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Background to this response

This consultation response is a joint response, reflecting the views of both NAVCA and Regional Voices (see organisation descriptions on the final page). It is based on accumulated knowledge and experience gathered principally from NAVCA’s and Regional Voices’ members. Our members include local and regional voluntary organisations and community groups from across the country. 
We have encouraged our members to respond directly to this consultation using the questions provided. Many of our members are involved in developing the skills of employees and volunteers who provide healthcare services and a wider range of services, which play a vital role in promoting health, wellbeing and public health and in reducing health inequalities. As both NAVCA and Regional Voices are umbrella organisations, representing the views of the wider voluntary and community sector, we have chosen not to respond to the more technical or specialist questions raised in this consultation, but instead to make some broader points about the proposals. We would welcome the opportunity to discuss how the local and regional voluntary and community sector can be fully engaged in the work to implement the proposals on workforce development.  We would welcome a dialogue around any or all of the comments made.

General comments
NAVCA and Regional Voices welcome the intention to create a more flexible, bottom-up approach to workforce development, which is more responsive to local needs and circumstances. We also support the ambition to widen participation. However, we are disappointed that the proposals do not address the specific workforce development needs of voluntary and community sector providers, in particular smaller local providers. We strongly support the ambition to provide multi-disciplinary training across professional boundaries. However, we are concerned that the focus on developing clinical skills should not be at the expense of softer workforce skills, particularly those aimed at embedding person-centred approaches which put patients at the heart of the NHS and promote patient choice and control. We are also disappointed that the training and developing needs of volunteers, who complement the work of paid healthcare professionals, both in acute and in community settings, have not been addressed in the proposals.
Chapter 1 - Purpose and Scope
We agree that a top-down Department of Health led approach cannot be responsive to local variations in supply and demand and that a balance is needed, which both provides a strong strategic national oversight and also gives local healthcare providers a greater role in planning and developing the workforce.

We welcome the recognition that the whole healthcare workforce needs to work together - health, social care and public health staff. However, while the role of the voluntary and community sector as a healthcare provider is acknowledged in the proposals, we would like to see greater acknowledgement of the sector’s wider contribution to preventative services and early intervention services, which promote wellbeing and public health and reduce health inequalities. We believe the proposals should be wider in scope, incorporating the workforce development needs of volunteers as well as workforce needs which are particularly relevant to smaller voluntary organisations and community groups.

We would like the proposals to recognise the need for workforce development opportunities to be made available to voluntary organisations and community groups, particularly given the very significant challenge for the voluntary and community sector in addressing workforce development needs during these times of severe financial constraint.

We note that the workforce development needs of healthcare commissioners are not included in these proposals. There is an urgent need to invest in the skills and capabilities of healthcare commissioners and we hope that, if this falls outside the scope of these proposals, the Government has other plans to address this deficit, particularly in relation to the emerging pathfinders for GP consortia.

We strongly agree that market mechanisms cannot be relied upon to secure sufficient investment in the development of the healthcare workforce.

Chapter 2 - Vision
We broadly agree with the high level objectives and design principles. We support the ambition of better integration and alignment of workforce planning and development across the whole workforce, building the framework around the needs of patients and local communities. We agree that the security of supply of appropriately skilled and qualified healthcare staff is vital. However, we are concerned that, in practice, the complete overhaul of the current system could result in fragmentation and a lack of co-ordination and forward planning. We support the aspiration to widen participation, but we believe a more proactive approach is needed to promote equality and greater diversity in the healthcare workforce.

Chapter 3 - Context
The analysis of the healthcare, public health and social care workforce fails to recognise the many thousands of people who work for voluntary organisations and community groups, delivering services which promote health and well-being, prevent ill health and reduce health inequalities. Many of these voluntary and community sector staff and volunteers work closely alongside NHS staff and their training and development needs should be considered alongside those working for the NHS. This is a very important omission, since in order to achieve the aspiration of an integrated workforce and improved health outcomes, the workforce needs of voluntary and community sector organisations delivering preventative services must be considered. Independent sector social care staff and ‘carers, helpers and volunteers’ receive only a passing mention. The proposals should make reference to the Department’s refreshed Vision for Volunteering, which is due to be launched very shortly and should make a clear commitment to supporting and developing the volunteer workforce.

We support the provision of training across professional boundaries. However, we would have liked the proposals to set out the particular issues in planning and developing the wider workforce around cross-cutting issues and softer skills, such as safeguarding and embedding a person-centred approach which puts patients and the public at the heart of the healthcare system and reaffirms the rights of patients set out in the NHS Constitution.

