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Preamble 

The Royal College of Surgeons of Edinburgh is the oldest of all the medical Royal Colleges and with 
around 25,000 members, fellows and affiliates worldwide, are also one of the UK’s largest medical 
professional organisations. 

As over 11,000 of our membership lives and works in England, we represent a significant proportion 
of NHS England’s surgical capacity. Therefore, workforce planning and development are of primary 
interest, particularly as our sole aim is to ensure that patient care and improved outcomes are at the 
heart of what we do. 

We are delighted to respond to this overdue consultation and in addition to the questions being asked, 
hope it will make a fundamental impact in delivering an NHS that is better equipped to manage the 
growing and more complex demands being placed on it. 

We have set out our answers as follows. 

1. Do you support the six principles proposed to support better workforce planning; and in 
particular, aligning financial, policy, best practice and service planning in the future? Areas to 
explore may include: 

 What more can be done to help staff work across organisations and sectors more easily?  

 What data do we need to ensure we can plan effectively, and how do we align across 
workforce, finance and service planning?  

 For what sort of measures/plans/proposals should the Workforce Impact Assessment be 
used?   

Principle 1 – Securing the supply of staff 

RCSEd acknowledges the principle of creating greater opportunities for UK domiciles to develop 
careers in the NHS and actively supports both the expansion of UK medical school places and the 
development of the post-graduate training in the light of changes in patient demand. Indeed, an 
important part of our schools and University outreach activity is to create a UK surgical workforce that 
is more diverse and reflective of the population as a whole and a career pathway that ultimately 
increases overall retention rates.  

That said, we strongly disagree with the assertion that the NHS should avoid recruiting staff from 
across the globe as we do not see any evidence that the NHS can, nor indeed should be, reliant on a 
purely UK sourced workforce.  

One the great strengths of the NHS from its inception has been its ability to attract medical 
professionals from across the world. For instance, over 20% of all surgeons working in the UK are from 
elsewhere in the EEA and such professionals – regardless of their speciality, grade or country of origin- 
enhance patient care by offering a broader range of expertise, competencies and experience. 
Consequently, RCSEd firmly believes that patient care would put at risk should the current flow of 



experts be compromised and in the current climate, much more should be done to reassure existing 
overseas staff of their current and future worth. For instance, RCSEd is seeking early guarantees that 
the mutual recognition of qualifications between the UK and EU states continues after Brexit. 

The government should increase the number of CoS (Certificate of Sponsorship) available to the 
Medical Training Initiative and ensure it is monitored and reviewed, exclude roles on the shortage 
occupation list from the Tier 2 visa CoS allocation process and establish an MTI for people from other 
countries that are not on the DfID priority list nor classed as low or lower middle-income countries. 
They should also streamline the process for registering doctors who have trained in other countries.  

Principle 2 - Investing in education and training for new and current staff 

RCSEd unequivocally supports the scope for more blending of clinical responsibilities between 
professions. We have actively supported the Shape of Training process and moves to modernise the 
current training pathway in light of patient demand and changing career expectations and have 
established a number of cross specialist faculties to develop a much more team approach to patient 
care. We therefore agree with the assertion that this flexibility is rewarding for staff and can provide 
the NHS with more choice in how services are organised and delivered. 

Nonetheless, we believe that more practical work can be enacted to achieve this aim. For instance, 
we expect all medical educators to work in accordance to a common set of standards, such as those 
offered by the Faculty of Surgical Trainers and more done to ensure improve human factors and non-
technical skills. As the 2017 NHS Staff survey, 64.5% of NHS staff in England believed that senior 
management could do more to communicate with staff and there is clear evidence of a link between 
behaviours such as bullying and undermining and patient safety. 

Therefore, in order to facilitate a culture change within the NHS staff needs to learn the behavioural, 
non-technical skills that enable them to work within healthcare teams. This is covered in more detail 
below.  

Principle 3 - Provide broad pathways for career in the NHS 

Feedback from our members and fellows shows an increasing desire for a degree of flexibility that is 
much broader than that offered by the current career pathway.  

For instance, there is a much greater desire amongst Foundation trainees to train on less than full time 
(LTFT) in order to help better manage work life balance, widen experience and develop a broader 
range of skills and competencies. More broadly, concern has been expressed that training is 
increasingly coming at the expense of service delivery and that the safeguards offered by the European 
Working Time Regulations will be compromised after Brexit. 

We therefore ask that HEE work with RCSEd to actively develop more LTFT opportunities in line with 
those supported by the WHO Global Strategy on Human Resources for Health: Workforce 2030 and 
within the current framework of the European Working Time regulations.  

