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Executive summary
Ensuring that the NHS has the workforce it needs with the right skills and support is
fundamental to an effective and sustainable health care system. Health care is labour
intensive and people centred. The Health Foundation’s 2016 report Staffing matters;
funding counts found that the ability of the NHS to deliver its services is being
compromised by staff shortages, planning inadequacies and an inability to make best
use of the skills of its available workforce.
It identified significant challenges to the NHS in England including substantial staff
shortages in nursing and primary care. Yet these are not isolated problems – rather, they
are symptoms of a more fundamental fault line. The approach to planning for the
million-plus NHS workforce in England is not fit for purpose and there is no overall
discernible strategy to ensure that the NHS has the workforce it needs. A year on, the effects
of a lack of a coherent and comprehensive workforce strategy continue to be apparent and,
if anything, the situation is worse. Health Education England (HEE) publishes an annual
workforce plan, but the plan for the current year (2017/18) has not yet been published. In
its place, 2017 has been characterised by a series of one-off announcements and initiatives
whose positive intent is too often let down by unrealistic timescales and fragmented and
uncoordinated implementation.

Trends in the NHS workforce
Analysis of the NHS staff profile in 2017 shows that the trends of concern identified in
2016 have largely continued in a negative direction. The analysis shows the following.
••

The number of people in the NHS workforce increased by 2% in the year to
April 2017. But growth has been uneven. The staff groups with the highest rates
of growth were those who provide support to clinical staff (2.5%), medical
consultants (3.5%), and managers and senior managers (4.3%).

••

While there has been continued growth in hospital-based doctors, the number
of full-time equivalent (FTE) GPs has fallen. This comes amid increasing
demand pressures in primary care and despite the government’s commitment
to grow the number of GPs by 5,000.

••

The number of FTE nurses employed in the NHS in England fell between
April 2016 and April 2017. There were 460 fewer nurses and health visitors
in April 2017 compared to a year before, despite rising activity pressures.

••

The fall in the number of nurses has been most notable in community nursing
and mental health – two areas identified as critical to the success of the
Five year forward view. Staffing challenges in priority areas are likely to persist, with
a recent HEE report showing that 11% of nursing posts in mental health are vacant.
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••

The UK is below the Organisation for Economic Co-operation and Development
(OECD) average for both doctors and nurses per head of population. However, the
expansion of medical training places in the UK in the last two decades, and the recent
announcement of a further increase in medical student intake numbers of up to 25%
by 2019, means the UK will be training many more doctors per head of population.
The UK is currently training 13.5 doctors per 100,000 population – above the OECD
average and significantly higher than the US, Canada and New Zealand.

••

OECD data also show that the UK trains many fewer nurses than comparable
countries. In 2014 the UK had 29 nursing graduates per 100,000 population; the
OECD average was 45 per 100,000. The US trained more than twice that of the UK
(63), while Australia trained even more, at 76 per 100,000 population.

••

The differential path of nurses and doctors employed in the NHS has resulted in
a marked change in skill mix. In 2010 there were 7.6 FTE nurses in hospital and
community health services for each consultant. By April 2017 that had fallen to
6.1 FTE nurses per consultant.

••

Decreases in length of stay and increases in the number of nurses in 2014 and
2015 led to the number of nurses per bed day recovering to almost the same level
as in 2011, despite rising admissions. But recent data suggest continued rising
admissions and falling nurse numbers. This means unprecedented decreases in
length of stay will be required to stop the recovery falling back to previous levels.

Building on analysis of the updated workforce profile, this report looks in detail at two
important pressure points: the impact on student numbers of the removal of the NHS
bursary and the central issue of staff retention.

Nurse bursaries: mature student applicant numbers fall,
but limited impact on younger applicants?
By ending the system of bursaries available for nurses and allied health professionals (AHPs),
the government is seeking to expand the number of training places in England while
limiting the cost to the public purse. It has replaced them with the standard tuition and
maintenance loan schemes available for other higher education degree programmes.
Students starting in autumn 2017 in England are the first cohort not to receive the bursary.
The other three UK countries are continuing with some variant of the bursary approach.
Early data on student numbers indicate that overall applications to university have fallen
by 4% across all subjects in 2017 compared to 2016, reflecting demographic changes in the
population (there are fewer 18-year-olds than in previous years). Medicine, which is not
directly affected by the bursaries reform, has seen applications fall by 3.8%. With medicine
applications significantly exceeding the number of places on offer, the intake of students into
medicine in 2017 has risen from 8,680 to 8,980 – this is the largest intake for many years.
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In contrast, nursing and allied health subjects, which are directly affected by the abolition
of bursaries, have seen a sharper reduction in applications (23%), which has gained much
media coverage. While the number of applicants still exceeds the number of places on
offer, the initial indications are that the number of nurses starting training in 2017 may fall.
The number of nursing students domiciled in England placed at UK education providers
was 5.5% lower 1 month after A-level results day than on the same day in 2016. Similarly,
the number of students from Northern Ireland starting nurse training was 2.7% down
on 2016. In contrast, the numbers of students from Scotland and Wales starting nurse
training have increased.* In England, at the end of the clearing round on 14 September,
about 1,200 fewer students are starting nursing education in autumn 2017 than the
year before, which takes the number back to 2015 levels. In addition to the fall in overall
numbers for 2017, there has been a shift in the age profile. The number of students aged
under 20 starting nurse training is 6% higher, but there are around 10% fewer people aged
20 and over starting a nursing degree.
The Health Foundation’s analysis shows that this is the result of complex changes.
Applications to nursing are down across the UK, despite Northern Ireland, Scotland and
Wales retaining the bursary system. The fall in England is sharper and is most notable
among mature applicants.† Until 2017, 40% of applicants to nurse education were aged
25 and over. The end of bursaries in England is one of several factors that may be affecting
applications from this group: pay on graduation and wider opportunities in the labour
market may also have an impact.
Other reforms such as apprenticeships and nursing associate roles may also provide
alternative attractive routes for some of these applicants, but it seems that the apprenticeship
model is being implemented behind schedule. It was announced in November 2016 that
the government would support up to 1,000 nurse apprenticeships each year. Yet it has
been reported recently that only two higher education training providers have nurses
starting training via the apprenticeship route in 2017, with a combined total of less than
50 students. Places at other institutions will become available in 2018 but the programme
is significantly delayed.
At the Conservative Party conference the Secretary of State for Health announced a further
expansion of nursing associate roles and apprenticeships. These routes into nursing will be
very important, particularly for areas such as mental health, which have relied more heavily
on older applicants. But the government must learn the lessons from the bursary reforms
and initial apprenticeships and plan implementation early, in a coordinated way across
education providers and NHS employers.
The motivation for shifting from the bursary to student loans was to allow the number
of student nurses and AHPs to expand – by up to 10,000 by 2020. Two critical elements
in the fall in the number of students placed in nursing courses for the start of the 2017
academic year have been poor implementation of the reforms to student funding, and even
poorer communication from government departments. Most critically, the arrangements

*

Final data on the number of students starting nursing degrees in 2017 will be available in December 2017.

†

UCAS defines mature students as any student aged 21 or older at the time they start their studies.
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for funding clinical placements, so that higher education institutions could expand places,
were finalised too late in the process. Universities were only made aware that additional
funding for such placements would be available on 9 August, less than a week before
A-level results and long after the initial application process. In addition, there has been
insufficient focus on the specific needs of older potential applicants to nurse education.
Any drop in the number of nurses starting training is clearly a cause for concern. The
transition to the new student funding arrangements are part of this, but not the only
cause. The government must examine how the loan system is working, but also consider
what can be done to address the high rate of attrition from nursing courses. A recent
survey estimated that one in four student nurses do not complete their training within
the scheduled 3 years. The government had set a target to halve this rate but there are no
robust data on performance against this target. This must be a priority for universities,
employers and HEE.

Retention: is the workforce on shaky ground?
HEE analysis shows that the NHS in England had a shortage of 29,000 FTE staff in 2016
– one in 10 of all nursing posts. Based on current plans, HEE expects the gap between
supply and demand for nurses to narrow slightly, but is projecting that the NHS will still
not have enough qualified nurses by 2021. It argues that the high rates of nurses leaving the
NHS before retirement age is a key contributor to staffing shortages. Official projections
anticipate that the NHS will lose 84,000 nurses before retirement age over the next 5 years.
Staff leaving the NHS contribute to overall shortages, can impact negatively on continuity
of care, and add to organisational costs. Estimates suggest that it costs the taxpayer
approximately £78,000 to train a nurse over 3 years,1 and that there is an additional cost
impact of up to the equivalent of 2 years’ salary when a nurse leaves an organisation. Some
employers in the NHS also deal with a continuous high level of turnover (also known
as staffing churn).
Despite recent policy emphasis on improving staff retention, the analysis in this report
suggests that workforce stability in NHS providers has fallen between 2010/11 and
2016/17. Overall, workforce stability in NHS trusts – measured by the percentage of staff
that stay at an NHS trust in a given year* – fell from a median of 89% in 2010/11 to 85%
in 2016/17. Over the 7-year period the variation in stability between trusts also increased.
In 2010/11 most trusts were clustered around the middle, but in 2016/17 the range
was wider, with the range of the middle 80% of trusts growing by a third. This points to a
worsening picture of overall workforce stability, with the likelihood of added costs being
incurred at a time when the NHS cannot afford them.

