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Executive summary

The Centre for Workforce Intelligence (CfWI) was commissioned by the Department of Health (DH) and

Health Education England (HEE) to conduct axépth review of the anaesthetics and intensive care

medicine (ICMworkforce in EnglandThe review focusedn fully trained anaesthetists and ICM specialists,
known as intensivistswho holdr  OSNI A FAOF G4 S 2 T CORhvltef Giidiycylly @&eF G NI Ay
employed as consultants.

The CfWlooked ahead 20 years to 2@3to assess whether under four different scenarios there is likely to
be a balance between patient demand and workforce supplyK S/ pFojedtiéh&c which were
formulated with representative stakeholder engagemeigtshow that under each extreme but plausible
scenarioconsidered patient demand could outstrip workforce supply.

Therefore,the CfWI hagresented a series of suggested measures for commissioners to consider ¢hdd ¢
help to bring patient demand and workforce supply into balance in the future.

The key benefits of this work are to:

A support longefterm workforce planningn issues relating to this workforcap to 2033

A support robust decisiomaking, takingnto account the uncertainties of the future

A help raise awareness amongst decisinakersof potentialemerging risk$acing this workforces the
future unfolds.

Key CfWI modelling results for anaesthetics and ICM (A&ICM) demand and supply

The CfWI wasommissioned to determine the supply of CCT holders required to provide the same level of
service per capita as todayVith this in mind,the CfWI hagrovided the following projections:

Forecasting the future demand for CCT holders in A& CMservice

Baselinedemandc which is based on population growth and demographic changes algigprojected to

increase by 25 per centThis means CfWI modelling projects the numbeartdesthetist and intensivi€CT
holdersin A&ICMwould need to rise from approximate6/100to approximately 7,600 full time equivalent
(FTE) from 2013 to 2033.

Through our stakeholder consultation, the CfWI has determined tbatahd isexpectedto growin all four

plausible scenarios faster thdBaselin€demand.This meanglemand isikely to be higher tharour baseline
demand projection under the political and financial conditions considered througlr scenario planning
process(see Annex C)

CKS WLINAYOALN f cRRXDKRABINBRSOWSE WSO SR Qscepakid ifthe2 & G f
eyes of our stakeholderg shows a potentiaincreaseof 4.7 per centannually. This would see the number of
anaesthetist and intensivisCCT holders needed rising as highlas8800 FTHn 2033.

Forecasting the future supply of CCT holdavsilable to the anaesthetics and ICM service

Baseline supply, which isbased on current conditions with no changes to key modelling assumptiQiss
projected to increase by 31 per centhis means CfWI modelling projects the numbeamdesthetist and
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intensivistCCT holderm A&ICMwill rise from approximately 6,100 to approximately 8,000 FTE from 2013 to
2033. The principal supply projection is close to the baseline supply projection.

The range of scenario projections for supply is narrower thanahge for demand, as the impact of uncertain
variables is smaller.

Forecasting the future demand vs. supply for CCT holders in the anaesthetics and ICM service

Figure 1 showbaseline supply is projected to increase by 31 per cent while baseline denzdorke will
increase by 25 per cent.

The projection of baseline demand is also exceeded by the principal supply projection and the potential
outcomes of all four plausible future scenarios. This suggests there would be sufficient workforce supply to
meet the demand resulting solely from theogving, ageing population. However, it is likely that additional
factors will further increase demand. Once these other factors (particularly rising average individual need(s))
are incorporated, we see demand exceed supphis mean each of the four&enariosthere wouldbe a

risk of a shortage adnaesthetist and intensivi€CT holders. There could also be an impact on other
specialties thately on service input from anaesthetists.

Figure 1: Demand and supply projections for CCT holders for the sthaéics and ICM service

Demand scenarios outstrip supply scenarios for the combined A&ICM workforce.
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Source:CfWI model of the anaesthetist and ICM workforce for England
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Many anaesthetists and intensivists are trained end provide service ig both specialties. The proportion of
time spent working in each specialty is unclear from the data available. However, our modelling results
indicate that there is inherent flexibility in the national workforce available to deliver these services. We
recogrise that at a local level there may not be the same flexibility.

