “required” number of consultants by 2010 (Table 5.1.5(b) of BRS document, Appendix 1).
3.3 This estimate has been accepted by the DoH in England on every occasion that nephrology consultant numbers have been discussed. As a consequence renal medicine was allocated a large increase in number of training posts to provide for this. Because of lack of funding these were not all created.
3.4 The changing shape and size of the British medical workforce: 
3.4.1 
This is the single most important issue facing medical workforce planning in general.  As the RCP Workforce Group has recognised, there is an impending crisis of how to deploy the large increase in numbers of doctors resulting from the 80% increase in medical student numbers 1996 and 2007. 
3.4.2 It is extremely unlikely that the NHS will be able to afford to pay all the British doctors as consultants or GPs.  It seems inevitable that in a ‘market’ of a surplus of doctors, grades below the top level specialists will be created, whatever the Colleges/BMA might argue.
3.4.3 The RCP WorkForce Group headed by Alistair McIntyre is exploring models of working for the future.  It predicts that by 2021 there will only be 25% of the current number of training posts (and nephrology may be more vulnerable because of the recent large increase in trainee numbers). The service will have to be maintained which means of converting 75% of current training posts into non-training positions. This means that most clinic and ward work will be delivered by non-training doctors, consultants and non-consultants.  These doctors will be working shifts to cover out of hours cover for the service.  This pattern of service delivery is already in place in A&E, anaesthetics and intensive care.
3.4.4 The other question that arises from the drastic reduction in trainee posts relates to the career options of doctors who fail to secure a training position. This is not something our specialty is in a position to tackle, but the RCP is considering this with some urgency.
3.4.5 The changes resulting from the Tooke Report will also have implications for our analysis and advice. The Report calls for revision of workforce advisory machinery. In particular and potentially to our advantage (if it happens!) is the suggestion that SHA workforce planning and commissioning “should be subject to external scrutiny”, and “policies with respect to the current bulge in trainees and international medical graduates should be urgently resolved.”.
3.5 Patterns of working have changed since the BRS document was published. Successive RCP censuses indicate that the proportion of time that nephrologists devote to GIM is steadily reducing.  Nephrologists are opting out or their GIM commitment reduces as additional colleagues are appointed.
4.0 Projections
4.1 Projections are notoriously inaccurate, especially when there are so many competing and changing factors.  This section describes the relevant factors. Some (such as the expected number of RRT patients) are easier to model and predict than others (e.g. future working patterns).

4.2 Numbers of Nephrologists needed by 2015:
4.2.1 
RRT numbers 2008-2015: The Renal Registry has published the number of patients on RRT for the UK since 2001 (previously Scotland wasn’t included). Based on the increase in numbers in the units reporting continuously 2000-2005, the average increase was 5.2% pa.  Assuming this continues at least until 2015 we might expect 67,000 in 2015 (Appendix 2). [I have discussed the growth with David Ansell of the Renal Registry: he does not think the growth will plateau over this time period; currently the increasing numbers of RRT patients and therefore the death rate is balanced by the 4% year on year increased survival and the ageing population].

4.2.2 
Number of nephrologists needed: Based on the BRS estimate of 1 WTE nephrologist: 100 RRT patients we would need 523 in 2010 (fewer than the original BRS estimate of 570) and 668 in 2015. If the ratio remains at the current level (1:119) the number needed would be 563 in 2015. NB this unsophisticated model does not include any change in the average component of GIM that nephrologists are committed to. 

4.2.3 
Other factors which will influence the number of specialists/consultants needed include:

4.2.4 
Increasing development of specialist nurses/consultant nurses, e.g. anaemia management, vascular access, pre-dialysis counselling and clinics, conservative management, bone management, transplant nurse practitioners.  Increasingly nurses and pharmacists are taking on prescribing roles as well.  These tasks, with well-designed protocols, are generally perceived to be well managed by nurses and PAMs and significantly reduce the workload and responsibilities that were traditionally borne by doctors.