*

For instance, if trust X had 100 staff and 75 of those were still in post at the end of the year then its 1-year
stability index would be 75%. The higher the stability index, the higher is staff retention.
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While the overall size of the NHS workforce increased between 2015/16 and 2016/17, the
numbers of nurses (particularly in the community and mental health) and GPs have fallen.
There is no immediate or easy end in sight to nursing or GP shortages across the NHS. This is
of particular concern given the importance of primary care and community health services
for the NHS’s ambition to transform services as outlined in the Five year forward view.

The NHS needs an effective, coordinated workforce policy
The Health Foundation has explored two key pressure points in the NHS – the abolition
of bursaries for nurses with the aim of increasing staff in training, and retention of
non-medical staff. Never has it been more important to manage training, recruitment
and retention well. It is clear that while providing more training places for nurses, reducing
attrition from training and increasing retention are all identified in national rhetoric, there
is a substantial disconnect between headline statements and actual policy implementation
and local delivery – the gap between national rhetoric and the reality for the NHS
workforce is growing.
No-one involved in shaping or supporting the NHS workforce in England sets out to
create staff shortages, exacerbate their impact, or respond to them inefficiently. However,
many of the indicators assessed in this report point to a worsening situation in the NHS,
with demand for services growing much faster than key staff groups. There is no quick
fix to these problems, but the absence of a sustained and nationally focused approach
to workforce policy and planning – compounded by the ongoing disconnect between
identified staffing groups needs and funding decisions – prevents effective and coordinated
policy interventions.
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Introduction
A skilled and supported workforce is essential for the effective and sustainable delivery
of high quality care. Health care is labour intensive and people centred. As noted in the
Health Foundation’s 2016 report on workforce, Staffing matters; funding counts, the
current ability of the NHS to deliver its services is being compromised by staff shortages,
planning inadequacies and an inability to make best use of the skills of available staff.2
This report on the NHS workforce in England identifies significant changes and trends
since Staffing matters; funding counts was published. It also represents an update to the
Health Foundation’s assessment of the overall policy approach to workforce.
In addition to profiling the workforce, the report provides updated analysis of NHS staffing
trends, considers the future of NHS staff and provides international comparisons with
Organisation for Economic Co-operation and Development (OECD) countries.
It then goes on to discuss the following two important pressure points.
••

The removal of the nurse bursary and its impact on student numbers – this
looks at early evidence on the impact of switching from bursaries to student
loans for nursing education in England.

••

Staff retention – analyses the current pattern of staff retention, to assess if
the NHS has scope to hold on to more of its staff.

The report concludes by bringing together the Health Foundation’s analysis of the profile
and trends in the NHS workforce in England, reiterating the need for a sustained and
nationally focused approach to workforce policy and planning.

Introduction
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Overview of staffing trends
and changes
This section of the report provides an overview of staffing trends and changes between
April 2016 and April 2017 – the start of the financial year for NHS organisations.

Have things changed since 2016?
The Health Foundation’s 2016 report Staffing matters; funding counts identified a number
of key workforce trends in the NHS in England over the 10 years from 2004 to 2014.2
It noted that most NHS staffing growth had happened in the earlier part of the 10-year
period, and for many staff groups there was evidence that growth was now tailing off, had
flatlined or was even in decline.
The report raised concerns about staffing decline in primary care and community services
– two of the priority areas for NHS service delivery expansion. It stressed that policy
attempts to address health care workforce issues in England have often been constrained
because they have taken a short-term reactive ‘single intervention’ approach, without
fully understanding broader labour market dynamics and the potential unintended
consequences and costs of a narrow focus.
The Foundation recommended that if the national element in the overall system was to
become truly ‘national’ it needed to:
••

take account of the national labour market (not just NHS employment)

••

align planning across different occupations and sectors

••

focus more on productivity and investment in the current workforce rather
than on new roles (unless there is significantly more central support for scale-up)

••

achieve a more efficient balance of skill mix

••

enable local workforce planning to be conducted within a supportive
overall framework.

Staffing matters; funding counts was followed up with an interim report in April 2017
that highlighted the need to end the pay cap for NHS staff and review the current
approach to NHS pay, with a view to moving to a system that could more effectively
support and be aligned with major workforce objectives of recruitment, retention and
improved productivity. The interim report also highlighted that the NHS in England was
falling behind the other UK countries in terms of developing a system-wide approach to
determining safe and effective nurse staffing.3
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Unfortunately, the lack of overall national policy coherence across the funding–staffing
connection has continued to be a recurring theme in 2017. In previous years Health
Education England (HEE) has published an annual workforce plan near the beginning
of the annual planning cycle, which has set the overall parameters for staffing and
commissioning. It was scheduled to be published in April 2017 for this year, but had not
been published as of the end of October 2017, some 6 months after the scheduled date.
Another example of policy disconnect was the late-in-the-day commitment by
government to provide funding for additional clinical placements as part of the shift from
student nurse bursaries to the student loan system. The funding announcement was only
made in August 2017 – at the end of the cycle of student recruitment – and came after
months of lobbying by universities. A survey of 27 universities reported by Nursing Times
in October concluded that the additional funding had ‘been provided too late to make any
significant difference to the number of nurses being trained at university this year.’4
The extent to which shortages, notably of nurses, is dominating the workforce agenda has
been further reinforced in recent weeks. In its annual report, the Care Quality Commission
noted that ‘health and care services are at full stretch’ and that the ‘combination of greater
demand and unfilled vacancies means that staff are working ever harder to deliver the quality
of care that people have a right to expect. However, there is a limit to their resilience’.5
The surprise announcement made by the Secretary of State at the Conservative Party
conference in early October 2017, which committed the government to ‘permanently
increase nurse training places by at least 25%’6 and to significantly increase the number of
nurse associates who will be trained,7 represents a political response to growing concerns
about staffing shortages. However, at the time of completing this report, the details are not
yet available to assess fully the availability of funding to support this training expansion.

NHS funding is not keeping up with demand
The NHS has been protected from the full impact of austerity since 2010, but the health
service is facing unprecedented financial challenges. Although funding for the NHS has
increased by more than inflation, the increase is substantially less than the increase in
demand and cost pressures. This is because the population is growing and ageing, chronic
disease rates are increasing and the service is struggling to meet expectations and provide
access to new technologies and treatments.
The NHS has been attempting to bridge the gap between low funding growth and rising
pressures through increased efficiency. The NHS’s Five year forward view set the service
the challenge of delivering £22bn of efficiency savings between 2014/15 and 2020/21
– this is equivalent to savings of 2–3% a year. The NHS is delivering savings, but is
struggling to improve efficiency at the rate required; many NHS trusts have been unable
to balance their finances for 4 years. In the 2016/17 financial year the combined deficit for
hospitals across England was almost £800m, and nearly half of all providers overspent
their budget. For 2017/18, NHS providers are forecasting a further deficit of £500m. To
manage these deficits the NHS has been shifting funds from new capital investment into
day-to-day running costs.

