Workforce Briefing Paper June 2009:

Developments since March JSC.

Dr PD Mason

1) Report of Trainee Meeting at Renal Association/BTS Meeting in Liverpool April 2009 organised and chaired by trainees, Dr D Game and Dr S Moochhala.

Well-attended meeting.  4 x 10min talks followed by discussion. 
Minutes (produced by the trainees) attached as Appendix 1.

2) Trainee Numbers-Current Status: Currently there are about 400 nephrology consultants in the UK and about 425 trainees not including any CESR applicants (likely to be a small number). Even if there were an overnight doubling of the consultant number to 800 (we hope there will be some expansion), then a rough calculation based on:
1) 28yr working life of a consultant (currently the median age at time of CCT is 35yr…this may come down with shortened training) 
2) 7yr training; this may be optimistic (and training will actually be shorter) since it assumes that:

a) 
all trainees go for dual specialty [nephrology and GIM] although currently about 20% trainees are only training in nephrology and 35% of dual trainees are considering switching to single to reduce training time 
b)
all trainees have an average 2yr OOPE

[ “Less than full time training” will lengthen this, but currently only about 5% of our trainees are training in this way]

An estimate of the average number of trainees needed to maintain supply can then be made: if the ratio of trained:trainee is 28/7=4:1 then we would expect to require on average 800/4=200 trainees (remember we only have 400 consultants at the moment) to supply and maintain and 800 nephrology specialists. 
Clearly a more sophisticated model is required to refine the numbers. 

The increase in the workload (5% pa increase in RRT population as modelled by the Renal Registry) needs to factored in (see the JSC Workforce Document June 2008).

Other important factors which need to be incorporated include retirement age, less than full time working patterns, non-nephrology work in evolving job plans (including career progression out of clinical service delivery in nephrology) and trainee drop out or shift away from nephrology (eg to GIM).  It was hoped that the trainee and consultant census would inform but despite a huge effort barely half of trainees and consultants made a return.  
3) Expected Excess of CCT Holders-Current Status: 
	Year
	Trainee census

(n=208)
	JRCPTB (n=341 fully registered)

	2008
	
5
	
20

	2009
	
22
	
36

	2010
	
36
	
72

	2011
	
57
	
87

	2012
	
40
	
55

	2013
	
25
	
24

	2014
	
11
	
15

	2015
	
3
	
2

	Unclear
	
9
	
25


An estimated 78 trainees have recently been appointed to start ST3 in August 2009. 

Based on ~425 training posts and an average 6 yr training ~70 trainees would be expected to be awarded a CCT every year. This is roughly in agreement with the Table above.

The average numbers of new (cf. new + replacement) consultant posts over the last 3 yr is 35 pa.

4) There are 2 major issues:

4.1 How might CCT holders be employed/utilised if the prediction is accurate?

Politically charged! 

Traditional consultant posts are ‘expected’ by the trainees. Expansion is desired by most consultants/renal units and by the National Director (see Appendix 1) but will have to be funded.

Some trainees may well gravitate to acute medicine. There was a 63% increase in Acute Medicine consultant jobs in 2006-2008, but Acute Medicine is now beginning to produce its own “Level 3” Acute Medicine CCT holders.

Some may mark time with research (although this just delays the permanent appointment) or move abroad.

Specialty jobs…discussed extensively and may be an inevitability, especially if the 2011/12 financial cycle cuts deep into NHS funding. [Note: 5 Specialty doctor posts have been advertised in Nephrology so far in 2009 mostly asking for a minimum of 2 yr in a training or FTSTA post].  

I think it is likely that ‘market forces’ may play the major role in CCT holders’ placement, whether they are absorbed within nephrology or elsewhere.

I’m not sure how much the JSC/Renal Association can influence this and would be grateful for thoughts and guidance.  
4.2 If we agree there are far too many trainees, how do we reduce the numbers?  

This is perhaps the more important question since we may be able to influence this.

I have been having discussions with a number of people and organisations about this and have, below, summarised the situation so far.

5) Discussions with Katie Tester and Andy Knapton (Workforce Review Team, Department of Health): April 2009; conference call. They had previously sent me an Excel spreadsheet of their modelling which had only about 290 trainees.  This DH WRT are the body who would make binding recommendations regarding trainee numbers.