Principle 4 - Widening participation in NHS jobs 

As RCSEd want to see improved access to the medical professions, we are working with schools and 
universities on a number of practical initiatives to encourage a greater diversity of entrants to the 
profession. However we remain concerned that the high financial incurred during medical school and 



throughout the training pathway need to be acknowledged and addressed and greater flexibility needs 
to be offered to attract a broader range of people to the medical and nursing professions.  

Nonetheless, initiatives such as LTFT working, as described above, can help achieve this aim. 

 

Principle 5 – Modern model employers 

As the Junior Doctors dispute and NHS Staff survey illustrate, staff are reporting lower satisfaction 
with the quality of work and care they are able to deliver and an increasing number report stress 
related illness. It appears difficult to protect staff from burnout and disillusionment but interventions, 
such as securing an appropriate supply and mix of staff, guaranteed time for training and greater 
emphasis on human factors and non-technical skills can make a positive difference. 

We would also urge HEE to consider the seven recommendations RCSEd made to improve the surgical 
working environment. Whilst we appreciate that not all of these are directly under the remit of HEE 
or this consultation, they need to be taken into account if the NHS is to strive to become a model 
employer.  

Establish structured senior support 

This can be done by re-establishing the team structure with consultants at the forefront of the 
delivery of care. Time should be made for safe handovers and structured ward rounds, utilising every 
opportunity to train. Finally, opportunities should be identified each day when Foundation Doctors 
and Core Trainees can contact seniors to discuss problems. 

Reintroduce the hospital mess 
It is important for doctors to have a protective environment in which they can unburden themselves 
and socialise with colleagues across the specialties. A hospital mess reduces staff isolation and 
enhances a sense of community within the working environment. 

Intelligent design of rotas 
Continuity of patient care, safety and a symbiosis between service and training must be integral to 
rota design. 

Streamline and reorganise the overall workload to prioritise core clinical duties and create an 
integrated multidisciplinary surgical team 
Systems and staff (medical and non-medical) could be organised more efficiently to allow doctors to 
dedicate the maximum amount of time to the clinical responsibilities most relevant to their grade. 
Where appropriate, consideration should be given to developing the extended surgical team to 
enhance the continuity and delivery of safe surgical care. 

Recognise that better training delivers better care 
Educational supervisors must be supported to deliver training through protected time in job plans. 
But training can also benefit from the merging of tiers within training and maximised training 
opportunities during the day. It is also important to use training to develop and invest in the multi-
professional workforce. 



Promote human factors training 
The profession must embrace a safety-centred team approach from the early stages of medical 
training. 

Support and Training the Trainers 
Trainers should be supported to plan, manage and focus on training at a local level, while having the 
opportunity to develop their faculty through formal activities such as ‘Training the Trainers’ courses 
and informal activities such as developing enhanced mentorship programmes for trainees and 
consultants alike. 

 

Many surgeons do face impossible work/home life choices and it is right to ensure that the NHS 
matches with other modern employers in terms of work/life balance, pay and reward and flexibility in 
career structure. 

Principle 6 – More logical planning so service, financial and workforce planning are intertwined 

The introduction of more rigid shift patterns for many surgical training posts have had the unintended 
effect of reducing exposure to elective surgery and ward rounds. This could result in future problems, 
for example, the changes in the CCT requirements from JCIE may be difficult to achieve if through shift 
work patterns the StR grade are not adequately exposed to ward rounds and the organisation of a 
surgical practice.  

As stated in the World Health Organisation’s Global Strategy Workforce, workforce planning should 
take into account healthcare workforce needs as a whole, rather than treating each profession 
separately. Moreover, they should be part of broader development strategies in order to strengthen 
health systems and ensure consistency between health and fiscal policy.  

Therefore in order to ensure financial and workforce planning are intertwined, RCSEd believe that UK 
Spending Reviews should always explicitly outline the level and purpose of NHS workforce budgets as 
we believe increased transparency in this way would ensure that financial and workforce planning are 
directly aligned.  

 

2. What measures are needed to secure the staff the system needs for the future; and how can 
actions already under way be made more effective?  

Areas to explore may include:  

 Are there fresh ideas for attracting more people to work in the NHS, either as new 
recruits or returners? 

 What scope is there to extend workforce flexibility using ideas such as credentialing, 
transferable qualifications, scope of practice and others?  

In order to maximise the supply of staff in England, it will be essential to ensure overseas medical 
professionals continue to be recruited and develop careers within the NHS. The NHS is under 
significant pressures at present that require more staff and resources to improve its current and future 
resilience. It seems therefore counter-intuitive to reduce the resources at it disposal. 



