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Public Accounts Committee: Managing NHS clinical staff 
numbers inquiry 
Written evidence submitted by: The Chartered Society of Physiotherapy   
 
To:  Public Accounts Committee 
By email: pubaccom@parliament.uk 

 
The Chartered Society of Physiotherapy (CSP) is the professional, educational and trade union 
body for the UK’s 54,000 chartered physiotherapists, physiotherapy students and support workers. 
 
The CSP welcomes the opportunity to respond to the consultation on Managing NHS clinical staff 
numbers. Our response is focussed on the areas in which we feel we can most effectively 
contribute to the debate.  We would be pleased to supply additional information on any of the 
points raised in our response at a later stage. 
 

The contribution of physiotherapy 
Physiotherapy maximises mobility, function, independence and quality of life. With a focus on 
quality and productivity, it puts meeting patient and population needs, and optimising clinical 
outcomes and the patient experience, at the centre of all it does. 
 
Physiotherapists facilitate early intervention, support self-management and help prevent episodes 
of ill health and disability developing into chronic conditions.   
 
As an adaptable, engaged workforce, physiotherapists have the skills to address healthcare 
priorities, designing services to respond to developing population needs, reducing the pressure on 
pressure points in the system in clinically and cost-effective ways. It is founded on an increasingly 
strong evidence base, an evolving scope of practice, clinical leadership and person-centred 
professionalism. 

 

1.  Introduction  

 
1.1  The CSP welcomes the publication of the NAO report on managing the supply of the 

clinical workforce to the NHS and the Public Accounts Committee’s inquiry. We share the 
report’s concerns about shortcomings in current workforce planning arrangements. These 
impact negatively on ensuring a sufficient, sustainable workforce supply to meet changing 
population, patient and service needs in cost-effective ways.  

 
1.2 The scope of workforce planning is not sufficiently defined, implemented and overseen to 

ensure its alignment with current healthcare policy, the increasing plurality of the health and 
care system and how services are commissioned. This lack of clarity and alignment 
challenges fulfilment of the government’s Five-Year Forward View. 

 
1.3  Our key recommendations for progressing workforce planning must 

 Take a longer-term, coordinated approach, predicated on population and patient 
needs and informed by all parts of the health and care system  

 Be based on more robust data, and a transparent methodology that is subject to 
evaluation and review 

 Encompass all parts of the workforce  

 Address the development and investment in the existing workforce 
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 Take account of changes to funding arrangements, due to be implemented from 
2017/18. 
 

2.  The scope of HEE’s role 

 
2.1 We see a lack of clarity in the scope of HEE’s workforce planning role. This creates a basic, 

highly significant ambiguity about whether workforce planning is undertaken just for the 
NHS, or for the wider health and care system. 

 
2.2 The 2015/16 mandate to HEE from the Department of Health makes some statements 

about an inclusive scope, but is not sufficiently clear in its expectations regarding 
implementation. HEE’s own 15-year strategic framework places a strong, welcome 
emphasis on moving to a population- and patient-based approach to workforce planning. 
However, it is not clear whether or how this is being progressed.   

 
2.3 HEE’s remit should extend to workforce requirements across the whole health and care 

system, at least to all publicly-funded service delivery (and therefore across a number of 
government departments), rather than only the NHS. Current ambiguity leads to a partial 
and inconsistent impression of workforce need. This risks perpetuating a cycle of workforce 
under-supply, which is then partly mitigated by more expensive short-term workforce 
solutions. 

 
2.4 HEE’s workforce planning decisions do not take account of full projections of workforce 

demand, or reflect an understanding of how workforce supply is deployed across sectors. 
In particular, it is not clear that HEE decisions take account of:   

 NHS-funded services to patients increasingly being delivered by service providers 
outside the NHS 

 The increasing and very necessary integration of health and social care to meet 
population and individuals’ needs in accessible, timely and person-centred ways 

 The strong and highly important deployment of healthcare professionals across the 
public sector (including social care/local government, justice and schools), the third 
sector and the independent/private sector, including industry) to meet needs in 
responsive ways 

 The increasing importance of addressing the public health and fit for work agendas, 
illness prevention, patient self-management and behaviour change to achieve 
effective, person-centred, affordable models of care. 

 
2.5.1 As examples of the above,  

 HEE’s response to a freedom of information request we submitted indicates that no 
government departments or arms-length bodies outside healthcare were consulted 
to inform the 2016/17 commissioning and investment plan, despite wording in the 
DH mandate that would suggest this should happen (e.g. specifically in relation to 
meeting the needs of the Ministry of Defence) 

 The commissioning and investment plan includes a cut in physiotherapy student 
commissions of 104 places (6.7%); this is based on a forecast of NHS provider 
requirements, and does not take account of service delivery requirements across 
sectors and settings in line with healthcare policy and service commissioning  

 We have made submissions to HEE about our projections of a significant and 
growing shortfall in the number of physiotherapists in relation to meeting population 
and patient needs (including an ageing population with increasing numbers of 
people with long-term and multiple conditions, and complex needs); using a 
workforce data-modelling process based on external datasets on population and 
patient need, we have identified that an increase of 500 physiotherapy student 
places a year over the next three years is needed to address this shortfall. 
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3.  HEE’s approach   

 
3.1 The NAO report highlights weaknesses in HEE’s approach to workforce planning. We see 

tensions between national and local processes, a fragmented approach to looking at 
workforce requirements, and a lack of transparency about the assumptions, methodology 
and data used to make workforce commissioning and investment decisions.    