They accepted that there appeared to be far too many nephrology trainees to supply the projected need even if there were a large expansion of consultants.  However, they pointed out that although this appeared to be a major problem for our specialty it was, nevertheless, small in the context of the NHS manpower problems overall. 
They did not think it would be likely that they would have time to analyse the data in detail in order to produce a recommendation about trainee numbers required by later this year-necessary if trainee numbers for 2010 were to be reduced.

6) Discussions with Dr Jeremy Levy (Head of London School of Medicine): He is convinced by the need to reduce trainee numbers nationally and is prepared to reduce the number of London trainees in 2011/12. [The London deanery have had recent experience of reducing trainees (in cardiothoracic surgery) and is optimistic that given the money for the deleted training post and enough warning, Trusts will be able to plan for this by appointing a non-training grade doctor].  However, he would only be prepared to do this if 

a. the trainee salary was given back to the Trust and

b. other Training Programmes also agreed to reduce their number of trainees so that London didn’t take all the reduction  

I believe this is the best way forward pending firm recommendations from the WRT.  I will be having further discussions with Dr Levy.

7) Discussion with Prof Steve Powis (Chairman SAC): Prof Powis does agree that their needs to be a halt to further expansion of trainee posts (there have been 9 new posts sanctioned in the last year). He has suggested that, after discussion with the lead dean, no more applications for additional trainees (there is one pending) will be approved.

8) Discussions with the Lead Dean for Nephrology (Prof. David Graham, Mersey deanery): Prof Graham also agrees there does seem to be an excess of nephrology trainees.  I discussed with him the possible voluntary plan for STCs to reduce trainee numbers, converting training posts into non-training posts.

His concern with this suggestion is that there is a significant risk that if this is proposed, the deaneries will remove a ‘Calman’ salary (and not Trust money transferred to deaneries to pay for unfunded trainee expansion). The STCs would then decline the offer, but with the real risk that, having made a case for trainee contraction and under DH pressure to expand trainees in those specialties that are currently designated growth specialties (e.g. geriatics) but without additional funding, the deaneries will just remove a Calman salary anyway. Clearly this would be disastrous for Trusts to cover clinical service and rotas.

Prof Graham suggests that he and I, the Chair of the SAC (Steve Powis stands down very soon) and Donal O’Donaghue meet to discuss the options further (planned June 09).  We would then plan to meet with the WRT/DH.


Phil Mason 28 May 26, 2009.
Appendix 1.

Minutes of the Workforce Planning Meeting

Renal Association Conference

Liverpool, 23 April 2009

1. Dr Phil Mason

Consultant Nephrologist, Oxford

Chair of Renal Association/RCP Joint Specialty Committee for Renal Medicine

Background to the renal workforce problem:

· c. 80% increase in medical student admissions since 1996

· c. 7200 medical students will graduate each year from 2010

· This expansion has a number of consequences:

· NHS cannot afford a 2-3-fold increase in consultant or GP numbers

· Only a proportion of F2 doctors will get into a post-foundation scheme training programme

· The RCP Workforce Unit estimates that by 2020 there will be c. 25% of the current number of trainees

· There will be a large expansion in non-training posts

· A surplus of trained doctors will drive down doctors’ salaries

The situation in nephrology:

· BRS National Renal Workforce Planning Group 2002 – targeted ratio of 1 physician:75 RRT patients, equivalent to 1 whole-time equivalent (WTE) nephrologist: 100 RRT

· Consultant numbers, actual & predicted - 2001: 290 (203 WTE); 2010: 803 (570 WTE)

· Currently there are c. 425 renal trainees registered with the JRCPTB

· 78 new trainees are to be appointed for August 2009

· Average training time of 6 years will generate c. 70 CCT-holders per annum, leading to the excess of CCT-holders outlined in the draft workforce planning document

· The actual number of excess CCT-holders might be less, depending on:

· An increase in part-time working

· An increase in independent units: who will pay these nephrologists? Will PBR make this less feasible?

· Early retirements

· Job plans with reduced PAs

· ... Difficult to predict how large these effects will be

Options for CCT-holders:

· Traditional nephrology posts

· Acute medicine (63% increase 2006-2008, but now Acute Medicine trainees also coming through the system)

· Work abroad / industry

· ‘Specialty jobs’: 4 advertised so far in 2009 in other specialties

What can our specialty do?