The document states that the UK can be self-sufficient in terms of the medical workforce and as stated, 
RCSEd believes that this is both an unrealistic aim and one that is not advantageous for the NHS in 
England. Doctors from outside the UK bring a different type of expertise; have experience of different 
training programmes, different types of populations and can bring unique insight into the English NHS. 
Whilst increasing the number of medical school places to attempt to keep up with demand appears 
to be a sensible step, it is dangerous to work on the assumption, or with the aim that the NHS does 
not value the contribution of clinicians from outside the UK.  

Staff retention is also essential to maximise the supply of staff in the NHS and whilst issues of 
workplace culture and morale are outside the immediate focus of this consultation, they are linked to 
questions over the quality and quantity of training and CPD. There are also links between job 
satisfaction and service configuration, so any workforce planning needs to be part of a system wide 
approach to service delivery.  

As mentioned above, RCSEd believes a small number of simple changes can improve the morale and 
therefore retention of staff. These are outlined in the RCSEd report ‘Improving the working 
environment for safe surgical care’ available at https://www.rcsed.ac.uk/media/415574/rcsed-
working-environment-web3.pdf.  

RCSEd also supports credentialing and a more competency based approach to medical training, as 
these will provide flexibility within the training process and ensuring that trainee surgeons develop a 
range of technical and non-technical skills and expertise at every level. Likewise, we believe that more 
can be done to assist the large number of Non-Consultant Non-Trainee doctors (a.k.a. ‘SAS’ or locum 
doctors) to develop their skills, such as guaranteed time for Supporting Professional Activities SPA and 
access to support, guidance and CPD funding should they wish to apply for the Certification of 
Eligibility for Specialist Registration (CESR). 

However in order to be able to plan NHS workforce effectively it is necessary to have a single, robust 
source of data that brings together the various data sets that tell us about how many people are in 
the system, how they move within it and information on retention etc. to enable us to plan well for 
the long term. NHS Digital is the organisation best placed to do this and reduce silos of data across the 
NHS that make it difficult to obtain an accurate picture of the current NHS workforce to enable future 
planning. 

 

3. How can we ensure the system more effectively trains, educates and invests in the new and 
current workforce?  

Areas to explore may include:  

 Are there any specific areas of curricula change or new techniques such as gamification 
or new cross cutting subjects like leadership, public health or quality improvement 
science that should be taught to all clinicians? 

 How does the system ensure it spends what is needed on individual CPD and gets the 
most effective outcomes from it?  

RCSEd believes that cultural change is needed. 25% of staff on the most recent NHS staff survey have 
been a victim of bullying or harassment. The most recent GMC trainings survey highlighted that the 
surgical specialty reported the second highest levels of bullying and harassment amongst trainees. 
RCSEd believes that this is a far-reaching issue that requires an NHS wide commitment to tackle. All 

https://www.rcsed.ac.uk/media/415574/rcsed-working-environment-web3.pdf
https://www.rcsed.ac.uk/media/415574/rcsed-working-environment-web3.pdf


clinicians should receive anti-bullying and harassment training and understand the effects of such 
behaviours within the clinical workplace. RCSEd’s “Let’sRemoveIt” campaign advocates for wider 
acknowledgement and action against these negative behaviours in the workplace and is willing to 
work with HEE on tackling such behaviours within the workplace.  

It is encouraging to see an increase in the number of places at medical school to ensure we have the 
necessary workforce for the future but the reality is that these additional students will not become 
specialists until 2030 – 2035. It is therefore essential that increasing demand and the need for a larger 
workforce is addressed now and these individuals are not relied upon.  

It is also essential to ask whether the increase in the number of doctors alone will be enough to fill 
posts in the future. It is essential that there are enough training posts for these additional graduates 
to continue their training. Other countries have made the mistake of increasing undergraduate places 
without sufficient planning of the training structure post-graduation that must not happen. It is also 
essential that the NHS does not attempt to prevent staff from overseas from working within the NHS 
as their skill and expertise will always be required. 

Similarly, RCSEd would like to see further acknowledgment and educational support for Non-
Consultant, Non-Trainee doctors, with them being given better access to educational time and 
activities than they do at present.  

Additionally more fluidity could be offered between training and NCNT roles. Whilst care must be 
taken never to dilute the necessarily high standards of medical education and training, more can be 
done to encourage different routes to the profession and encourage those who may be unsuited to a 
particular speciality to remain within the medical profession. Credentialling as support towards 
applying for the CESR will help, as would less than full time training and giving trainees the option 
developing specialist skills in an  NCNT role a year or two. Whilst training would take longer, this would 
lessen pressures on those trainees who otherwise may have left their training programme and help 
fill rota gaps.  