CfWI proposals and next steps

Based on the findings of this workforce review, the CfWI suggests that the following proposals could be
considered to help balance patient demand and workfongepdy in the future:

The CfWI suggests that HEE consider continuing to fill the current number of higher specialty trainee (ST3)
posts for anaesthetists and intensivists in England to minimise the risk of stewrh undersupply

There is a growing supplyf€CT holders but it is possibieas indicated in out LINA Yy OA LJF £-Q | YR &
specific projections; demandwill increasefaster than supply This could result in an undersupply of

anaesthetist and intensivist CCT holders in the medium teand a potental need to increase STiosts

following a further review in the next two to three years. The contribution to ICM by anaesthetists should

be monitored.If the level of service contributed to ICM by anaesthetists decreases, it is likely that ICM will be
undersupplied and require an increase in training numbers.

We are also suggesting that HEE may wisluppsrt the flexibility requiredo meet the need®f the future
workforce by training an appropriate mof specialists witlsingle and dual C&particuarly notingthat the
future ICM service is likely to be delivered mostly by intensivists with dual E&Timportant that the
proportionsbetween specialties are kept as steady as possible. We recognise that it is likely regional
requirements for anasthetists and intensivists will vary; however, it is important that ICM training posts are
not provided at the expense of anaesthetics training posts.

The CfWbuggestshat a workforce stocktake ofinaesthetics andCM be undertaken iwo to three@ S| NE& Q
time.

Further workforce reviews could be undertaken in the next two to three years as the ICM specialty grows, due
to the complex nature and flexibility of service delivery between the anaesthetics and ICM specialties.

The CfWI proposes thadEEconsider looking at working with commissioners and the relevant specialties
and professionsand consider ways in which changes to the clinical skill mix might help manage the
increasing perioperative role.

Anaesthetists are becoming more involved in the-@ned postoperative care of patients as well as
intraoperative careOne option to manage the increasing perioperative role would beaim tmorephysician
associates/assistantsanaesthesia (RA)s) and advanced critical care practitioners (ACCPs) widte is a
plentiful supply of CCT holderso that they have the opportunity to learn as well as deliver service, with a
focuson complex decisiomaking. Thee staff grouswould then have experience to support doctdfs
demand increases above projedtbaseline demand under conditions similar to the modelled scenarios

There is a case for undertaking further research therequirednumber and dependency level mitensive
care unit(ICU)oeds in order tanore accurately forecastemand.

The impa¢ of the Shape of Trainingeport (Greenaway, 2013)n the training pathways for anaesthetics and
ICM isso farunknown This, alongwith other inevitable uncertainties in the modelling over the medium term
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emphasises the importance of regularly (at least evbrge years) reviewing the redgime data and matching
these against the projections in this report

Finally, the CfWI would like to thank the margnaesthetists, intensivistsother health professionss,
professional bodies, employers, patients and the public who made a cdmition to this workforce review.

The CfWivelcomes all responses to this reportComments can be submitted on our website and theoject
team can be contacted atnedical@cfwi.org.uk
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1. Introduction

1.1 Why this review?

Health Education England (HEE) and the Department of Health (DH) have jointly commissioned the Centre for
Workforce Intelligence (CfWI) to conduct ardepth review of the hospitabased anaesthetics and intensive
care medicine (ICM) workforce in England.

Rather than attempt to predict a single future, the CfWI has developed a scdyam@m approach for
workforce indepth reviews that recognises the complexity of factors influencing demand and supply and the
intrinsic uncertainty of the future.

The key knefits of this work are to:

A support longesterm workforce planningpn issues relating to this workforcap to 2033

A support robust decisioimaking, takingnto account the uncertainties of the future

A help raise awareness among decisioakersof potential emerging risk$acing this workforces the future
unfolds.