· We have little influence on the creation of new consultant posts

· We must argue for an ‘appropriate’ number of trainees

· Assuming a trained professional life of 28 years, and 7 years training, need 4 ‘specialists’ for each trainee. If consultant numbers expand to 800 (currently 400), we therefore need 200 trainees (currently 425)

How can trained specialists be utilised?

· CCT holders are fully trained and will have clinical autonomy

· They will deliver the service

· They will be eligible to compete for traditional consultant posts

· ...Trainees need to make themselves competitive

2. Chris McCullough

Remedy UK

Context of the current / future workforce crisis:

· Medical student numbers started to increase significantly from 1999 onwards, as part of the government’s stated aim of providing a ‘consultant-delivered’ service. This was later changed to a ‘consultant-led’ service

· The structure of the medical profession will have to change significantly. Currently there are c. 30,000 trainees, 30,000 GPs and 30,000 consultants in the UK. To accommodate the projected output of the ‘medical production line’ (Prof Pounder, RCP), there would need to be up to 90,000 consultant posts by 2026

· The variables that are potentially modifiable are:

· A cut in medical school intake by c. 50%

· Modulating the GP:hospital consultant split

· Flexible working patterns

· In renal medicine, the combination of an excess of CCT holders with foundation trusts will mean that salaries will be driven down, and terms will be poorer 

· This problem needs to be tackled head-on; the renal community needs to agree and press for minimum standards in the procurement of renal services

· Workforce planning problems are closely connected with issues surrounding implementation of the European Working Time Directive (EWTD)

· A move from a 56- to 48-hour working week will especially reduce the number of day-shifts each trainee works, having a particularly deleterious effect on the quality of training.

· An opt-out from the EWTD is feasible; using algorithms such as ‘Rota Geek’ can help design rotas that aim to maintain continuity and training opportunities

· The current situation implies an inevitable progression towards a sub-consultant grade, unless medical student numbers are cut.

3. Dr Donal O’Donohue

National Clinical Director for Renal Services

· Will there be any renal consultant jobs, and if so, what will they be like?

· The roles of the renal consultant in the 21st century are wide:

· Leadership & change management

· Ultimate clinical responsibility

· Asking & answering research questions

· Training & mentoring healthcare professionals

· Calculations based on 1 nephrologist : 75 RRT patients are using an old model which no longer applies

· Renal medicine needs to reassert its clinical roles, especially in the areas of primary kidney disease and acute kidney injury – alongside CKD, RRT and general medicine

· There are many factors which will influence the number of consultant jobs in the future, making predictions exceptionally difficult:

· A possible increase in the number of renal centres, to improve local service provision. There are currently 52 centres in England, 78 in the UK as a whole. A minimum of 5-6 consultants is needed in each centre

·  The impact of the EWTD and changes in consultant PAs

· Who does what in the renal multidisciplinary team: the BRS is currently looking at this

· Research vs. service balance

· New technologies, treatments and ways of working

· Tips for trainees:

· Present & publish

· Acquire quality improvement skills

· Demonstrate leadership potential

· Prepare for interviews

· Enjoy your training and consultant posts

4. Dr Ayesha Rahim

Education & Training Committee of the Junior Doctors’ Committee, BMA

· The BMA has consistently been opposed to the creation of a subconsultant grade, and has made a number of statements to that effect

· The BMA’s position on renal trainees’ proposed solutions to the workforce planning crisis are as follows:

· Expansion of consultant numbers

· The BMA supports this, continues to lobby for increased consultant numbers, and has influence at a number of decision-making bodies

· Renal derogation from EWTD

· The BMA supports the EWTD, and the government refuse to consider any blanket derogations anyway

· A BMA statement of 22 April 2009 lists the alternative options to safeguard training, including increasing funding to free up consultant trainers and investment in skills labs.

· Moratorium on recruitment into renal higher specialist training

· Such moves need to be specialty-led, but the wider implications of any such move would need to be considered. Specialties would need to ensure that junior trainees have all the information about career prospects available to them

· Extension of the ‘grace period’ from 6 months to 2 years

· No objections in principle, although this would be very difficult to achieve in practice, involving negotiations with the Department of Health

· Phased reduction in medical school places

· This is primarily a matter for the Medical Students’ Committee, but a reduction may eventually lead to a deficit in post-CCT doctors

· Lengthen higher specialist training to 4 years

· Such a move must be evidence-based: specialties would need to demonstrate that it is difficult to meet competencies within a 3-year programme

· The BMA would welcome representation from renal trainees on the Multispecialty Working Group, which exists under the auspices of the JDC.