4.2.5 
The use and development of “physician’s assistants” may also reduce the nephrologists’ workload. These will almost certainly be needed if (when) trained doctors are required to provide most of the inpatient as well as outpatient work. 

4.2.6 
Appendix 3 shows the numbers of nephrology consultants reaching 65 over the next 10 years.  It is possible that larger numbers of consultants may decide to retire before 65yr.  Retirement intentions were published in the 2005 census, but not the 2006. The 2005 data is shown in Appendix 4, which suggests a significant proportion may retire earlier, but care with interpretation because it based on a very incomplete dataset (and what people indicated on the form in 2005). 

4.2.7 
The number of consultants working less than full time is increasing (overall for all UK medical consultants), e.g. 11.1% in 2005 and 13.2% in 2006 (RCP census data but NB only ~55% response rate [do the non-responders have a higher part-time rate?]. 

4.2.8 
Gender and “less than full-time working”. Currently almost 20% of nephrology consultants are female (18.8% WTE) but 38.4% trainees are female (JRCPTB data).  [Also remember that 67% of current medical students are female]. It seems likely that a higher proportion of future consultants will want to work part-time. This will include an increasing number of women (and men) who wish to work part time (data from trends and surveys of medical students and junior doctors: e.g. BMA survey of 2006 graduates: 21% of female graduates anticipated working part-time for most of their career and 48% want to train less than whole time (cf 15% men); 80% women and 50% men expected to take a career break at some stage). 

4.2.9 
Working hours. If all job plans were strictly10PA more consultants would be required.  The 2006 RCP census indicated that many nephrologists work >48hr. The average hours worked was 55.3 (ie nearly 14PA), [but I’m not sure how reliable this is…it seems an awful lot as an average; is this all Trust work, or incl. private, and RCP/National bodies etc?].  It should also be mentioned that this figure is based on the 53% who responded overall, of whom 58.9% responded to the >48hr question. 

4.2.10 The 2006 RCP census estimates that for renal medicine, if all consultants worked 10PA, an extra 30% consultants would be required.  Obviously we have no mechanism for forcing this issue.  It is cheaper for a trust to employ 5x12PA rather than 6x10PA consultants (and many may not want to reduce for financial reasons!) although most new posts are advertised as 10 or 11 PAs, so this is likely to happen over the next 10 years.

5.0 Numbers of Trainees and projected numbers with CCT:
5.1 Numbers of trainees and rate of CCT awards:

5.1.1 
JRCPTB data indicates that there are 355 trainees under the old “SpR” system and about 33 StR registrants (possibly a few more not yet cleared through PMETB) and 10 new posts appointed in Mersey in May 2008. Total-about 400 trainees.

5.1.2 
During Aug.07-Sept.08 22 trainees will get their CCT, and over the following year 31 trainees are due a PYA and will presumably get their CCT within 18mo. As the number of training posts were increased over a 4-5 year period (excluding the 10 new posts from Aug 2008) there will be a graded increase in trainees getting a CCT over the next 5 yr until steady state is reached.  To estimate the number of doctors getting a CCT pa, we need to estimate the average time in Spr/StR training. This is difficult since a variable number (probably reducing) take OOPE of 2-3 yr and some trainees opt for nephrology only and others drop GIM before CCT.  Under StR regulations clinical nephrology training is 3yr (conceivably less as it is competency based) and nephrology with credentialing in GIM will take an average of 5yr. 

5.1.3 
Taking an overall average of 5 yr to train a nephrologist (from ST3) we might expect 400/5=80 CCTs pa in steady state. This figure has been used in the models of projecting the match between numbers of nephrologists available and needed (see below).

6.0 Historical increase in numbers of consultant nephrologists:
6.1 
The number of consultant appointments over the last 5 yr can be seen in Appendix 5. These data come from the RCP who provide College representatives to all AACs in England, Wales and Northern Ireland and do not include Scotland.  The numbers of appointments has varied between 13-37 (mean 25) pa.  

6.2 
Appendix 5 also indicates that the number of consultants has not grown by the same numbers; this could mean there are errors or could represent replacement appointments rather than new posts or consultants moving hospitals. 