1.1.1 Objectives

This review:

A identifies key drivers of demand and supply for anaetts and ICM (A&ICM), focusing on higipact,
highruncertainty drivers that may impact in the next 2Caye

models current and forecast demand and supplyA&ICMfrom 2013 to 2033

reviews workforce capacity and workload issues

considers different service delivery models/patient pathways and their workforce implications
considers the interactions and ovepldetweenA&ICM

makessuggestiongor workforce planning, including training numbers.

> I > >

1.1.2 Project outcomes
This review:

A aims to reduce the risk of futurd&ICMspecialisbversupplyor undersupply in England
A provides a longterm view of demand and supply facs impacting theA& CMworkforce, to support
planningfor HEEall English medical scho@ad deaneries, and local education and training boards

(LETBs
1.2 Our methodology
To forecast and analyse futupatientdemand andvorkforcesupply for theanaestheticand ICM workforces

¢ looking ahead to 208¢ we used ourobust workforce planning framewoidetailed in figure 20ur
scenariebased approach (se&nnexC involves:
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A horizon scanning

A scenario generation
A workforce modelling
A policy analysis

Figure 2: The CfWI workforce planning approach

question

Define and revise
the problem to be
solved

Source:CfWI

1.2.1 Horizon scanning

Horizon scanning is the exploration of potential challenges, opportunéies)ikely future developments. Our
horizon scanning vision at the CfWI is to generate-ogdiity intelligence to inform longerm workforce
planning which meet the needs of patients and people who use health and social care services.

Horizonscanningi G KS FANRG aGFr3S 2F GKS / F2LQ&a NROdzAG 62N
horizon scanning is used to inform the scenario generation stage, where plausible future scenarios are created
to inform strategic planning.

For specifidriversidentified in the horizon scanning phase of this work, please see:
www.horizonscanning.org.uk/
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1.2.2 Scenario generation

Scenarios are narratig@bout how the future might evolyehey are generated through facilitated workshops.
Scenarios are essential foovkforce planningsince it is not possible to predict the lotgrm future precisely
Workshops can generaterange of plausible futuresom whichdemand and supply projectiortan bemade.
Workforce plansand policiexan then be assessed against tisersariogYobustness. Following the scenario
generation, the narrativeare thenquantified.

1.2.3 Delphi panel exercise

A Delphpanel exercisenvolving expert stakeholders is used to quantify keyre uncertainties such as
changing patient need and changiwork patterns of doctors

Participants who are experts in the field in question are given the scenarios generatedacititated
workshops. Thegrethen asked tomake quantitative judgementabout questionsbased orthe scenariosFor
S E I Y IBY 2833 hoW will individual patient need for anaesthetist time change, on average, relative to
todayX) > theydRe asked tprovide their reasoning behind their decisioas free text

Answers are compiled and then circulated to the participants, thieo have the opportunity taevise their
FyagSNB ol ASR 2y 2 i K SdDelpliptddeds Giendepgaied, Bllovdg forifidthyet £ S a @
revision of their answers. The goal is to reduce the range in answers and get a level of expert combiEtsus

is used to inform the system dynamics modelling

1.2.4 System dynamics modelling

/ SYGN:f (2 GKS / F2LQa NRodzalG 62N] F2NOS LI FyyAy3a ¥
dynamics (SD) method that calculate workforce demand and supply. We usedglimg as it is most
appropriate for complex systems, such as for health and social care workforce planning.

The benefits of having a formalised approach to workforce model development include models that are more
accurately designed, easier to use, méweused and more efficient. Applying a rigorous formal approach also
results in increased stakeholder confidence in the outputs from workforce and data modelling.

The approach is composed of four steps: model scoping, model construction, model docuoreatat model
testing. Each stage is described in detail in a CfWI technical report ssuiggorted by best practice
guidance.