 

4.  Local processes and data-gathering 

 
4.1 We have concerns that local projections of workforce need are not inclusive of all service 

providers that need to draw on the workforce; that processes do not enable a full picture to 
be gained of workforce need (either from employers or across the professional groups that 
need to contribute to intelligence-gathering exercises at a local level); and that local 
workforce projections are overly focused on meeting short-term financial targets, rather 
than looking at the workforce requirements of future service delivery needs. These 
elements are all essential to enable care to be delivered differently, to optimise the quality 
of outcomes for patients, and to increase affordability.  

 
4.2 It is not clear whether or how service providers outside the NHS (including those that 

deliver NHS-funded services) are consistently enabled to engage in intelligence-gathering 
undertaken by HEE’s local education & training boards (LETBs). If this does happen, it is 
not clear how their workforce needs are consistently factored into projections of future 
requirements.  

 
4.3 Feedback we have received across England suggests a systematic approach is not in 

place. This risks actual patterns of service delivery being ignored, full workforce demand 
being hidden, only a partial picture being gained to inform local and national 
recommendations and decisions, and workforce supply being unresponsive to need. These 
issues relate strongly to the lack of clarity about the scope of HEE’s workforce planning 
role.    

 
4.4 We also have concerns that different professional groups have variable opportunities to 

inform workforce planning projections at a local level. This has regularly been identified 
(including with HEE) as an issue for the allied health professions (AHPs); AHP services 
having limited channels to feed in their workforce requirements, and limited confidence that 
their needs are heard. 

 

5.  Fragmentation 

 
5.1 A mix of approaches to workforce planning (ranging from local, regional to national 

forecasting) for different groups of professions adds to varying and disjointed approaches 
being taken. In turn, this works against consistent interpretations and decisions being 
made.  

 
5.2 Current workforce planning processes provide limited opportunities to consider workforce 

requirements laterally across different professional and occupational groups. This works 
against progressing workforce solutions that strengthen multi-disciplinary team working, 
skill mix and role configuration/substitution. In turn, this undermines service re-design to 
enhance patients’ access to, experience of, and outcomes of care, and to increase 
services’ productivity, effectiveness and affordability.  

 
5.3 The current lack of a strategic, coherent approach to workforce planning partly arises from 

different funding arrangements across professions, and short-term financial targets 
impacting on projections of need. As an example of this, the NAO report usefully highlights 
the potential impact of HEE’s significant contribution of funding for junior doctor posts on 
NHS Trusts’ decisions about how they staff their services.   
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6. Assumptions and methodology 

 
6.1 There is a lack of transparency about the assumptions, data use and methodology used by 

HEE in reaching its workforce commissioning and investment decisions. Examples of this 
lack of clarity include the following (all of which we are actively pursuing with HEE):  

 

 The range and nature of assumptions made about workforce supply and demand within 
and across different professions, and how these are tested and kept under review (e.g. 
relating to graduate destinations and mobility, overseas-qualified practitioners entering 
practice in England, and cross-border mobility across the UK) 

 How data is used from different sources; e.g. how data indicating workforce supply 
shortages affects decision-making 

 Whether and how locally-gathered data on workforce requirements is aggregated or 
moderated at a national level, and the criteria for doing either  

 How specific decisions are made to adjust local projections at a national level and the data 
and intelligence that underpins this (e.g. the decision to increase physician associate 
places by 220% in 2016/17 is not apparently informed by any local provider data regarding 
workforce demand) 

 How HEE decisions to make significant increases to workforce supply within tight 
timeframes (such as that cited above) are underpinned by an exploration of the capacity to 
respond to these, or the risks to wider stability in education provision (within universities 
and within services for delivering practice-based learning) 

 How the short-term impact of HEE’s own decisions (e.g. cuts to student numbers) are 
themselves reflected in its projections of future workforce supply  

 How far data regarding value for money and return on investment inform decisions on 
future investment (e.g. relative student attrition rates and translation of new graduates into 
practitioner roles)  

 How far workforce planning decisions are informed by cost-benefit appraisals of investing in 
different parts of the workforce (e.g. the relative costs and timeframes for producing 
different parts of the workforce) 

 How far issues of financial constraint affect specific decisions on workforce planning and 
when and how this constraint is applied to workforce projections 

 How far longer-term, strategic considerations are factored into workforce planning 
decisions, including to achieve sustainable, affordable solutions (rather than risking a 
reliance on short-term solutions that are ultimately more expensive to the system as a 
whole).  