7.0 Crude model of match between projected numbers of nephrologists required and available CCT holders: Crucially this depends of the number of consultant appointments that will be made. Appendix 6 models 2 scenarios. Assumptions (with caveats):

7.1 
5% pa increase in RRT patient numbers, 2007-2015 (reasonably secure)

7.2 
Model 1 projects an increase in the number of nephrologists to keep pace with the increase in RRT patient numbers and therefore maintaining the 2006 ratio of nephrology-physician:RRT (1:119, equivalent to 1:171 WTE nephrologist)

7.3 
80 trainees will get a CCT pa in 2011 and subsequent years

7.4 
Number of nephrologists reaching 65yr and retiring in years 2007-2015 is as reported by RCP from census data (NB this is very incomplete and a proportion [?increasing] may want to retire <65yr although in future years this may be more difficult because of changing pension regulations)

7.5 
The balance of nephrology: GIM/other specialty work and number of PAs does not change (NB this is changing but is more difficult to model)

7.6 
The proportion of consultants working part-time stays the same (NB likely to increase)

7.7 
Model 2 makes the same assumptions except that the ratio of nephrology-physician:RRT decreases to 1:100 by 2010 (equivalent at current balance of GIM to 1 WTE nephrologist:143 RRT)

7.8 
Model 1 merely keeps pace with the increase in RRT numbers and the increase in consultant numbers pa is similar to the average increase over the last few years (Appendix 5 which doesn’t include Scottish data).  Model 2 would require a very substantial increase in the number of consultant appointments, at least until 2012. 

7.9 
Both these models suggest that there will be an increasing excess of trained specialists with a CCT in nephrology over the projected vacancies.  Model 1 estimates a cumulative excess of 311 CCT holders by 2015 (with an estimated 2015 establishment of 560 nephrologists) and Model 2 an excess of 203 (with an estimated establishment of 668 nephrologists) (Appendix 6).  If the average time from ST3 to CCT were 6yr. instead if 5 yr. (66 trainees getting CCT pa) the excess numbers are reduced to 241 and 133 respectively.

7.10 More sophisticated modelling (and accurate data) will be required to determine the effect of reducing nephrology PAs (towards 10PA job plans and shift of nephrology sessions to other activities including academic, management, education etc.), part-time working, retirement intensions and changing multidisciplinary practices (see 4.2.4 and 4.2.5)).

7.11 A model reducing the ratio to the 2002 recommendation of physician:RRT of about 1:75 (1:100 WTE nephrologists) by 2013 would approximately accommodate the projected numbers of trainees with CCTs by 2015, but this would require a 2015 number of 891 nephrologists (619 WTE nephrologists), and this would require an average annual increase of 59 new posts per annum (with a peak of over 100 to achieve this ratio by 2013).

7.12 Unless there is an unprecedented increase in consultant appointments it seems likely that there will be a substantial excess of CCT holders over vacancies until 2015.

7.13 The modelling discussed does not include trained specialists from the EU or from within the UK gaining entry to the Specialist Register via the CESAR route who might also compete for jobs.

8.0 The next steps.

8.1 
Decide how many consultants (or “specialists”) we think we will need over the next 7 yr. This isn’t straightforward and will need some sophisticated modelling to take into account the various factors discussed in Section 4 (Projections).  A start has been made with an excel spreadsheet which generated the numbers in Appendix 6 but we are discussing more sophisticated models with the RCP Workforce unit. 

8.2 
Whatever number we decide upon, it has to be a realistic rather than “aspirational”.  What is the appropriate workload for an NHS full time WTE in nephrology? There is a wide range of opinion amongst colleagues from the BRS figure of 100 (or less!) to a much higher figure. 