The aging workforce is a major threat to training. The consultant work pattern has changed very little 
over the last 30 years, and so we would like to see a those interested experienced surgeons being 
given more opportunity to reduce their service commitments should they wish to wish to conduct 
more training. Indeed, RCSEd believe that the inflexibility of the current consultant job plans together 
with proposed changes to pensions mean that more experienced surgeons retire early with a loss of 
this experience to the workforce and to training.  

 

4. What more can be done to ensure all staff, starting from the lowest paid, see a valid and attractive 
career in the NHS, with identifiable paths and multiple points of entry and choice?  

As the document states that trainees are more likely to develop their professional careers in the same 
area they train in, it is vital that workforce planning not only looks at ways of improving the training 
experience but also the quality of work on offer once the pathway has finished. This inevitably leads 
to questions about service delivery and configuration and is why RCSEd are calling for (amongst other 
things) a return to the ‘firm’ structure of surgical training, guaranteed time for training the creation of 
regional centres of excellence for specialist procedures and better educational support for NCNT 
doctors. 



We are also calling for greater emphasis on non-technical skills and human factors, a systemic 
approach to eradicating undermining and bullying and a more team centred approach to patient care. 

5. How can we better ensure the health system meets the needs and aspirations of all communities 
in England? Areas to explore may include:  

• What more can be done to attract staff from non-traditional backgrounds, including 
where we train and how we train?  

• How we better support carers, self-carers and volunteers?  

As mentioned in Question 3 increasing opportunities for LTFTW could help diversify of the surgical 
workforce  

In terms of supporting self-carers, further work around co-production is vital and promoting self-
reliance through better public health interventions have their roles to play. Cuts to social care and 
public health seem contrary to this aim, as we believe that patients benefit from being co-producers 
rather than passive recipients of their care. 

It is for this reason that we are wary of any moves that increase the NHS’s overall reliance on 
volunteers to deliver care and services. Volunteers can and do provide the NHS with extra capacity 
but they should never be a substitute for properly training, expert professionals.  

6. What does being a modern, model employer mean to you and how can we ensure the NHS meets 
those ambitions? Areas to explore may include:  

• What more would make it more attractive to work or stay in the NHS as you progress 
through different careers stages?  

• What should the system do to ensure it is flexible and adaptable to new ways of working 
and differing expectations of generations?  

In terms of practicalities, feedback from our members and fellows shows some frustration with the 
amount of paperwork required for clinical practice (including litigation), education and appraisal 
needs. Whilst often necessary, such reporting mechanisms should be appraised to see whether they 
offer efficiencies and are an actual source of frustration. 

Other suggestions mooted by our memberships include how the NHS might better encourage 
innovation/ideas and business developments/savings through a reward culture.  

Nonetheless our greatest ask is that the NHS eradicates both the cultural and systemic barriers to 
patient care. Almost a quarter of NHS staff in England reported experiencing harassment, bullying or 
abuse from staff during 2017 and we strongly assert that this damaging to patients and those affected 
alike. We are actively seeking to work with HEE to develop practical interventions to eradicate what 
we believe is an unacceptable barrier to change. 

7. Do you have any comments on how we can ensure that our NHS staff make the greatest possible 
difference to delivering excellent care for people in England?  

Areas to explore may include: 



• What opportunities are there for making a difference through skill mix changes, staff 
working flexibly across traditional boundaries, and enabling staff to work at the top of 
their professional competence?  

• What more can be done to deploy staff effectively and reduce further the use of agency 
staff?  

• What more should we do to help staff focus on the health and wellbeing of patients and 
their families?  

• What are the most productive other areas to explore around management and leadership, 
technology and infrastructure?  

RCSEd has established a Faculty of Perioperative Care to provide a forum for ANPs, SCP and Physician 
Assistants. In many surgical units, these posts are expanding and if managed correctly will not reduce 
training opportunities for surgical trainees but will increase their efficiency.  If this is well managed 
this development such be good for trainees adding flexibility and rota/ward cover from these 
practitioners reducing the service commitment and increasing worthwhile training opportunities. 

Medical schools, and other training organisations, should focus on encouraging individuals from a 
diverse range of backgrounds to consider a career in the NHS, including in medicine. Medical schools 
should ensure all individuals who have the potential to have a career in medicine have the opportunity 
to pursue a career in the NHS. RCSEd is working with organisations such as Aston University as they 
develop their new medical school which has the specific aim of recruiting students from the local area 
who may not otherwise have entered medicine.  

 

8. What policy options could most effectively address the current and future challenges for the adult 
social care workforce? 

Encourage further collaboration between public health and social services teams, particularly within 
public health planning as advised in the WHO Global Workforce Strategy and ensure that the clinical 
health workforce are be educated on the social determinants of health and promote this agenda in 
their practice.  

 