Overview of staffing trends and changes

9

Staff costs are still compounding the pressure
NHS hospitals spend around two-thirds of their budget on staff. The cost of staff
has therefore been a key focus of efforts to constrain costs and improve efficiency.
Administrative staff savings have been a particular focus – significantly fewer staff were
employed in these roles in 2017 than in 2010. Between 2011 and 2013 nurse training
places were cut to save on the HEE budget and, most significantly, pay has been held
down as part of government policy on public sector pay restraint: NHS salaries have been
capped for 7 years as part of overall public sector pay policy. While the end of this pay cap
was announced recently, it is not yet clear how NHS pay will be determined from 2018
onwards. In a report earlier this year the Health Foundation argued that it was time to both
remove the pay cap and review how best to implement a pay system for NHS staff that
was fit for purpose.3
Pay restraint is a significant element of the drive to make savings – holding headline pay
increases below inflation accounts for around £5bn of the £22bn savings targeted by the
NHS. Alongside pay restraint for directly employed staff, the NHS has been seeking to
reduce spending on agency staff. This has been a major source of cost pressures over the last
few years while the NHS has struggled with staff shortages. NHS providers spent £2.7bn
on agency staff in 2016/17 – a significant reduction of about a fifth on 2015/16, but still
a substantial source of cost pressures.
The financial outlook for the NHS remains extremely challenging. Spending per head of
population will fall in real terms in 2018/19 and 2019/20. If this is not to have a negative
impact on quality of care and access to services, the NHS will have to deliver even greater
savings. However, the scope for this is limited. Hospitals are struggling to meet current
savings targets, not least because of problems with capacity, as many patients who are
medically fit to be discharged remain in hospital due to problems accessing NHS and social
care services in the community.
The ability of the NHS to continue with tight pay restraint is also under question. NHS pay
scales have not kept pace with inflation over the last 7 years (falling by around 6% in real
terms when compared with the consumer price index (CPI) measures of inflation). But this
was a period of low inflation. The devaluation of the pound since the vote to leave the EU
in 2016 has led to an increase in inflation, further eroding the value of NHS pay. Now that
the government has now announced the end to the NHS pay cap, unions that represent
the workforce covered by the Agenda for Change pay system (broadly all the non-medical
workforce) have submitted a pay claim which would uprate pay scales by the retail price
index (RPI) measure of inflation plus a flat rate £800 to address the erosion of real earnings
over recent years. Every percentage-point increase to NHS payscales, above the 1% planned
under the pay cap policy, will add around £500m a year to the NHS pay bill.
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Is there hope for more effective workforce policy
and planning?
The combined effect of limited funding and poor staff retention has been to undermine any
possibility for long-term consistency in the approach to workforce policy and planning in
the NHS in England. This has been compounded by incomplete analysis, particularly of
non-NHS supply and demand, as well as continued limitations in NHS workforce data
availability and compatibility. A significant number of health care professionals in nursing
and allied health work in other sectors – in social services, independent hospitals and nursing
homes. As the Health Foundation argued in 2016, there is a need to develop a whole-system
view of the health care labour market for health professionals. This will enable a better
understanding of demand for, and flows of, staff across these different subsectors, so that
demand estimates and retention policies can be more accurately determined.
Within the limitations imposed by data availability, this report provides an updated
analysis of NHS staffing trends, considers the future of NHS staff and provides
international comparisons with Organisation for Economic Co-operation and
Development (OECD) countries.

Overview of staffing trends and changes
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The NHS workforce in England:
profile and trends
The end of growth: for most health care professions,
but not all
Since October 2014 workforce growth rates in the NHS in England have slowed across
professionally qualified clinical staff (Figure 1). In the 30 months for which comparable
data are currently available, the number of full-time equivalent (FTE) managers and senior
managers has grown by just under 11%. The number of hospital and community health
service (HCHS) doctors has risen more slowly – by just under 3% to 106,540. Among
registered nurses, health visitors and midwives, the workforce is up by around 1.1%
to 306,160. Allied health professionals (AHPs) exhibited a similar pattern of growth
followed by negligible change during late 2016 and into 2017, while the number
of health care scientists has fallen slightly.
Figure 1: Change in numbers of full-time equivalent selected staff groups in
the NHS in England (index 100=October 2014), October 2014–April 2017
HCHS doctors
AHPs

Nurses and health visitors
Managers and senior managers

Midwives
Health care scientists
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100

95
Oct
2014

Jan
2015
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Jul
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Jan
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Apr
2016

Jul
2016

Oct
2016

Jan
2017

Source: NHS Digital, NHS HCHS monthly workforce statistics – April 2017, provisional statistics (July 2017).
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Apr
2017

There has been a similar trend between April 2016 and April 2017 in the numbers of
FTE staff (Figure 2). There has been a reduction (from 285,000) of 460 nurses and health
visitors – equivalent to 0.2% of this staff group. There have been notable reductions in the
number of community nurses (down by 970 to 32,750) and mental health nurses (down
by 190 to 35,560) – two areas identified as crucial to the success of the Five year forward
view. The shortfall in these areas is likely to continue, with a recent HEE report showing
that 11% of nursing posts in mental health are vacant.8 There has been overall growth in
some other staff groups: the NHS workforce in England was 2% larger as a whole in April
2017 than in April of the previous year. Particular growth can be seen among support to
clinical staff (up by 2.5% to 312,890), consultants (up by 3.5% to 45,120), and managers
and senior managers (up by 4.3% to 31,250).
Figure 2: Change in numbers of full-time equivalent staff in the NHS in England
(%), April 2016–April 2017
Managers and
senior managers
4.3%
Consultant,
3.5%
Support to clinical
staff, 2.5%
Nurses and health
visitors, -0.2%
Mental health
nursing, -0.5%
Community
nursing, -2.9%

-4%

-2%

0%

2%

4%

6%

Source: NHS Digital, NHS HCHS monthly workforce statistics – April 2017, provisional statistics (July 2017).

Future growth for doctors?
The Department of Health (DH) confirmed recently that it is to expand government-funded
undergraduate medical places by 1,500. The intended first phase will see places available
at established medical schools increase by approximately 500 in 2018/19, with the
remaining 1,000 places allocated through a competitive process in 2019/20. Priority
is reportedly to be given to widening participation and improving access; focusing on
priority geographical areas, including rural and coastal areas; and supporting general
practice and other shortage specialties.9 One key element of the initial proposals that went
to consultation was to require medical students to be ‘bonded’ to NHS employment for a
period after completing training, but this has been downplayed in the final announcement
of the initial phase of implementation.10
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The economic impact assessment conducted to assess the costs and benefits of the planned
expansion in the number of medical students estimated the cost to be approximately
£350,000 per trainee from starting their degree to completing the foundation programme,
and £500,000 per trainee if the cost of specialty training was included. It noted that the
two key benefits of increasing the number of doctors trained domestically would be
reduced risks of increased labour costs (in part by reducing reliance on expensive locum
staff) and relative reductions in health care activity.11 At best, these benefits will only be
achieved in the long term. It takes between 10 and 15 years for a medical student to become
fully active in their profession: they must complete a medical degree (5–6 years), then
undertake a subsequent foundation programme (2 years) and further speciality training
(3 years for a GP; 5–7 years for a consultant).
The announcement in October 2016 about this expansion in medical student numbers
was not presented as being based on any detailed planning or analysis, and is another
example of a policy and headline-led single-profession initiative rather than an aligned
or integrated approach to workforce planning. The Health Foundation’s 2016 report on
workforce highlighted the continued risk that such piecemeal initiatives lead to a
less-than-optimum and costly staffing profile and mix. Research exploring variation
in consultant productivity between acute providers found an association between an
increased proportion of nursing staff and higher consultant productivity. This suggests
that, within current models of care delivery, consultants and nurses are complementary
staff groups rather than substitutes.12
It also remains unclear how expectations for improvements in the proportion of new
doctors working in underserved areas and specialties will be achieved, if action to rectify
this is based only on the assumption that increased recruitment of students from these
underserved areas will lead to them returning to work in the same areas when they have
completed training. The global evidence on this issue, summarised by the World Health
Organization,13 is very clear that this will not be sufficient to have a sustained impact.
Indeed, for many students, the opportunity to access medical education in an established
medical school elsewhere is likely to be regarded as a ‘ticket out’ of the underserved area.
Effective retention in underserved areas requires a linked group of policies that focus on:
••

providing training experiences within underserved areas

••

providing financial incentives that can improve attraction and retention

••

meeting doctors’ expectations for continued access to professional development

••

fulfilling the career aspirations of doctors’ partners and providing good schooling
for their children.
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Managers bounce back
One group that appears to be bucking the trend in falling staff numbers are those defined
as managers and senior managers. Having declined in each of the previous 4 years, the
number of managers and senior managers in the NHS in England has been increasing since
2015, outpacing the other main staff groups to grow by almost 11% (although the number,
31,250 FTE, remains 12% below the total in 2010). This does not appear to be due to
changes in the coding of clinical managerial roles.

Growth in support staff
In contrast to the trends among professionally qualified clinical staff, the workforce in
support roles to clinical staff have seen more significant and sustained growth in some
areas (Figure 3). For example, the number of AHP support staff (eg assistant practitioners,
health care assistants) rose by 16%, to 13,270 FTE, between October 2014 and April 2017.
The number of nursing support staff (eg nursing assistant/auxiliary, health care assistant
and support worker roles) in hospital acute, elderly and general care increased by 15% over
the same period, to 90,460 FTE. But in other work areas growth has been more modest:
5.9% in paediatrics, 6% in community services, 5% in psychiatry and 3.5% in maternity.
In community psychiatry and learning disabilities, the numbers of support workers have
actually reduced.
Figure 3: Change in numbers of full-time equivalent clinical support staff in
the NHS in England (index 100=October 2014), October 2014–April 2017
Paediatric nursing
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Source: NHS Digital, NHS HCHS monthly workforce statistics – April 2017, provisional statistics (July 2017).
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Recent analysis from the Royal College of Nursing (RCN) suggests that shortages of
registered nurses is one reason for growth in support staff, as de facto, day-by-day
substitution is occurring – unfilled registered nurse posts are being filled by care assistants.
In a snapshot survey, RCN analysis showed that 91% of the 50 largest trusts in England
failed to have the planned number of registered nurses on wards during the day. More than
half of the largest hospitals (55%) brought more unregistered support staff onto shifts. The
over-reliance on unregistered support staff is reportedly highest at night, when two-thirds
(67%) of hospitals had more assistants on night shifts than planned.14