8.2.1 
Those who believe that the 2002 recommendation is too generous, especially with increasing nurse specialist support, base this view on estimates such as: of 100 RRT patients per WTE, about half would be transplant recipients. Most would accept that an average of 5 visits per year would be generous; this equates to 100x5=500 clinic visits pa; divide by 42 weeks (annual/study/special leave)=about 12 clinic slots per week leaving plenty of clinic capacity for pre-dialysis and other renal patients; this is surely a light workload even for a 10PA job.

8.2.2 
Workforce requirements need to be determined in the context of multidisciplinary working. We understand that Dr Paul Stevens is leading a group to review these issues (see 4.2.4 and 4.2.5).

8.3 
It is important to remember that once a reasonable workforce number has been agreed, the levers available to manipulate workforce planning are limited. At every level of training there is a degree of regulation - medical school places are centrally determined, FY and ST posts are set by Deaneries but consultant posts are created by Trusts on the basis of local needs, priorities and funding issues.
8.3.1 
There is no obvious central mechanism to direct consultant appointments. The Renal NSF is helpful in calling for local provision.
8.3.2 
It has been suggested that the number of free-standing renal units could, perhaps should, be significantly increased. Each new unit, if it were to be free-standing, would require 4 consultants to provide an on-call service.  This would be expensive and would need Department of Health pressure (? and funding) to achieve. 
8.4 
Once there has been agreement about the likely and realistic numbers of consultant posts until 2015, it will be necessary to argue for an appropriate number of trainees.
8.4.1 
The main way we can manipulate the supply is by arguing for a change in renal SpR (ST3 and above) numbers.
8.4.2 
Based on the arguments in Section 7, we should block any further increase in training posts and urgently consider advising a reduction numbers.
8.5 
“Sub-consultant” posts.  This is a controversial and political issue.  There are widely differing views amongst the profession.  The working group and most colleagues feel it is inevitable that there will be more career grades after obtaining a CCT and for doctors without a CCT.  It is likely that non-training doctors will be employed at two different levels. Firstly, in “middle-grade” posts and secondly in more senior “specialist” posts.  For the latter an appropriate title might perhaps be “specialist” (not “junior specialist” which implies youth).  There are a number of relevant points.

8.5.1 
The large increase in medical student numbers will mean that within 10yr there will be far more doctors in the system than the NHS can afford to pay at current GPs and consultants’ rates.  Unless medical student numbers are reduced, this situation will escalate.  With this in mind it is inevitable that many doctors will not be appointed consultant posts as currently configured.  Indeed, it is likely that a large proportion will not even be selected for formal training programmes.  The RCP have predicted that there will be a progressive decline in the number of trainees required to support specialist posts and in 15yr. the number of training posts will be about 25% of current numbers.

8.5.2 
As a consequence of 8.5.1 there will be a need for more non-training doctors to cover the work currently largely done by trainees.  Already there are increasing numbers of non-training “Trust SHOs” and “Trust Clinical Fellows” and the number of posts required is likely to increase as the EWTD drives maximum hours down to 48hr.  Some of these individuals may be accepted onto training programmes and others may acquire sufficient competencies to apply for a CESAR.

8.5.3 
With an excess of trained specialists that seems probable (Section 7), it is likely that Trusts will create “Specialist non-consultant” posts to manage the growing number of renal patients.  These posts would be cheaper.

8.5.4 
Rather than resisting this course, it may be better to plan for it and devise a career structure in which some “junior” specialists might progress to senior specialists who might be similar to current consultants.

8.5.5 
The relationship between “junior” specialists and current consultants will need to be established. Since the junior specialists will be on the Specialist Register they will have clinical autonomy but work within the multidisciplinary team.  It might be better to call such positions Unit Nephrologists or Specialist Nephrologists reserving Consultant Nephrologist for the more senior specialist. Their numbers should be included in the physician:RRT calculations. There would be no automatic right of progression and appointment to the senior positions would be competitive. 

8.6 
There is a need for more accurate data and more sophisticated modelling for workforce planning. It is a shame that within our specialty we have such incomplete data on the job plans, retirement intentions, number of less than full-time physicians etc.