 

7. Data gaps 

 
7.1 We strongly support the NAO report’s emphasis on the need for much more robust and 

systematically-gathered data to support a co-ordinated, coherent and strategic approach to 
workforce planning. Data needs to be gathered in a consistent way across all sectors and 
settings (e.g. within primary care, local authorities, the third sector and independent/private 
providers). This needs to happen so that workforce supply can genuinely be responsive to 
full, changing service need.  

 
7.2 It is also essential that workforce planning is predicated on data on projected population 

and patient need, rather than simply data on current workforce supply and forecasts of 
providers’ workforce demand. 

 

8. Workforce development 

 
8.1 We have strong concerns that HEE’s role and funding is focused almost exclusively on 

producing the future workforce (including junior doctors up to consultant level). To achieve 
a responsive, sustainable and affordable approach, it is essential that much stronger 
consideration is given to investing in developing the existing workforce.  
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8.2 This should include optimising the value of both registered healthcare professionals and 

support worker staff in delivering care through different care models, optimising multi-
disciplinary team-working, skill mix and role re-configuration/substitution.  

 
8.3 As an example, physiotherapists are excellently placed to contribute to different workforce 

solutions to the current and growing problems with GP recruitment and retention, and 
shifting more service delivery to primary care settings. Supporting more physiotherapists to 
develop their advanced practice skills (including for more to acquire independent 
prescribing rights) can provide a safe, clinically- and cost-effective solution to delivering 
accessible, timely care to patients.    

 
8.4 More needs to be done to ensure that initiatives developed for some parts of the workforce 

are translated across to others. For example, HEE’s investment in return to practice 
initiatives for GPs and nurses should be extended to AHPs. While relating to smaller 
numbers of staff, this could valuably enable individuals to re-join the workforce and help to 
address current staffing shortages in timely, cost-effective ways. 

 

9. Full workforce need 

 
9.1 An additional risk to taking a partial approach to workforce requirements is only focusing on 

clinical workforce supply. It is imperative that broader requirements are taken into account. 
This is needed to ensure that there is sufficient workforce capacity to lead and manage 
services, educate the future workforce, and undertake research to develop the evidence 
base of patient care and service delivery. Rather than being seen as non-essential 
components, these elements of workforce capacity are essential for enhancing the quality, 
productivity and cost-effectiveness of services and delivering the Five-Year Forward View. 

 
9.2 It is also essential that these elements are factored into shorter-term considerations of safe 

and effective staffing levels (across all professions) to achieve high-quality, sustainable 
care. 

 

10. Achieving change 

 
10.1 We strongly support the NAO report emphasis on securing a more strategic, cohesive 

approach to workforce planning. Within this, a long-term focus is needed. This is essential 
for moving away from short-term financial targets creating perverse incentives to under-
estimate workforce requirements and for achieving cost-effective, affordable workforce 
solutions.  

 
10.2 An integrated, consistent and transparent approach to all parts of the workforce is needed. 

This must be underpinned by the standardised capture and use of better quality data. This 
then needs to be subject to transparent assumptions and methodology, which are subject 
to scrutiny and regular review.    

 
10.3 We believe that the NAO report recommendations should go further. In particular, 

workforce planning needs to  

 Be predicated on projections of population and patient need – not existing workforce supply  

 Align with healthcare policy, broad developments in the health and care system, and 
service commissioning – and not just focus on NHS requirements 

 Take account of full workforce requirements (across sectors, settings and roles) – not just 
those relating to clinical staff 

 Encompass the unregistered workforce – and not leave this significant and increasingly 
valuable part of the workforce simply to individual employer decisions (particularly in light of 
apprenticeship targets being set within the Enterprise Bill). 
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10.4 It is also essential that fresh approaches to workforce planning are fully informed by 
changes to pre-registration education/student funding for the AHPs and nursing/midwifery 
from 2017/18. Within this significantly changed scenario, workforce planning will quickly 
need to be reconceptualised, such that the full implications for aligning workforce supply 
with service needs are understood (across services, geographical areas and professions) 
and that the full range of workforce solutions are more fully recognised and optimised.  

 
10.5 As part of this, HEE’s on-going role in acting as the conduit for practice education funding 

must be enacted effectively. New arrangements must enable the production and expansion 
of the workforce, as set out by the Chancellor of the Exchequer in the comprehensive 
spending review, align with the Five-Year Forward View, and ensure responsiveness to 
patient and service delivery needs. 

 

 
Professor Karen Middleton CBE FCSP MA 
Chief Executive 
Chartered Society of Physiotherapy 
19/02/16 

- ends - 
 
 

For further information on anything contained in this response or any aspect of the 
Chartered Society of Physiotherapy’s work, please contact: 
Rachel Newton 
Head of Policy 
The Chartered Society of Physiotherapy 
14 Bedford Row 
London 
WC1R 4ED 
Telephone: 020 7306 6624 
Email: newtonr@csp.org.uk 

Website: www.csp.org.uk 
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