1.2.5 System dynamics CfWI modelling definitions

hdzNJ Y2 RSt  Mogsaind INE RIdpEREsRénAHisSpetifie projections ofvorkforcesupplyand

patient demandor the ICMworkforces over 20 years to 23 These projections, along with other evidence
and intelligence, hekpd us determine whether there is a sufficient supply of CCT holders to provide the same
level of service per capita as today, and to understand whether workforce supply is in line with expected
demand.It is important to understand the difference between owarious projections:

1 http://www.cfwi.org.uk/our-work/research-development/cfwi-technical-paper-series
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Theaseline demand projectiofrepresents demand based @opulation growth and demographic changes
such as the ageing of the population

TheWINA Yy OA LI f RS WEBYRBESHEH RO KSYy WSELISOG SF
5Sf LKA LIyStftd LG odaAfRE 2
need plus the impact of changes in productivity.

i KBy @SEL
y G(KS Wo
TheWaseline suppt projectionxepresents supply based on curreraining numbers and workforce
behaviourwith no changes to key modelling assumptions.

A X 4 oA X

ThePrincipal supply projecdonNB LINS A Sy ia G KS wé ELISOGSRQ 2N wyza f
Delphipané ® LG o0dzZAf Ra 2y GKS Wol aStAaySQ OoRSTAYSR I-OZ@
part-time working and the average retirement age.

Thedd OSy I NA 2 lejMédedtSiénand 2yt SUPply under a range of four plausible but challenging
scenarios as identified in the scenario generation workshop and quantified by our expert Delphi panel.

For more detailed reports on the methodology used by the Cif#fir to the technical papers series found at:
www.cfwi.org.uk/ourwork/researchdevelopment/cfwitechnicalpaperseries
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2. Context

2.1 About the workforce
2.1.1 Anaesthetics, ICM and pain management roles

Anaesthetics is the largest hospitadsed medical specialty, with anaesthetists applying their skills across

many aspects of patient care. Perioperative anaesthetic care of surgical patients forms the core of an
FylFSaidKSGAalQa ¢ 2 Ninple pioéedute&to dimplex NitgefydrSpatierisBivall afjes,
including premature babies. In addition, anaesthetists may also be involved in the preoperative preparation of
surgical patients, the provision of sedation and anaesthesia in procedures takaggqltside the operating
theatre, resuscitation and stabilisation of emergency/acutely ill patientshospital emergency care,

transport of acutely ill and injured patients, intensive care medicine, obstetric anaesthesia and pain relief in
labour, andpain medicine (RCoA, 2013a).

Pain medicine includes postoperative pain relief, acute pain management and management of chronic disease
and cancerrelated pain (RCoA, 2013a). Anaesthetists can undertake specific training to become a specialist in
pain medcine, which usually results in obtaining Fellowship of the Faculty of Pain Medicine of the Royal
College of Anaesthetists (FFPMRCA) (RCoA, 2013b).

Consultants grouped under anaesthetics in the published Health and Social Care Information Centre (HSCIC)
data (including those working in ICMgcount forl6 per ant of the total NHS consultamtorkforceon a fult

time equivalent (FTE) basisEnglandThe consultant workforce FTE in this broad anaesthetics group has
grown substantially during the last decads, by 54 per cent from 2003 to 20{HSCIC, 2014)

ICM focuses on the care of critically ill patients and those requiringdegkendency care in surgical, medical
and trauma settings (NHS Medical Careers, 2013a).

Training in ICM was traditionally undaken as part of a joint CCT programme with another specialty, usually
anaesthetics. However, from 2012, the training pathway for ICM changed so that trainees could choose
whether to work towards a dual CCT or opt for a single CCT in ICM. The singl®l @&ifilg pathway takes
seven years to complete, so new l@Nly trainees will start gaining their CCTs from 2017 onwards, having
started at ST3 in 2012 (FICM, 2012a). A survey of recruits to ICM specialty training posts in 2012 to 2013
showed that 7 pecent of recruits intended to undertake a single CCT in ICM, and 72 per cent of recruits
intended to undertake a dual CCT with anaesthetics (FICM 2013a). The remainder of recruits intended to
undertake a dual CCT with medicine or emergency medicine.