8.6.1 
We should use the Renal Association Newsletter to encourage our colleagues to respond to the RCP census.

8.6.2 
Liaise with the BRS and DH to agree the future requirements of junior and senior specialists and determine numbers of doctors and specialist nurses and PAMs that will be needed to care for the growing number of renal patients.  It is likely that the balance and models will be different in District General Hospitals, Teaching hospitals and transplant centres and in different geographical regions.

9.0 Executive Summary
9.1 
A comprehensive review of the organisation of all hospital care is needed, incorporating recommendations of the Tooke report assuming these are accepted (see Section 3.4.5).  As Tooke also points out, it is time to radically rethink medical services in terms of roles and the “added value” of doctors including consultants. This will involve a review of the specialist nurses and (possibly) physician assistants.

9.2 
Review the ratio of specialists:RRT patients (a surrogate for workload) required to deliver renal care.

9.3 
Determine the number of specialists needed over the next 10 years in the light of changes in multidisciplinary working (Section 4.2).

9.4 
Having established the number of WTEs required, produce a sophisticated model to determine the number of trainees required to maintain and replenish the workforce. This will be informed by changes in working patterns including hours worked, less than full time working and retirement patterns (Section 4.2).

9.5 
It seems inevitable that there will be a large excess of trainees awarded a CCT over likely vacancies in the next 5-10 years. In view of this, and pending 9.4, we should freeze further expansion in trainee numbers and plan for a staged reduction.

9.6 
Propose new tiers of positions for the careers of specialist nephrologists.  One model might be the development of “specialist nephrologists” appointed after completion of formal training (and obtaining a CCT) who work within the multidisciplinary team with clinical autonomy. Some may progress to “consultant nephrologists” who would have a broader role.

Appendix 1.

Recommendations of the BRS National Renal Workforce Planning Group (2002). Table 5.1.2 made recommendations about workforce ratios based of current patterns of work with support from NCG and juniors and nursing and other PAMs:

[image: image1.jpg]TABLE 5.1.2
CURRENT AND RECOMMENDED SPECIALIST RENAL STAFF TO PATIENT ON RRT
RATIOS

PROFESSIONAL GROUP CURRENT WORKFORCE RECOMMENDED WORKFORCE
RATIOS RATIOS

Renal Physicians 1 physician per 131 RRT patients 1 physician per 75 RRT patients
(1 wte per 185 RRT patients) (1 wte per 100 RRT patients)

Transplant Surgeons 1.35 surgeons pmp 2 surgeons pmp (1.21.5 wte pmp)
(0.85 wte pmp)





Based on this and various estimates of the increase in the RRT population the document recommended a “required” number of consultants by 2010 in Table 5.1.5(b)

[image: image2.jpg]Table 5.1.5 (b)

Workforce requirement for the United Kingdom
United Kingdom

2001 2001 2006 2010
Establishment Required Projected Projected
Total Renal Total Renal Total Renal Total | Renal
wte wte wte wte
Renal Physicians 290 206 512 364 688 488 803 570
Renal Transplant Surgeons 81 51 130 89 130 89| 130 89





Appendix 2.

	Year
	No. patients on RRT (UK RR Data)
	projected % incr. in RRT patients 
	No. nephrologists

	2001
	33363
	
	206

	2002
	37039
	
	

	2003
	37338
	
	

	2004
	37848
	
	

	2005
	41776
	
	

	
	RRT estimate
	
	

	2006
	43091
	
	361

	2007
	45246
	5.0
	

	2008
	47508
	5.0
	

	2009
	49883
	5.0
	

	2010
	52377
	5.0
	

	2011
	54996
	5.0
	

	2012
	57746
	5.0
	

	2013
	60633
	5.0
	

	2014
	63665
	5.0
	

	2015
	66848
	5.0
	


Appendix 3.

Numbers of consultants reaching 65 yr over the next 10 yr (RCP Census data).