Primary care workforce still facing challenges
General practitioners
Evidence suggests that in primary care, staff numbers are moving further away from the
government target of net growth of 5,000 more FTE doctors working in general practice
by 2020, as set out in the General practice forward view published in 2016.15 Since
September 2015, the GP workforce (excluding locums) has seen a decline of 2.3% to
33,236 FTE (at the end of June 2017), and that number has fallen by 0.7% (227 FTE)
since December 2016. One element of the General practice forward view was the
establishment of a new international recruitment programme that aimed to appoint
500 GPs from overseas.
A recent report highlighted that only 38 extra doctors had been recruited from overseas by
July 2017, but that the programme was now aiming to recruit 2,000 GPs from abroad as
part of ‘a significantly expanded industrial-scale international recruitment programme’.16
The announcement of this increased target to ‘recruit around 600 overseas doctors into
general practice in 2017/18 and aim for a total of at least 2,000 doctors over the next
3 years’ also indicated that countries in the European Economic Area (EEA) were to be
targeted initially, with a focus on those ‘with the best chance of affordable supply’.17 Recent
reports suggest that up to eight recruitment agencies will be engaged in this process, with
fees of £20,000 per GP (up to £100m in total).18
With an ageing male workforce (more than two-fifths of male GPs are aged 50 or over
– see Figure 4) the number of leavers is likely to rise further. This age-related outflow may
be further affected by changes to tax arrangements on GP pensions, which will reportedly
impact most on GPs with long careers and significant pension savings.19
Women make up an increasingly large proportion of the GP workforce, rising from
43% in September 2015 to 47% in March 2017, but are more likely to work part time
so the replacement number required is even greater. About half of all male GPs work the
equivalent of full time, which compares with a fifth of female GPs (Figure 5).
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Figure 4: Number of GPs in England by age and gender, September 2016
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Source: NHS Digital, GPs by gender, job role and age, headcount and FTE, 2015–2016.

Figure 5: Full-time equivalent work commitment of GPs in England by gender
(%), March 2016
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General practice direct patient care staff
In addition to the aim of increasing the number of GPs by 5,000, NHS England also
committed to an increase of 3,000 new fully funded practice-based mental health
therapists, 1,500 co-funded practice clinical pharmacists, and nationally funded support
for practice nurses, physician associates, practice managers and receptionists.
There was 9% growth in FTE direct patient care staff* in employment at GP practices in
England between 2015 and 2016, from 9,150 FTE staff to just over 10,000 FTE staff.
Most of the increase was accounted for by rises in the numbers of dispensers, pharmacists
and health care assistants (Figure 6). The most recently published data show that there
were 2,185 FTE dispensers, 6,166 FTE health care assistants and 413 FTE pharmacists at
the end of March 2016, but only 36 FTE physician associates, 22 FTE physiotherapists and
19 other FTE therapists.
Figure 6: Number of full-time equivalent direct patient care staff in general practice
in England by job role in September, 2015 and 2016
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Source: NHS Digital, General and personal medical services in England bulletin tables September 2015–March 2016,
Provisional experimental statistics, September 2016.

*

A group of staff that includes health care assistants and dispensers.
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General practice nurses
The latest available data show that the number of nurses working in general practice rose
by just under 3% between September 2015 and September 2016, from 15,400 FTE to
15,800 FTE (Figure 7). A survey of practice nurses in 2016 reported that the increased
expectations and responsibilities of the role, related to role expansion, are leading to
dissatisfaction. Some nurses were leaving altogether, some were requesting fewer hours
or retiring, and 19% were ‘considering retirement to avoid [the] revalidation’ now required
by the Nursing and Midwifery Council (NMC).20
Another more recent survey also reported that increased responsibilities in the role was
a negative factor for some nurses, that the ‘lack of standardisation in pay across and within
practices was a particular source of frustration’ and that training, development and pay were
not linked to a formal career pathway.21 The NHS has responded by launching a plan to raise
the profile of nursing in general practice, offer clinical placements, provide more support to
existing staff and provide funding to encourage practice nurses to return to practice.22
Between September 2015 and 2016, FTE numbers of practice nurses (11,770) and nurse
specialists (428) shrunk, while extended role practice nurses (613) and advanced nurse
practitioner (2,846) numbers grew. The extent to which these trends reflect changes
in coding of staff roles or something more substantive is unclear.
Figure 7: Number of full-time equivalent nurses in general practice in England
by job role in September, 2015 and 2016
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Source: NHS Digital, General and personal medical services in England bulletin tables September 2015–March 2016,
Provisional experimental statistics, September 2016.

Figures on administrative and other non-clinical staff working in general practice are only
available for September 2015 and March 2016. These show a rise of about 2% to just under
65,000 FTE.
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Hospital and community services staff
Staffing matters; funding counts reported the contrasting growth rates between NHS
staff. Despite being a priority area, community health services saw much slower nursing
workforce growth over the 10 years to 2014 than hospital services. That pattern has
continued since 2014 (Figure 8). Although the number of FTE registered nurses working
in NHS hospital services (acute, elderly and general adult care) fell slightly in April 2017,
it was more than 4,700 (2.7%) higher than in October 2014 at 179,140 FTE. Meanwhile,
the number of staff working in community health services (including school nursing) was
1,000 (2.8%) lower at 35,210. Over the same period health visitor numbers, which peaked
at 10,300 FTE in October 2015, also declined, dropping to 8,830 FTE in April 2017.
Figure 8: Change in adult hospital nursing and community nursing/health visiting
staff in the NHS in England (index 100=October 2014), October 2014–April 2017
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Source: NHS Digital, NHS HCHS monthly workforce statistics – April 2017, provisional statistics (July 2017).

Another area of community care that is reporting staff reductions is school nursing. Recent
analysis of NHS staff data reported a 19% reduction in the number of school nurses
between May 2010 and May 2017.23 An RCN survey of school nurses reported concerns
about the ageing profile of the school nursing workforce, and identified key issues to be
addressed including time and funding for continuing professional development, as well
as clear job descriptions that match the role and activities undertaken.24
Nursing numbers have not kept pace with the number of patients being treated in NHS
hospitals. In 2011 there were 1.8 nurses for every bed day of patient care, with this
dipping to 1.7 in 2012 and 2013. Decreases in length of stay and increases in the number
of nurses led to recovery in 2014 and 2015 to almost the same level as in 2011, despite
rising admissions. With recent data suggesting continued rising admissions and falling
nurse numbers, unprecedented decreases in length of stay will be required to stop this hard
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work being undone and figures falling back to previous levels. It puts great pressure on the
nursing workforce – resulting concerns among nurses about their capacity to deliver good
care are a key factor in the retention challenges facing NHS trusts.

A new focus on the mental health workforce…
The other major policy focus for the NHS workforce in recent months has been mental
health services. The recently published Mental health workforce plan for England commits
the NHS to ‘establish 21,000 posts and employ 19,000 additional members of staff by
2020’ in mental health services, with 11,000 of these drawn from ‘traditional’ pools of
professionally regulated staff (eg nurses, occupational therapists and doctors) and 8,000
in new roles (eg peer support workers, personal wellbeing practitioners, call handlers and
nursing associates).8 The plan notes that the number of available posts in mental health for
qualified nurses has fallen in recent years: in 2016 it was nearly 12% below the 2009 level.
Improved retention, return-to-work programmes and international recruitment are all
highlighted in the plan as part of the solution.
Key reported elements in the plan include:
••

a ‘national programme of mental health staff retention’, led by NHS Improvement,
estimated to ‘provide an increase of 6,000 working time equivalent staff in the
system when measured against current trends’

••

exploring the potential to improve access to NHS accommodation for mental
health staff

••

improving the mental health of the workforce

••

supporting more flexible approaches to retirement.

Immediate responses to the announcement of the plan have focused on whether the
staffing targets are achievable within the tight timeframe or are ‘simply an example of
ambitious headline grabbing’.25 Questions have also been raised about whether the plan is
properly informed by estimates of need, and if the overall mix of proposed new posts are
the best blend to effectively meet service priorities. At this early stage, it appears that this
may be another example where the approach to NHS workforce policy has been driven
by the short-term and reactive approach that quotes targets and gains headlines, but
gives insufficient attention to implementation challenges and costs.