2.1.2 Training pathways

Several specialties contribute to the provision of anaesthetics and ICM. Our supply forecasts combine the
contributions of the following CCT holder categories to the delivery of anaesthetics and ICM services:
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A Anaesthetics:
A anaesthetists (singlECT holdefnly)
A anaesthetists dual with ICM (dual CCT holders only).
A ICM:
A intensivists (single CCT holders only, of which there are currently few)
A intensivists dual with anaesthetics (dual CCT holders only)

A intensivists dual with another specialty (dual CCT holders only excluding anaesthetics). Note that the
specialty most commonly linked with ICM for a dual §€Xcluding anaesthetiasis acute medicine.
The CfWI is currently working on a separatel@pthreview of the acute medical care workforce.

A anaesthetists (single CCT holders only).

Anaesthetists and intensivists may also undertake additional training in paediatric intensive care medicine
(PICM). This is a small group of people but it has been steghthat they may be in demand in the future
(RCoA, 2013c).

2.1.3 Multidisciplinary teams

Anaesthetistavork in multidisciplinary teams. A consultant anaesthetist leads the team in the preoperative
assessment clinic, which includes nurses, operating departpractitioners (ODPs) arather trained staff

including physician associate (anaesthe)stBA(A)s fulfian additional role that was createdelatively

recently,for skill mix and efficiency. PA(A)s must be supervised by an anaesthetist at allAiEd 2012;

RCoA, 2011a). PA(A)s provide services across all aspects of general anaesthesigdsligingregional and

local anaesthesia in some organisations. PA(A)s can also be used in preoperative assessment, exercise testin
provision of sedatiomo patients under the care of other specialistsd cardiac arrest teams. PA(A)s typically

work at a ratio of one consultant anaesthetist to two PA(A)s (RCoA, 2013d).

In the anaesthetic room, the anaesthetist works with a trained assistant and somedithasl member of

staff to assist with more difficult situations such as emergencies and complex cases such as obes@patients
operations where the patient has to be placed in a position that makes giving and supervising an anaesthetic
more challengingThese trained assistargwould usually be either aoperating department practitioneor a
suitably trained nurse (AAGER012).

After operations have been completednaesthetists work closely with surgeons while patients recover from
surgeryand anaestksia(AAGBI, 2012Advanced Critical Care Practitioners (AC&Bs)play an important

role in intensive care units (ICUs) as part of the team, carrying out a variety of tasks including endotracheal
intubation. ACCPs require direct supervisiorsbgneonewho ismedically qualified (DH, 2008).

2Pl ease note the term 6CCT holderso6 has been used to refer to people
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ICM consultants can be based in critical care units, high dependency uaitsa@rds working as part of a
team. Theteam may include critical care nurses, physiotherapists, pharmacy staff, microbiology staff,
radiographers and technicians (NHS Medical Careers, 2013b).

2.2 Key policy drivers
2.2.1 Mid Staffordshire NHS Foundation Trust Public Inquiry

The Mid Staffordshire NHS Foundation Trust Public Inquiry final report by Sir Robert Francis QC was publishec
in February 2013This report made recommendations for the NHS in response to major concerns over

mortality and standards of care. The major themes of the recommendations were to improve safety and

guality of care, embed the patient voice throughout the system, improveddeship and enable staff to raise

the alarm when unsafe practice has taken place (Francis, 2013). The findings and recommendations are likely
to impact on the entire health system, including the provision of anaesthetics and ICM.

2.2.2 Shape of trainingeview

The Shape of Trainingeview (SOT) was published in 2013 under the chairmanship of Sir David Greenaway. It
gathered evidence and sought opinions from stakeholders to inform changes to the postgraduate specialty
medical education and training arrangementgaimduce doctors who are adequately trained, able to provide
safe and higkguality care, and meet the needs of patients and the service in the future. The review considered
education and training, patient needs (present and future) and the balance betgmasialists and

generalists. The review recommended more brdeded postgraduate specialty training, which may require
more training time to develop technical skills, knowledge and experience for general specialties such as
anaesthetics. This would falitin the timeframe of four to six years after completion of the Foundation
programme, with a specific duration for anaesthetics training yet to be decided (Greenaway, 2013). The
D2OSNYYSyiQa NBaLRyasS (G2 {h¢ Aa candohconimentanlithe 8 SR | Yy R
implications of any changes that might arise after that response has been published.