	Region
	2007
	2008
	2009
	2010
	2011
	2012
	2013
	2014
	2015
	2016
	2017
	Totals
	% specialty

	England
	2
	0
	2
	4
	5
	4
	7
	7
	5
	7
	7
	50
	17.2

	Scotland
	0
	0
	0
	0
	2
	0
	1
	1
	3
	2
	2
	11
	23.9

	Wales
	0
	0
	0
	0
	0
	0
	2
	0
	0
	0
	3
	5
	38.5

	N. Ireland
	0
	0
	0
	0
	0
	0
	1
	1
	1
	0
	1
	4
	36.6

	Total UK
	2
	0
	2
	4
	7
	4
	11
	9
	9
	9
	13
	70
	19.4


Appendix 4.

Retirement intentions of nephrologists: RCP census 2005 (this data was not included in the 2006 census report). NB. Response rate 40.7% (of the less than 50% of nephrologists who completed the census!)

	Before 60
	At 60
	Before 65
	At 65
	Undecided

	6.2%
	35.6%
	15.1%
	17.1%
	26.0%


Appendix 5.

RCP workforce data: Numbers of consultants in renal medicine (excl. Scotland) and numbers of newly appointed consultants 1993-2006 based on AAC feedback.

	Consultant numbers, renal medicine (England, Wales, N Ireland)
	
	
	
	
	
	
	

	Year:
	1993
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	
	

	Number:
	165
	169
	191
	204
	211
	221
	229
	239
	250
	271
	288
	303
	312
	315
	
	

	p.a.% increase:
	
	2.42
	13.02
	6.81
	3.43
	4.74
	3.62
	4.37
	4.60
	8.40
	6.27
	5.21
	2.97
	0.96
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	No. filled AACs
	Engl
	
	
	
	
	
	
	
	10
	24
	23
	17
	31
	25
	
	

	
	Wales
	
	
	
	
	
	
	0
	1
	0
	0
	2
	0
	
	

	
	NI
	
	
	
	
	
	
	
	3
	0
	3
	2
	4
	4
	
	

	
	Total:
	
	
	
	
	
	
	13
	25
	26
	19
	37
	29
	mean
	24.8

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Scot
	No AAC data
	
	
	
	
	
	
	
	
	
	
	
	
	


Appendix 6

	Model 1: Assumptions
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1. 5% pa increase in RRT patients 2007-2015; 
	
	
	
	
	
	
	
	
	
	

	2. Nephrologist numbers increase at 5% to maintain current ratio to RRT patients
	
	
	
	
	

	3. 80 trainees get CCT pa after 2010 and no additional doctors with CESARs are in job market
	
	
	

	4. RCP data on nephrologists reaching 65 are accurate and consultants don’t retire <65yr
	
	
	
	

	5. No great change in the number of PAs per consultant or no.of part-time consultants(I know this is likely to change-but how?)

	Year
	No. patients on RRT (UK RR Data)
	projected % incr. in RRT patients 
	No. nephrologists(actual until 2006)
	No. nephrologists based on 5% pa increase from 2006
	RRT/physician-nephrologist-assuming unchanged from 2007
	WTE nephrologist (actual in 2006, ratio as 2006)
	RRT/ neph WTE
	Increased no. nephrologists needed to maintain 1:119
	Estimated no. trainees getting CCT
	No. consultant nephrologists reaching 65yr (RCP data)
	Estimated excess of trainees pa
	Cumulative excess trainees (total)
	
	
	
	

	2001
	33363
	
	206
	206
	162
	
	
	
	
	
	
	
	
	
	
	

	2002
	37039
	
	
	231
	161
	
	
	
	
	
	
	
	
	
	
	

	2003
	37338
	
	
	258
	144
	
	
	
	
	
	
	
	
	
	
	

	2004
	37848
	
	
	289
	131
	
	
	
	
	
	
	
	
	
	
	

	2005
	41776
	
	
	324
	129
	
	
	
	
	
	
	
	
	
	
	

	Year
	RRT estimate
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2006
	43091
	
	361
	361
	119
	252
	171
	
	
	
	
	
	
	
	
	

	2007
	45246
	5.0
	
	379
	119
	265
	171
	18
	22
	2
	2
	2
	
	
	