…While demand for GPs keeps rising
The last few sections have focused on NHS workforce supply. They have shown a varying
pattern across professions and sectors, but one dominated by evidence of slow down and
even decline in staffing growth. By contrast, there is growing evidence from disparate
sources that workload demands on general practice staff in England are continuing to
outstrip capacity. For instance, figures published by NHS Digital show that the average
number of patients per FTE GP (excluding locums) rose by an estimated 3.2% between
2014 and 2015 (to 1,679).
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In an online survey undertaken by ICM on behalf of the British Medical Association and
completed by more than 5,000 GPs, the majority (57%) of respondents described their
workload as unmanageable and at times impacting quality and safe care. More than a
quarter (27%) reported that workload is excessive and significantly prevents quality and
safe care. Only 10% described their workload as manageable.26 The eighth national GP
worklife survey in 2015 reported the lowest levels of job satisfaction among GPs since
before the introduction of the 2004 GP contract, the highest levels of stress since the first
survey in 1998, and an increase in the proportion saying that they intend to quit direct
patient care within 5 years.27 The proportion of GPs aged under 50-years-old intending to
quit direct patient care in the next 5 years rose from 8.9% in 2012 to 13.1% in 2015.
The latest results from the GP patient survey (July 2017) show that, while overall
experiences remain broadly positive, services are not keeping pace with demand.28
Compared with the June 2012 survey, patients are now less likely to report good
experiences of making appointments, less likely to say they did not wait too long when
attending appointments, and less likely to say their doctor gave them enough time. The
proportion saying it was not easy to get through to someone on the phone has risen from
18.5% to 27.9%.
Although the majority of patients (84.3%) say they were able to get an appointment to
see or speak to someone the last time they tried, this figure continues a downwards trend
– the comparable figure in June 2012 was 87.7%. Similarly, the proportion of respondents
always or almost always seeing the GP they prefer has fallen from 65.3% to 55.6%. The
proportion of patients waiting longer for appointments has increased. In June 2012, 12.8%
of patients got an appointment a week or more after booking, and in July 2017 this had
risen to 18.4% (both figures include patients who wanted to be seen a week or more later).
Other measures of NHS activity all point to increasing demand. Activity as measured
by finished consultant episodes has continued to grow, rising from 18.8 million in
2014/15 to 19.8 million in 2016/17. Over the same period outpatient attendances
rose from 89.3 million to 93.3 million, while A&E attendances grew from 20.5 million
to 20.9 million.
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Future NHS staff: applications to
health professional education
Applications to study medicine and dentistry, and subjects allied to medicine (including
nursing),* at UK universities peaked in 2014 and 2016 respectively (Figure 9). Applications
to study medicine and dentistry fell by 10,000 (10.2%) in 2015 and have continued to
decline, albeit more slowly, since then. There were 82,260 applications for entry to courses
starting in 2017 – 15,500 fewer than in 2014. Applications to study subjects allied to
medicine (including nursing) have also declined from their 2016 peak, which has coincided
with the switch, in England, away from an NHS bursary funded scheme for these subjects.
Applications to courses in subjects allied to medicine in 2017 are down by 15% (60,930
fewer) compared to 2016.
Figure 9: Number of applications to study medicine and dentistry and subjects
allied to medicine at UK universities, 2013–17
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Source: UCAS statistical releases, 2017 cycle applicant figures – June deadline.

*

Subjects allied to medicine covers a broad set of subjects including nursing, anatomy, pharmacy,
nutrition and ophthalmics.
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The falling number of applications for these two subject groups should be seen in the
context of the overall decline (by around 4%) in the number of people applying to UK
higher education courses.29 However, in both these cases, the number of applications far
outstrips the number of places available (note that most applicants will make multiple
applications). For medicine and dentistry, acceptances remained more or less constant up
to 2016 (full data are not yet available for 2017), at just over 9,000. That is, there were
about nine times as many applications to study medicine and dentistry as there were
places available. In contrast, the number of acceptances for subjects allied to medicine
have continued to grow, reaching 55,450 in 2016 (Figure 10) – roughly six applicants
for each place.
Figure 10: Number of acceptances to study medicine and dentistry and subjects
allied to medicine at UK universities, 2010–16
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The impact that the removal of the NHS bursary for nursing courses in England has had on
the number and profile of applicants is explored further in the first pressure point section
of this report.
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International comparisons
and connections
This section presents a brief international backdrop for the report, then looks at recent
international flows of health professionals. It uses data from the OECD to place current
UK staffing levels into an international context. There are limits to the depth of analysis
possible, due to differences in data collection and definitions in different countries, but a
brief examination of OECD data suggests that the UK is slightly below the OECD average
for both the doctor:population ratio and nurse:population ratio.

The UK: below OECD average for doctors and nurses
Data on doctors per 1,000 population (Figure 11) show the ratio in the UK is not dissimilar
to many traditional comparator countries, such as the US, Canada, Ireland and New Zealand,
but is lower than countries in Europe and Scandinavia.
Data on nurses per 1,000 population (Figure 12) show the UK ratio is 8.2 nurses per 1,000
population. This is below the OECD average of 8.9, as well as below traditional comparator
countries and those in Europe and Scandinavia.
Health care is labour intensive, and there is therefore a loose correlation between the
amount spent on health and the relative size of the health workforce. While this in part can
explain the below-average status of the UK on these two point-in-time indicators, there are
also structural issues and funding trends to consider. These include evidence that the UK
appears to train relatively fewer nurses than comparable OECD countries.

The UK: relatively low graduation rate of nurses
In common with several other OECD countries, such as Australia, the UK has seen rapid
growth in the number of medical students in the last 10 to 15 years. In the UK context,
this helps explain the relatively rapid growth in supply of newly qualified doctors in recent
years, which is likely to continue if the recent commitment by DH to increase medical
student numbers by 25% is fully implemented, and new expanded targets for international
recruitment of GPs are met. OECD data on the number of health professional graduates
(Figure 13) show the UK is now above the OECD average for medical graduates, at 13.5 per
100,000 population, which is significantly higher than the US, Canada and New Zealand.
In contrast, OECD data highlight that the UK is well below average in terms of the number
of nursing graduates per 100,000 population. The UK figure is about 29 per 100,000
population. The OECD average is 45 per 100,000 population; the US figure is more than
double the UK’s at 63 per 100,000 population; and Australia’s number is even higher, at
76 per 100,000 population. While some caution is required in making these international
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comparisons, OECD estimates suggest the UK’s nurse graduate:population ratio has been
static across the last 10 years, while there has been growth reported for many other OECD
countries. Additional data from UCAS, analysed later in this report, also suggest that
within the UK, England has had a markedly lower rate of applications to nursing education
among 18-year-olds than the other three UK countries.
Figure 11: Number of doctors per 1,000 population in OECD countries,
2014 (or nearest year)
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Figure 12: Number of nurses per 1,000 population in OECD countries,
2014 (or nearest year)
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Figure 13: Number of medical and nursing graduates per 100,000 population
in OECD countries, 2014 (or nearest year)
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Inflows and Brexit
The UK has a long history of active international recruitment of health staff from other
countries, as well as being a source of skilled practitioners for other, mainly high income,
countries. In a report published in April 2017, the House of Commons estimated that
there were over 60,000 people from EU countries outside the UK working in the NHS
in England, with a further 90,000 working in adult social care. This represented 9.2% of
NHS doctors and 7% of NHS nurses (these rates doubled in London).30
Trends in inflow of EU nurse registrants show that these have replaced non-EU countries
such as India and the Philippines as the main source of international nurses since about
2008 (Figure 14). There was particularly rapid growth in nurses registering from EU
countries such as Spain, Portugal and Italy in the period from 2012/13 to 2016/17.
Figure 14: Number of EU and non-EU nurse registrations, 1990/91–2016/17
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This relatively high level of reliance on international staff has been brought into sharp
relief by the UK’s vote in June 2016 to leave the EU. This has raised questions about the
longer-term attractiveness of the UK as a place of work for EU nationals, as well as about
retention rates of EU nationals already working in the NHS. It also came at the same time
as new language requirements for international nurses were implemented. The combined
impact proved dramatic. Monthly data on new registrants to the NMC show clear signs of
a crash in inflow since the summer of 2016 (Figure 15). Similarly, 3,500 nurses with EU
nationality left the NHS in 2016 – twice as many as in 2014. The new language test has
now been reviewed by the NMC, with a change to include the Occupational English Test
as an alternative.
Figure 15: New EU nurse registrations, January 2016–April 2017
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Other recent surveys, of UK-based European doctors31 and medical students currently
studying at Edinburgh University,32 indicate Brexit may have a negative impact on future
retention of doctors in the UK. The most recent analysis of data from the General Medical
Council (GMC) suggests that, in contrast to nurses, the supply of EEA doctors remains
relatively stable. Although there has been a slight decrease in the number of EU doctors
applying to join the UK medical register since the referendum, there have also been fewer
EU doctors leaving the register over the same period, and an increase in applications by
doctors from outside the EU.33
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Pressure point: Removal of the
NHS bursary and its impact
on student numbers
In 2016, the Department of Health (DH) announced that, from 1 August 2017, new
nursing, midwifery and some pre-registration allied health students in England would no
longer receive NHS bursaries. They must now access the student loan system in the same
way as students of other higher education courses. DH claimed that this would reduce
the risk that the number of student places available would be constrained by funding,
and enable higher education institutions to provide sufficient places to meet expressed
demand. It also said that this would, in turn, lead to an improvement in the supply of
qualified health care graduates, as well as reduced reliance on agency and overseas staff.
In its impact assessment, DH estimated that a total of 10,000 more places might be made
available by the end of the current parliament. It also noted increased student motivation
and better courses as further benefits of more directly linking study and its costs.34
The annual number of places available on pre-registration nurse education courses has
varied between around 16,000 and 23,000 over the past 20 years, with lows in the early
part of this decade but small year-on-year increases since 2013/14. There is no doubt that
expressed demand for these places has outstripped supply by a ratio of at least 2:1
(Figure 16). In 2016/17, for example, there were just over 43,800 applicants – who made
a total of 188,000 applications – for the 20,741 funded places available.
Figure 16: Number of funded places and applicants to study nursing at university
in England, 2013/14–2016/17
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Number of nursing student applicants in decline
The DH has recognised that predicting behavioural change is uncertain, but based on
evidence from previous student funding reforms, assumed that while applications may
dip ‘in the very short term, in the longer term, overall student numbers may increase’ as a
result of the end of the bursary system.34 Whether previous student funding reform was a
reasonable proxy for anticipating behaviour among potential nursing students remains to
be seen, in part because the age and gender profile of nursing students is unlike that of any
other group of students.
The release, in early 2017, of data by UCAS on the number of applicants to study nursing
was greeted by predictable media headlines, such as: ‘Students turn backs on nursing
degrees in wake of Government decision to axe NHS bursaries, official figures suggest’,
‘Nursing degree applications slump after NHS bursaries abolished’, and ‘Nursing degree
applicants fall 23% in wake of bursary loss’.35,36,37
Is it all about the end of the bursary?
Although applicant numbers in England are down, by almost 23% to 40,060 according
to the latest UCAS applicant data, a closer examination of the available data suggests that
this is not simply due to the change in funding arrangements. The NHS bursary has been
retained in Northern Ireland, Scotland and Wales* and yet all three countries have seen a
decline – albeit smaller than in England – in the number of nursing applicants. The number
of applicants is down by 10% in Wales compared with 2016, with reductions of 6% seen in
Northern Ireland and 2% in Scotland. These reductions cannot be explained by the removal
of the NHS bursary. It is also apparent that, with the exception of Wales, the decline in
applicant numbers has been underway for a number of years (Figure 17). For example,
numbers fell by nearly 1% in Scotland between 2014 and 2015 and by nearly 4% between
2015 and 2016. Similarly, in Northern Ireland there were 6% fewer applicants in 2014 and
2% fewer in 2015.
What is driving the changes in applicant numbers is complex and poorly understood. One
contributing factor is the fall in the number of 18- and 19-year-olds across the UK since
2010. According to Office for National Statistics estimates, the number of female
18-year-olds in 2017 (92% of applicants to nursing are female) was 4.6% lower than
in 2011.38 In other words, nursing is having to compete in a shrinking pool of qualified
school leavers. However, this can only be a small part of the explanation since, unlike other
subjects, those aged 18 and 19 make up a comparatively small share of the applicants to
nursing (Figure 18). Indeed, figures for England show that applications from those aged
under 20 had the smallest decline (13%) between 2016 and 2017.