We agree that there is a need for a systematic approach to workforce planning, which is responsive to change and that providers are well placed to identify workforce needs. We also agree with the need for a greater emphasis to be placed on developing the skills of existing staff and enabling them to adapt to the changing environment.

However, we would question whether providers will be given sufficient incentives to invest in their staff. Far from providing incentives to invest in the workforce, there is a risk that the more urgent need to compete and to control spending may override the longer term interest in avoiding a skills shortage. Indeed, we are concerned that there could be an incentive for providers to under-invest in the skills of their employees and leave others to bear the costs of workforce development. This has often been the pattern in the social care workforce, where there has been chronic under-investment in staff employed by private sector providers to the detriment of quality and outcomes for service users.

We agree that there is a need for longer term, strategic service commissioning (paragraph 3.19) and that this needs to inform workforce development. We also agree with the need for more consistent, high quality workforce information.

In developing the new approach, we believe there is an opportunity to bring together health, public health and social care staff working across the public sector, voluntary and community sector and private sector and within different settings, to create a shared understanding of how to implement person-centred approaches which give people increased choice and control over their care.

Chapter 4 - Developing a new framework
We are supportive of greater freedoms and incentives for staff and organisations to flourish, but we are concerned by the statement at 4.1 regarding the ‘consequences of failure’, which implies a blame culture, where difficulties are more likely to be swept under the carpet than in a culture where support is offered to overcome challenges.

We agree with the approach to integrating workforce planning with service and financial planning, as illustrated in the model at 4.2. We also agree with the need for clarity as to the respective roles and accountabilities of providers, regulators, commissioners, education providers, Health Education England and others, whilst recognising that these have complex interdependencies. Consideration needs to be given to the implications of the changes to professional regulation being introduced in part 7 of the Health and Social Care Bill for the framework for workforce development.

Chapter 5 - Increased autonomy and accountability for healthcare providers
We agree that providers should be responsible for the professional development of their staff. However, we believe that responsibility for planning and developing the workforce should not rest solely with providers of NHS funded care. Providers are best placed to identify the workforce development needs of their employees, but not necessarily to commission for them. We recognise that some of these risks have been acknowledged (paragraph 5.7) but we are concerned that it will be very difficult to get the ‘checks and balances’ right and to provide accountability and an appropriate division of responsibility.

The proposed duty to consult patients and local communities about providers’ workforce development plans needs to be made relevant and meaningful.  Providers should make best use of existing data on patient experience, collated as part of the outcomes framework, as well as drawing on any data on complaints. These findings should be used to inform consultation questions and efforts should be made to reach more marginalised groups. The local voluntary and community sector can provide routes into communities, particularly those whose voices are seldom heard.

Placing ‘duties’ on voluntary and community sector healthcare providers, or on private sector providers, would have to be achieved through contractual terms and conditions, as these are not statutory bodies. We are concerned that such duties may be too onerous for smaller voluntary and community organisations. If too onerous, these duties would also drive up the costs of contracts. For small, local voluntary and community sector providers, they could act as a barrier to entering the market.

Placing a duty on providers to co-operate is inherently problematic when providers are in competition with each other. We are concerned by the vagueness of the proposed healthcare provider ‘skills networks’. This proposal appears to confuse the provider-commissioner split, potentially creating an incentive for providers to exaggerate workforce development needs in order to make a case for increased resources and create an over-supply, thus pushing down the cost of employing healthcare staff in the future. It is envisaged that these skills networks will be legal entities (though described as ‘networks’) and that they will have a prescribed set of functions, yet they will not be statutory bodies. We are slightly relieved by the suggestion that there should be proportionate arrangements for very small providers. However, we are concerned that the compulsory direct involvement of all NHS healthcare providers could prove very cumbersome and bureaucratic.

We are particularly concerned that contracts for the delivery of education and training will be let to healthcare providers by the skills networks (paragraph 5), which will have inherent conflicts of interest. The skills networks will have no track record and no skills or knowledge of strategic commissioning. We are also concerned that there will be a large imbalance of power within the networks, with the large Foundation Trusts wielding the power and awarding contracts to themselves and no opportunities for smaller education and training providers. This proposal appears to reinvent aspects of SHA functions, whilst introducing new problems by building vested interests into the new structures.

Chapter 6 - Sector-wide oversight and support
We are not convinced that a ‘lean’ Health Education England Board will be able to carry out the proposed range of functions effectively and hold the healthcare provider skills networks to account.

Requiring HEE to publish an assessment of how workforce planning is responding to the strategic commissioning intentions of the NHS Commissioning Board would provide a sensible means of ensuring that the training and education of the healthcare workforce is influenced by national priorities.

Chapter 7 – The public health workforce
We believe it would be appropriate for Public Health England to be represented on the HEE Board.