	

	2008
	47508
	5.0
	
	398
	119
	278
	171
	19
	31
	0
	12
	14
	
	
	
	

	2009
	49883
	5.0
	
	418
	119
	292
	171
	20
	45
	2
	23
	37
	
	
	
	

	2010
	52377
	5.0
	
	439
	119
	306
	171
	21
	60
	4
	35
	72
	
	
	
	

	2011
	54996
	5.0
	
	461
	119
	322
	171
	22
	80
	7
	51
	123
	
	
	
	

	2012
	57746
	5.0
	
	484
	119
	338
	171
	23
	80
	4
	53
	176
	
	
	
	

	2013
	60633
	5.0
	
	508
	119
	355
	171
	24
	80
	11
	45
	221
	
	
	
	

	2014
	63665
	5.0
	
	533
	119
	372
	171
	25
	80
	9
	46
	267
	
	
	
	

	2015
	66848
	5.0
	
	560
	119
	391
	171
	27
	80
	9
	44
	311
	
	
	
	


Appendix 6.

	Model 2: Assumptions
	
	
	
	
	
	
	
	
	
	
	
	
	

	1. 5% pa increase in RRT patients 2007-2015; 
	
	
	
	
	
	
	
	
	

	2. Nephrologist numbers increase to achieve a ratio of 1:100 nephrologist:RRT patients by 2011
	
	

	3. 80 trainees get CCT pa after 2010 and no additional doctors with CESARs are in job market
	
	

	4. RCP data on nephrologists reaching 65 are accurate and consultants don’t retire <65yr
	
	
	

	5. No great change in the number of PAs per consultant or no.of part-time consultants(I know this is likely to change-but how?)

	Year
	No. patients on RRT (UK RR Data)
	projected % incr. in RRT patients 
	No. nephrologists(actual until 2006)
	No. nephrologists based on reducing RRT 1:100 by 2011
	RRT/physician-nephrologist-assuming unchanged from 2007
	WTE nephrologist (actual in 2006, ratio as 2006)
	RRT/ neph WTE
	Increased no. nephrologists needed to achieve 1:100
	Estimated no. trainees getting CCT
	No. consultant nephrologists reaching 65yr (RCP data)
	Estimated excess of trainees pa
	Cumulative excess trainees (total)
	
	
	

	2001
	33363
	
	206
	206
	162
	
	
	
	
	
	
	
	
	
	

	2002
	37039
	
	
	231
	161
	
	
	
	
	
	
	
	
	
	

	2003
	37338
	
	
	258
	144
	
	
	
	
	
	
	
	
	
	

	2004
	37848
	
	
	289
	131
	
	
	
	
	
	
	
	
	
	

	2005
	41776
	
	
	304
	137
	
	
	
	
	
	
	
	
	
	

	Year
	RRT estimate
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2006
	43091
	
	361
	361
	119
	252
	171
	
	
	
	
	
	
	
	

	2007
	45246
	5.0
	
	379
	119
	265
	171
	18
	22
	2
	2
	2
	
	
	

	2008
	47508
	5.0
	
	398
	119
	278
	171
	19
	31
	0
	12
	14
	
	
	

	2009
	49883
	5.0
	
	418
	119
	292
	171
	20
	45
	2
	23
	37
	
	
	

	2010
	52377
	5.0
	
	476
	110
	332
	158
	58
	60
	4
	-2
	35
	
	
	

	2011
	54996
	5.0
	
	550
	100
	385
	143
	74
	80
	7
	-1
	34
	
	
	

	2012
	57746
	5.0
	
	577
	100
	404
	143
	27
	80
	4
	49
	83
	
	
	

	2013
	60633
	5.0
	
	606
	100
	424
	143
	29
	80
	11
	40
	123
	
	
	

	2014
	63665
	5.0
	
	637
	100
	445
	143
	30
	80
	9
	41
	163
	
	
	

	2015
	66848
	5.0
	668
	668
	100
	467
	143
	32
	80
	9
	39
	203
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