2.2.3 Sevenday care

Anaesthetics and ICM have been identified as specialties that should have adsgreeweek consultant

presence by the Academy of Mieal Royal Colleges (AORMC, 2012). In its latest guidance the Royal College of
Anaesthetists (RCoA) adds detail to this recommendation by stating that there should always be a consultant
anaesthetist present during general and regional anaesthesia; & gisimmade in previous College guidance.

The RCoA also states that emergency anaesthesia should to be consedtanll times (RCoA, 2013e; RCoA
2011b). The Faculty of Intensive Care Medicine (FICM) also welcomed the Academy report, stating that seven
day consultant presence is the norm in ICM but that improvements in staffing could be made by reconfiguring
support services. This would enable community care to be included in the-seygmackage of care in order

to prevent inappropriate hospital adng®n and discharge patients back to their community in a timely

manner (FICM, 2012b). Anaesthetists already provide a sgagservice in acute care and also provide

clinical leadership in oetf-hours perioperative care (RCoA, 2013f).

2.2.4 Future Hospital Commission

The Royal College of Physicians (RCP) established the Future Hospital Commission to review the design and
delivery of inpatient hospital care in order to highlight measures that would improve the safety and quality of
patient care in response tosing acute admissions, the ageing population, and the increasing frequency of
complex camorbidity. The Commission presented its findings to the RCP in 2013. There were no specific
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recommendations for the anaesthetics and ICM workforce but many genergilgs emerged that will have
a broad impact. Some of these recommendations include:

improvements in patient care, e.g. robust arrangements for the transfer of care

improvements in medical professionalism, e.g. communication with the patient, communmicatith

collaboration with other staff, and shared decisioraking with the patient

same access to care on all seven days for acutely ill patients

sevenday services in the community so that only patients with acute needs are in hospital beds

improvements ircontinuity of care

training to develop doctors to deal with the current and future patient demographics, e.g. elderly patients

with dementia

training to place more emphasis on treating a patient holistically rather than giving specialist care to each

of i KSAN) O2yRAGA2ya aSLINIGSte gAGK2dzi O2yaAARSNRAY

patient experience

A the intensity of monitoring and treatment of patients to match the acuity of illness, with patients placed in
beds appropriate to thir dependency level

A increasing enhanced care bed numbers (level 1) relative to acute medical beds (level 0), with the majority

of level 1 beds to be located in acute care hubs where there is close working with intensive care services

(RCP, 2013a).

A
A

> > >

>

With these shifts in policy towards a more generalist service, the roles of anaesthetists and intensivists are
changing and now overlap more with acute services. This enables the provision of a more flexible service
suited to the increasing complexity of coridits and the holistic approach to individual patients.
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3. Activity, service provision and patient
demand

3.1 Guidelines for service provision
3.1.1 Anaesthetics and ICM

The RCoA has published new guidelines for the provision of anaesthetics services, which updaé the 2
guidelinesRCoA, 2009p include developments in clinical practice, service delivery and education. These
guidelines cover the range of anaesthetic care, including preoperative, intraoperative and postoperative, in a
variety of specific areas such paediatrics, obstetrics and pain management (RCoA, 2013e).

The RCoA guidelines include references to ICM, although there are additional standards published by the
Intensive Care Society (ICS), which giveprescriptive examples of levels of care (IZ¥9) and standards

for consultant staffing (ICS, 2006). For example, the ICS states that intensive care units (ICUs) should have 24
hour named consultant cover, with the majority of working time spent by the consultant in charge in the ICU
and otherwisemmediately available (ICS, 2006). There are also additional guidelines for more specific areas of
ICM. For example, the Paediatric Intensive Care Society (PICS) has its own standards for the care of critically i
children (PICS, 2010).