*

In Wales, the bursary has been retained but newly qualified nurses will be required to pay back the funding if
they fail to work in the country as a nurse for at least 2 years after graduating.

32

Rising pressure: the NHS workforce challenge

Figure 17: Change in number of nursing student applicants in the UK by country,
and the EU (index 100=2013), 2013–17
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Source: Compiled from UCAS Undergraduate end of cycle data resources.

Figure 18: Applicants to nursing and non-nursing subjects in England
by age (%), 2017
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Drop in older applicants most substantial
The decline in applicant numbers has been particularly notable among older applicants
(Figure 19) – it also started earlier. In England in 2017, applications from those aged 20–24
and 25–29 fell by 23% and 31% respectively. This may reflect the reduction in numbers
of potential students in the age groups that nursing education has traditionally recruited
from, because a growing proportion of this population has already been through higher
education. Equally, it may reflect high rates of employment, pay differentials and the
potential impact of future loan repayments on individuals who may already have a higher
debt burden. The introduction of the nursing associate role and apprenticeship routes into
the professions may also have acted to reduce the number of applicants wanting to pursue
the degree route.
Figure 19: Change in number of nursing student applicants in England
by age (%), 2013/14–2016/17
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Source: Compiled from UCAS Undergraduate end of cycle data resources.

In addition to the change in the number of applicants from the UK, there has been a drop of
almost 400 (23%) in the number of applicants from other EU member states. It should be
noted that these numbers have seen a downwards trend since 2013 (when they peaked at
about 1,910). In contrast, the number of applicants from outside the EU has increased by
almost 200 (to 670) over the same period. Historically, very few applicants from outside
the UK have been successful in getting a course place.
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Consistency in re-appliers and cross-border applications?
Applicant figures include those applying for the first time, as well as ‘re-appliers’
(applicants who had applied through the UCAS scheme in a previous cycle). Just under
one in five (19.4%) applicants in England are re-appliers – a proportion that has remained
consistent over the last 5 years. In 2017, the number of re-appliers fell from 9,840 to 7,790
(Figure 20). The decline in applicant numbers has impacted both first-time applicants and
re-appliers to a similar extent (23% and 21% respectively).
Figure 20: Number of first time and reapplying applicants for nursing
courses in England, 2013–17
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Source: Compiled from UCAS Undergraduate end of cycle data resources.

Further change can be seen in the level of cross-border applications. The proportion of
applicants living in England who applied to institutions in Scotland or Wales has been
fairly constant at about 7.5% (roughly 3,700 applicants). In 2017, the absolute number
of cross-border applications fell but the share of applications from those living in England
rose (to 8.1%), with about 2,440 applicants from England to courses in Wales and
800 to Scotland. Conversely, 17% (360) fewer applicants from Scotland or Wales applied
to institutions in England.
Application rates among 18-year-olds for nursing in England in 2017 represent about 1.4%
of the available population according to data released by UCAS, having fallen from 1.5% in
2016. This is noticeably lower than in Wales (1.8%), Scotland (2.0%) and Northern Ireland
(3.7%), suggesting there might be scope for growth (Figure 21).
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Figure 21: Application rates for UK university nursing courses among
18-year-olds by country of residence, 2013–17
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Source: Compiled from UCAS Undergraduate end of cycle data resources.

Intake trends vary across the UK
One consequence of the change in funding arrangements is that the number of places
available is no longer known in advance. How many applicants have been accepted onto
nursing courses will not be known until UCAS release the final 2017 end-of-cycle statistics
in December 2017. However, in a circular to vice chancellors and principals setting out the
decisions taken at its board meeting in March 2017, the Higher Education Funding Council
for England stated that ‘We believe that these various elements of grant, combined with
net tuition fee income, increase the funding levels for each professional area within scope
for the reforms in 2017/18’.39
All things being equal, we would expect that increase to translate into a rise in student
intakes. However, it remains to be seen whether the rise will match the increases in
Scotland (4.7%) or Wales (13%).40 As of 14 September 2017 (the most recent clearance
statistics released by UCAS) the number of acceptances across the UK was 27,240 – just
over 1,000 (3.6%) fewer than in 2016 but higher than in any other year (Figure 22). Some
students are still holding offers. If these convert to placed students at a higher rate than
in previous years then the size of this gap will be reduced. Reductions in the number of
placed students from England (5.5%), Northern Ireland (2.7%) and the EU (19.2%) have
been offset slightly by increases from Wales (3.2%), Scotland (8.5%) and non-EU
countries (Table 1).
Initially then, it appears that the change in funding arrangements in England has led to a fall
in student numbers rather than the anticipated increase, although that decline has not been
as steep as some commentators anticipated on the basis of applicant numbers.
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Figure 22: Change in numbers of placed applicants on UK university nursing
courses by country of residence (index 100=2013), 2013–17
130
Wales
Scotland

120

Northern
Ireland
England

110

100

90
EU

80
2013

2014

2015

2016

2017

Source: UCAS, Statistical releases – Daily clearing analysis 2017, published 18 September.