· Email ayeshabrahim@bma.org.uk
Questions & comments

Dr Gavin Dreyer, SpR, Royal London Hospital: There are currently 2 streams of training: old-style Calman SpRs, and new MMC-style STs. Is there any evidence that either group will be looked on more favourably by consultant appointment committees?

Dr Phil Mason: No, each applicant will be assessed on his/her merits. As a comment to previous speakers, must avoid using the ‘ghastly term’ ‘subconsultant grade’:  these are not going to be staff grade posts, as CCT holders will be fully trained and have full clinical autonomy. There will be a greater service-delivery element to their job plans, and remuneration is unlikely to be much less than the current situation.

Dr David Game, Clinical Lecturer, Imperial: Most trainees would view such posts as a lesser option.

Dr Chris McCullough: The BMA’s stance in opposing the subconsultant grade without suggesting alternatives is unrealistic: given the numbers of trainees in the system, this will happen. We should not let the government off the hook, and hold them to their promise of consultant-delivered, not ‘specialist-delivered’ care.

Dr Donal O’Donohue: Not sure that the NHS cannot afford the required increase in consultant posts. Consultants have always performed different roles at different stages of their career: the job of a 35-40-year old consultant tends to be very different from that of a 60-65-year old consultant

Dr Ayesha Rahim: The BMA recognises that consultant roles change over time, but is concerned with protecting the value of the consultant grade, and to protecting the terms of the consultant contract.
Prof Peter Mathieson, President, Renal Association: A number of comments: (1) The Renal Association cannot do anything about medical student numbers; (2) These workforce planning problems are not confined to renal medicine, and are affecting most other internal medicine specialties. Lobbying needs to be  ‘joined-up’ between specialties; (3) The career structure for academic medicine is now better defined than ever before, although academic training posts are not yet linked to future numbers of senior lecturer / professorial posts.

Anonymous, trainee: These ‘subconsultant’ posts will be similar to salaried GP posts, although the government will want to call them ‘consultant’ posts. What can we learn from the salaried GP experience? What has been their career progression?

Rahim: The BMA wants to ensure protection of the consultant contract

Anonymous: The difficulty with increasing the number of renal centres is manning the rotas. Unless there are enough trainees / middle grades, consultants will need to work night shifts

O’Donohue: We are currently looking at this. UK renal medicine still has a very unusual, highly centralised model of service provision. An inpatient service would require a minimum of 4-6 senior staff; converting additional PAs into new jobs for trainees is a possibility. Additionally, the community needs to take leadership in areas like Acute Kidney Injury to carve new roles for the specialty.

Mason: There are two separate issues – (1) What will happen to current trainees when they get their CCT; (2) Even if consultant numbers are doubled, the number of trainees will still need to be halved. The only answer appears to be to convert training posts into non-training posts; the question then becomes who will take these posts.

Dr Shabbir Moochhala, SpR Representative, SAC, Chair of SpR Club: Is there a mechanism for reducing trainee numbers?

Mason: Final responsibility for this lies with the DofH (and Dr O’Donohue). Cardiothoracics and Obstetrics have been through a similar process; the obstetric experience suggests that entirely halting recruitment into the specialty has long-lasting detrimental effects.

Professor John Feehally: It is the responsibility of the Renal Association, together with the SAC and the Royal College to drive through a reduction in trainee numbers – with some urgency. We also need to be aware that consultant posts of the future will be very different to what exists currently.

Game: Trainees acknowledge that, and also accept that immediately after gaining CCT, job plans will necessarily involve greater service provision. They are however concerned that they should be able to continue to expect career progression.

Anonymous, consultant, Scotland: The Scottish model might be informative for the running of smaller, less centralised renal units. There are 9 renal units in Scotland, 5 with non out-of-hours renal SpR rota. Many nephrologists contribute fully to GIM rotas. The starting salary for a renal staff grade doctor has been c. £45,000.

Anonymous, trainee: The reality is that trainees will be forced to take a pay cut.

Game: Summarising - the aims of the meeting were to raise awareness, and to start to identify who the key players are. We all need to be thinking about possible solutions locally.

Moochhala: There seems to be a consensus that trainee numbers should be reduced, but recruitment should not be stopped altogether, and that consultant numbers should be increased.