We have expressed our reservations about the proposed healthcare provider skills networks, but if these are to be established, it would make sense for local authorities to be involved. This would support integrated workforce development and multi-disciplinary working across health, public health and social care. However, safeguards would be needed to ensure that there were no conflicts of interest between commissioners and providers of public health services. We believe central funding should be used to support public health workforce development, in preference to a levy. Training and development opportunities should be made available to voluntary and community sector organisations, many of which are well placed to provide public health services, particularly those which target marginalised groups.

Chapter 8 - Funding and incentives
We are relieved that the Government recognises that we cannot rely solely on market levers to deliver adequate investment in the healthcare workforce. However, we believe that the proposed levy on providers will have the effect of driving up the costs of contracts, with the public purse effectively still bearing the cost of investing in the education and training of the existing healthcare workforce. We believe that the responsibility for investing in a skilled healthcare workforce for future generations should rest with the Government.
We are concerned that the proposed levy on all healthcare providers would be unaffordable and act as a barrier for smaller voluntary and community sector providers. Therefore, we believe that the proposed levy should be proportionate both to the size of the provider and to its ability to pay. Registered charities must comply with certain restrictions: charitable resources can only be used for charitable purposes and within the powers set out in their governing documents. Any system of applying a levy needs to recognise that charities, voluntary organisations, community groups and social enterprises are funded and governed differently to private sector organisations: most of their sources of income must be used for specific purposes, thus their ability to pay a levy is greatly reduced. We would therefore recommend that providers which are not for private profit should be exempt from the levy.
However, we believe the levy should be applied to all private sector healthcare providers, irrespective of whether they treat NHS patients, since they benefit from a skilled healthcare workforce, which is trained from the public purse.
National tariffs should reflect that fact that the costs of training and education will vary from one part of the country to another. Tariffs should be sensitive to the variations in actual costs, rather than being based on a national average.
Chapter 9 - Transitional arrangements
We are concerned that the proposals for local healthcare provider networks have not been properly thought through and that these will not provide the necessary leadership and drive a strategic approach to workforce development. We are also concerned about the additional costs and disruption involved in establishing the new structures and processes and we are sceptical as to whether a smooth transition will be achievable by 2012.
We believe there is a high risk of loss of knowledge and expertise from SHAs and the assurances in paragraph 9.4 do little to allay these concerns.

Chapter 10 - Equality and diversity
There are no tangible proposals in this chapter to promote the development of a more diverse healthcare workforce, to wider participation, or to tackle existing inequalities. A strategic, proactive and action-based approach is needed to ensure equality and greater diversity in access to healthcare training, education and career advancement.
The duty on providers to supply data on their current workforce needs to include comprehensive equality information, so that it is possible to identify which groups are under-represented, in which roles and at which levels across the whole healthcare workforce.
The limited evidence of equality issues in the screening template nevertheless highlights some specific issues, for example, older staff are more likely to report that they do not receive training and development opportunities and women, BME and Asian staff are under-represented at senior management levels. However, there is no indication of whether the proposed new system will tackle or exacerbate these issues.

We are concerned that the transfer of the lead responsibility for workforce planning from SHAs to healthcare provider skills networks could have a negative impact on equality and diversity in the workforce, owing to the risk of instability during the transition and lack of co-ordination and strategic direction. Furthermore, it is not evident that there will be any incentive for the proposed healthcare provider skills networks to prioritise equality and diversity issues. We would therefore urge the Government to undertake a full Equalities Impact Assessment on these proposals.
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NAVCA is the national voice of local support and development organisations in England. We champion voluntary and community action by supporting our members in their work with over 160,000 local charities and community groups. NAVCA believes that voluntary and community action is vital for vibrant and caring communities.

We provide our members with networking opportunities, specialist advice, support, policy information and training. NAVCA is a vital bridge between local groups and national government.
Our specialist teams take a lead on the issues that matter most to local support and development organisations. We influence national and local government policy to strengthen local voluntary and community action.

For more details about the full range of ways that NAVCA can help you please go to www.navca.org.uk or call us on 0114 278 6636.
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In each of the nine English regions there is a network which champions the engagement of the third sector within the region.  They provide the bridge between local and national policy and share good practice across the region.  

On a national level, Regional Voices connects each of the regional networks, enabling the critical connection between national, regional and local infrastructure.

Both NAVCA and Regional Voices are funded through the Department of Health Third Sector Strategic Partners Programme to ensure input from the sector in developing health and social care policy and to support organisations to improve health and social care services. As two of the Strategic Partners, NAVCA and Regional Voices are strengthening links between the Department of Health and the voluntary and community sector.
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