Table 1: Number of placed applicants on UK university nursing courses by country
of domicile 1 month after A-level results day, 2013–17
Country of
domicile of
applicant

2013

2014

2015

2016

England

18,620

20,660

20,670

22,040

Northern
Ireland

910

940

950

Scotland

2,640

2,970

Wales

1,280

EU

2017

Change
Number

%

20,820

-1,220

-5.5

1,100

1,070

-30

-2.7

2,970

2,950

3,200

250

+8.5

1,270

1,270

1,580

1,630

50

+3.2

510

440

440

520

420

-100

-19.2

Other

60

60

80

60

100

40

+66.7

Total

23,920

26,340

26,630

28,520

27,240

-1,010

-3.6

Source: UCAS, Statistical releases – Daily clearing analysis 2017, published 18 September.
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In addition to the fall in student numbers, there has been a shift in the age profile of
applicants from England. The number and proportion of 18-year-olds has risen from
19.1% in 2016 to 22.2% in 2017, while the figures for those aged 20 and over have
declined. This is as a result of a 6% increase in the number of placed applicants who are
under 20 and falls in those aged 20 to 24 and 25 and over, of 9% and 11% respectively
(Figure 23). Whether this change is planned, or what consequences it might have, is unclear.
Figure 23: Age profile of placed applicants on nursing courses in England,
2013–17
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Source: UCAS, Statistical releases – Daily clearing analysis 2017, published 18 September.

Many student nurses do not complete their course
In addition to assessing the trends in numbers of applications and applicants to nurse
education, another factor that requires close monitoring in order to have a full picture of
the impact of the changes in pre-registration of nurses is the drop-out rate of those who
begin an undergraduate nursing course, but fail to complete (‘attrition’). Previous analysis
suggests that the rates are affected by selection processes, student access to finances, and the
student experience during clinical placements.1 The mandate between the government and
HEE for 2016/17 had stated that HEE would ‘continue to work with partners to improve
retention of trainees, including reducing avoidable attrition from training programmes by
50% by 2017’.41
Despite repeated calls for a standard analytical definition of attrition across the UK and
a transparent approach to publishing attrition rates on each course and each institution,
the only recent publicly available national source of comparative attrition data is a survey
conducted by Nursing Standard, following a freedom of information request.42 This
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survey examined attrition using a simple definition: the percentage of students entering
the course who did not complete 3 years later (although it should be noted that this will
overestimate the overall attrition rate as some students defer and return at a later date). By
this measure, the student nurse attrition rates across universities in England in the 3-year
period from 2013 to 2016 varied from a low of 9% to a high of 44.5%. The overall UK
average attrition rate was 25.1% – this had not changed significantly from the previous
national surveys conducted in 2006, 2008 and 2010.
This analysis suggests that one in four students did not complete their course and therefore
could not register to practice nursing at the 3-year mark. It will be important to monitor
attrition rates to assess if the shift to a loan-based approach in England has any impact on
completion rates, but this process will be hampered by a lack of common definition of
attrition and an absence of transparency in the current reporting process.42

What can be done to improve student nurse numbers?
The Health Foundation’s 2016 report on the NHS workforce argued that the shift to a
student loan-based approach had the potential to increase student intakes, but that other
factors were currently inhibiting the realisation of this potential. The report noted that the
earnings potential for student nurses was relatively lower than in comparator countries
such as Australia and the US, that funding should be made available to support older
entrants and those with financial hardship, and that there would be a need to address the
existing bottleneck of restricted availability of clinical placements. No policy intervention
on these critical issues was taken, until well beyond the point in time that such action could
have any significant impact.
This was the very late announcement by the government, on 9 August 2017, that it would
fund additional clinical places for nurses, midwives and AHPs on courses starting from
1 August 2017.43 Subsequent detail and clarification in a letter issued by HEE on 16 August
confirmed that funding would be made available for up to 1,500 additional clinical
placements in England, for intakes in 2017 and early 2018, and that ‘work was underway’
to determine the funding allocation mechanism for 2018 onwards.44 This was a last-gasp
response to a problem that was well known before the switch to the loan system, and could
and should have been addressed much earlier in the application cycle. It was characterised
by one commentator as being a ‘shambolic’ approach.45
Analysis of the pattern of acceptances for the 2017/18 intake is further complicated by
these late-in-the-day events. The drop in applicant numbers is undoubtedly a cause for
concern. However, further analysis suggests the removal of the bursary is not the only
cause and that the number of applicants was already on a downwards trend right across the
UK. A more nuanced understanding is required if these trends are to be reversed. It is clear
that the number of applicants is still significantly greater than the number of places that are
available. One reason for this is that the limited funding available for the NHS bursary based
approach was not the only constraint on the number of nurses that could be trained. As
clearly demonstrated by recent events, there is also the question of the capacity of the NHS
to provide clinical placements to match university intakes, and the ability of universities
to improve student attrition rates.
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Pressure point: Staff retention
– holding on, or letting go?
Improving NHS staff retention has recently been flagged as a major objective by both HEE
and NHS Improvement. This is understandable given the costs of staff replacement, and
the loss of skills and knowledge when staff leave. The chief executive of HEE recently stated
that staff retention was the biggest single challenge in tackling NHS workforce shortages.46
Annual turnover in some NHS trusts was reportedly as high as one in three nurses
moving jobs, with lack of flexible working opportunities flagged as the number one
reason for nurses moving. This section reviews NHS trust-level data on staff leaving rates
and indicators of retention to provide a clear backdrop for any future initiatives aimed at
improving staff retention in the NHS in England.

Nurses leaving means supply is not matching demand
A starting point is to look at official estimates. HEE estimated that the NHS in England had
30,000 fewer FTE nurses than it needed in 2015 – equivalent to nearly one in 10 positions.
HEE has since released its nurse supply modelling for 2016 to 2021 (replicated in Figure
24), through which it aims to highlight the impact of nurse leavers on achieving the overall
nurse supply target.47 The HEE nurse supply modelling shows that, in 2016, there were
still 29,000 vacancies across the NHS in England.
Figure 24: Nursing supply and demand, 2016–21
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Source: Health Education England presentation, NHS Confederation Conference 2017.

40

Rising pressure: the NHS workforce challenge

HEE anticipates that 87,000 (non-retiring) nurses will leave the NHS between 2016 and
2021, resulting in the NHS requiring 84,000 joiners (over and above newly qualified staff).
This gives a sense of the scale of the impact of nurse leavers on overall staff in post numbers,
and highlights the extent of the replacement challenge. The relatively high turnover of
NHS nurses contributes to a relatively short estimated average working life. This has been
calculated at only 16 years for an NHS nurse, compared to around 24 years for AHPs and
28 years for pharmacists.48

Significant variation in staff retention across England
In order to examine in more detail the data underpinning estimates on retention – which
will shape any likely effective action on the issue – we now present new analysis on staff
leavers and stability. The review of staff leavers (other than doctors, which are not included
because of the rapid turnover of medical staff moving between postings) highlights that
there is huge variation in turnover rates between NHS organisations (Figure 25). The
median leaver rate in 2016/17 for the 221 NHS trusts across England for which data
could be obtained* was about 15% – of the almost 1 million staff in post at the beginning of
2016/17, just over 150,000 had left 1 year later (some will be moving to jobs elsewhere
in the NHS). The leaver rate from NHS trusts varied from less than 10% to more than 30%
across the NHS in England. Community providers had an above-average leaver rate, with
a median of 18%.
Figure 25: Leaver rate from NHS trusts in England by provider type, 2016/17
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Mental health

Community provider trust

Ambulance
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Median,15%
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0%
Note: Data from 221 trusts. Excludes doctors.
Source: NHS Digital. Provisional NHS (HCHS monthly workforce statistics, bespoke extract.

*

This excludes doctors, and trusts that merged, significantly changed provision or did not supply data,
leaving 221 trusts (94% of all trusts).
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Despite concerns about shortfalls and vacancies in certain staff groups, in general most
staff who leave are replaced, even if there may be some delay in sourcing a replacement. As
a result, most NHS providers will not change headcount establishment* significantly over
a year, but this apparent headline stability masks significant instability – some NHS trusts
are effectively ‘running hard to stand still’, having to repeatedly replace staff leavers across a
12-month period (Figure 26).
This can lead to high rates of both staff joiners and leavers within some trusts. This is the
driver of increased turnover costs, can lead to high use of temporary staff cover, and can
impact on continuity of care. For example, one trust’s headcount increased by 4% with a
9% leaver rate in 2016/17, while another saw the same level of headcount increase with a
leaver rate of 24%.†
Figure 26: Leaver rate, joiner rate and net position from NHS trusts in England
by provider, 2016/17
Joiner rate

Leaver rate

Net position
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Note: Data from 221 trusts. Excludes doctors.
Source: NHS Digital. Provisional NHS HCHS monthly workforce statistics, bespoke extract.

*

The total number of authorised posts allocated for a budget, which reflects the maximum number of FTE staff
that can be employed.

†

Some NHS trusts report variation in headcount due to service changes or services being moved to a different
provider. This will be a factor in explaining high leaver or joiner rates in some trusts.
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There is also marked regional variation in leaver rates across England. Leaver rates are
significantly higher in London: the three London regions (north west London, south
London, and north central and east London) have the highest reported rates, which are well
above the England average and much higher than rates in the north of England (Figure 27).
For example, the rate for north west London (21%) is eight percentage points higher than
that for Yorkshire and the Humber (13%).
Figure 27: Leaver rate from NHS trusts in England by region, 2016/17
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Note: Data from 221 trusts. Excludes doctors.
Source: NHS Digital. Provisional NHS HCHS monthly workforce statistics, bespoke extract.

Region and related differences in labour market conditions are factors that may explain
varying levels of ability among trusts to retain staff. Other factors include variations in
the type of trust (some have a very different staff profile to other trusts, eg ambulance
trusts have fewer doctors and nurses), workforce profile and skill mix (some occupations,
grades and roles are more mobile and transient than others), as well as the culture and
management of the trust.
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Falling stability across NHS trusts
Joiner, leaver and turnover data can give some indication of the varying challenges facing
NHS trusts in managing the level and impact of staff movements. However, an alternative
indicator that can provide deeper insight into retention is the stability index: an index
indicating the percentage of staff that stay at an organisation over a defined period of time,
usually expressed in annual terms.*
Figure 28 illustrates the stability indices at NHS trust level across two years: 2010/11
and 2016/17 (these data exclude doctors in training). These two point-in-time measures
give some sense of how patterns of workforce stability (and therefore retention) vary across
the NHS in England, and if the stability rates have changed markedly at trust level between
the two points in time. The figure shows if a trust had an above-average or below-average
stability index in 2010/11 and whether this had changed in 2016/17. About half of all
trusts were in the same quartile in 2016/17 as they were in 2010/11, indicating there
was relatively little change in stability between the two points in time. Only about
one in five trusts had below-average staff stability in 2010/11 but above-average staff
stability in 2016/17, or vice versa.
Figure 28: Stability of staff in NHS trusts, 2010/11 and 2016/17
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Note: Lines indicate median value. Doctors in training excluded.
Source: NHS Digital, Provisional NHS HCHS monthly workforce statistics, bespoke extract.

*

The higher the stability index, the higher is staff retention. For instance, if trust X had 100 staff and 75 of those
were still in post at the end of the year, then its 1-year stability index would be 75%.
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Overall, however, workforce stability in the 210 NHS trusts for which data are available
has reduced since 2010/11 and was lower in 2016/17 – the median stability rate fell from
89% in 2010/11 to 85% in 2016/17 (Figure 29). Alongside this has come more variation.
In 2010/11 most trusts were clustered around the median, but in 2016/17 the range was
much larger (illustrated by the elongated distribution shown in Figure 29).
Figure 29: Change in workforce stability of trusts in England, 2010/11–2016/17
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Note: Width indicates number of trusts, dots indicate median. Data from 210 trusts; a small number of outliers removed
from graphic. Doctors in training excluded.
Source: NHS Digital, Provisional NHS HCHS monthly workforce statistics, bespoke extract.

There is great scope to improve retention
This section has provided some insight into national and regional NHS leaver and retention
rates. It has highlighted that the available evidence suggests NHS workforce stability has
reduced in recent years, and that there remains significant trust-level and regional variation.
The potential impact of improving retention by reducing the leaver rate is significant. For
example, targeted action to improve staff stability in trusts reporting higher leaver rates
or lower stability could have substantial results. More focused action on trusts in the top
quartile of leaver rates in 2016/17 to reduce their rate to the bottom quartile’s average rate
of 13% would result in almost 30,000 fewer leavers in 1 year.
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The focus on improving staff stability and retention, in part by reducing turnover, is
understandable, given costs and impact of staff turnover on quality and continuity of care,
and team cohesiveness. Turnover costs will vary depending upon the replacement strategy
being adopted (eg replacing an experienced worker with a less experienced worker is likely
to lead to lower productivity, in the short term at least) and are likely to also vary according
to the clinical setting. Studies on staff turnover in the health sector of different countries
vary in approach, but point to significantly increased costs and potentially negative impacts
on care outcomes.49,50,51,52
One US study in 2004 estimated that total turnover costs for a hospital system employing
5,000 people was between $17m and $29m.53 Another study from the same year
estimated a rough ‘rule of thumb’ that the cost of staff nurse turnover normally sat between
0.75 and 2.0 times annual salary, depending on seniority and specialty of the nurse.54 There
are few studies examining the relationship between turnover and care outcomes, but there
is some evidence of a relationship between higher turnover of nurses and nurse assistants
and reduced care outcomes, using indicators such as pressure sores and urinary tract
infection incidence.49,55,56,57
NHS Improvement has recently announced a programme ‘to improve staff retention in
trusts across England and bring down the leaver rates in the NHS by 2020’.58 It reported
that ‘A large proportion of leavers are for unknown reasons’. Initial data presented on
NHS Improvement’s website show that flexible working ranked below pay, work–life
balance and access to continued professional development as reasons for NHS staff leaving
voluntarily. Details of the programme are not clear at the time of this report, but NHS
Improvement indicates that the intention is to target NHS providers with above-average
leaving rates for nurses, and support them to analyse their staff turnover and design
tailored improvement plans targeting the drivers of staff leaving.
The potential for improved retention and reduced turnover to help NHS organisations
contain costs and maintain quality has risen on the NHS national agenda in recent months.
However, it is unrealised, in part because of an incomplete evidence base on patterns and
reasons for leaving (or staying), as well as limited data that can be used to measure and track
turnover or retention. And within the limited evidence base, there has also tended to be an
analytical focus on leavers and reasons for leaving, rather than on stayers and what retains
staff. Evidence on both is needed to enable organisations to effectively address retention
concerns. The analytical approach to stability the Health Foundation has presented in this
section can be used to help target efforts where they are most urgently required.
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Conclusions
This report has flagged that, by most indicators, workforce trends are going in a negative
direction in the NHS in England. With projections of continued growth in demand for
services, there is no evidence of recent substantial staffing growth in the main professions,
with the exception of medical workforce numbers. And in primary care – a policy priority
because of the growth in demand related to an ageing population – there are clear signs of
real reductions in the availability of staff.
No one involved in shaping and supporting the NHS workforce in England sets out to
create staff shortages, exacerbate their impact, or respond to them inefficiently. However,
many of the indicators we have assessed in this report point to a worsening situation:
increased demand, but flatlining or reduced professional staff numbers; likely reductions
in the numbers of student nurses entering the profession; and reduced stability of NHS
staff. The absence of a sustained and nationally focused approach to workforce policy and
planning, compounded by the ongoing disconnect between identified staffing needs and
funding decisions, prevents effective and coordinated policy interventions.
In the absence of policy coherence, there has been a series of isolated and often reactive
responses to the highest-profile staffing concern of the moment. Examples include:
••

despite well-known underlying challenges with placements and capacity, it was
only at the last minute that an announcement was made of additional support for
student health professional intakes in August 2017

••

the announcement of 1,500 additional medical student places without full
consideration of the overall impact on training budgets or future staff costs and mix

••

the upward revision of targets for international GP recruitment, when current
targets already appear overly ambitious

••

the very ambitious targets for growth in the mental health workforce, with limited
information about budgets or how roles will interface with current staff

••

the recently reported delay, by at least 1 year, to full implementation of the nurse
apprenticeship scheme – less than 50 apprentices were reported to be due to begin
university courses in September 2017, well short of the 1,000 a year predicted by
the government once the scheme was fully established.59 (The reported reason for
the delay is that employers ‘are struggling to support new training routes designed
to ease workforce shortages’.60)

To effectively address the major internal and external challenges facing the NHS workforce
in England there needs to be collective action, led by government, to sustain a strategic
process that can adapt to external shocks, such as Brexit, and can shape and drive internal
policy change.

Conclusions
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Appendix
Staffing matters; funding counts used data from the annual NHS Non-medical workforce
census as the basis for analysis of workforce trends because that provided the most
complete long-term data then available. However, since 2009 the electronic staff record
(ESR) system has been the main source of information on the NHS workforce in England.
Comparing data on hospital and community health services (HCHS) doctors, nurses,
health visitors and midwives from the two sources (Figures A and B) shows that, although
the trends are broadly similar, there are significant differences in the numbers of full-time
equivalent (FTE) staff in post in September each year between the two sources of data – the
census count is substantially larger than the equivalent month of ESR data.
The NHS Non-medical workforce census ceased in September 2014. This report therefore
uses the ESR monthly workforce statistics as the basis for analysis and presents trend
data from October 2014 onwards. Since 2015, NHS Digital has made further changes to
the published data. These are set out in detail in the Health and Social Care Information
Centre’s statistical change notice published in March 2016.61 An equivalent statistical
change notice has been issued relating to primary care workforce data.62
Figure A: Number of hospital and community health services doctors
in NHS employment (FTE), 2009–16
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Source: NHS Digital, NHS non-medical workforce census, 2009–2014 and NHS Digital, NHS hospital and community
health service (HCHS) monthly workforce.
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Figure B: Number of nurses, health visitors and midwives in NHS employment
(FTE), 2009–16
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Source: NHS Digital, NHS non-medical workforce census, 2009–2014 and NHS Digital, NHS hospital and community
health service (HCHS) monthly workforce.
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