There are differenes in anaesthetics service delivery depending on the type of hospital and the patient
population served. For example, hospitals receiving patients with major injury and trauma must have an
appropriate mix of staff available 24 hours a day to provide snokérgency services (RCoA, 2013e).
Responding to an audit of emergency laparotomy surgery, the Association of Anaesthetists of Great Britain
and Ireland (AAGBI) links consultant presence and the provision of essential facilities to patient mortality.
There § a reported twelvdold difference in mortality outcomes between the best and worst hospitals across
the UK (AAGBI, 2012).

Hospitals within the ambit of a [specialty] school of anaesthesia/anaesthetics must be able to provide
anaesthetics training in elége and emergency general surgery, urology, trauma and orthopaedics, obstetrics
and gynaecology, ear, nose and throat, oral surgery, day case surgery and paediatric surgery including
neonatal (RCoA, 2013e).

3.1.2 Pain management

New recommendations specificalior the improvement of pain service provision were agreed at the first

English Pain Summit by the British Pain Society, the Chronic Pain Policy Coalition, the Faculty of Pain Medicing
and the Royal College of General Practitioners. They called forstéemtards for pain management to be

nationally agreed and implemented, an awareness campaign to promote the prevention, understanding and
treatment of pain, nationally agreed commissioning guidance, and improvement in pain data (Chronic Pain
Coalition, 202).

The RCoA has also published guidance for commissioning local pain services, which describes the team of sta
needed to deliver pain management services to patients with a variety of conditions (RCoA, 2013g). The RCoA
report acknowledges that while pamanagement was usually delivered in secondary care in the past, it is
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now often delivered in primary care and community services, depending on the circumstances such as
whether the pain is acute or chronic. However, this transition is in its infanitgaBr care will need to be
appropriately resourced in order to provide more of this service. Some treatment will still need to be provided
in secondary care, with multidisciplinary teams working across primary and secondary care as appropriate.

Pain managment involves a specialist team that always consists of a consultant in pain medicine, who is
usually an anaesthetist with subspecialty training in pain medicine, who has obtained Fellowship of the Faculty
of Pain Medicine of the Royal College of Anaessite(FFPMRCA). There are five specific patient pathways for
pain: primary assessment and management, spinal painsimtammatory musculoskeletal pain, neuropathic

pain and pelvic pain (RCoA, 2013g).

3.2 Demand for procedures and interventions
3.2.1 Patient demogaphics
Figures 3 and 4 show historical trends in surgical procedures and interventions. These cannot be used as a

direct comparison with anaesthetics and ICM but can be used to provide insight into the general demands on
key aspects of these hospital s&es.

Figure 3: Historical finished consultant episodes for main procedures and interventions

Demand for surgical procedures and interventions has increased, driven particularly by an ageing

population.
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Source:Health and Social Care Informati@entre (HSCIC) 202013

Figure 3 shows that finished consultant episodeSKsfor main procedures and interventions have increased
overall between 1992000 and 201213, risingby 63 per cent t@pproximatelyl0,600,00FCEper annum
This has beedriven by increases in demand from all age groups, with demand ggdastest in the 75+ age

group.
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Table 1 shows the change in FCEs for surgical procedures and interventions-i821@atient age group.

Table 1: Surgical procedures and interventshy patient age group 20123

Patient age | Surgical procedures and interventions (FCES) Change from 1992000 to 2012
(approx.) 13

0-14 632,000 37%
1559 4,900,000 39%
60-74 2,800,000 88%
75+ 2,300,000 116%
All ages 10,600,000 63%

Source:Health andSocial Care Information Centre (HSCIC) -Z00(3

Figure 4 shows historical trends in bed days and day cases for all surgical procedures and interventions. Day
cases represent inpatients who have been admitted for salaetreatment, not requiring an ovegint stay.
Bed day$are the sum of all the days that patients in the group occupied hospital beds, excluding day cases.

Figure 4: Historical day cases and bed days

Bed days and day cases have both increased, with the largest proportional growth frasgsy
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Source:HSCIC 206P013

3 Please note that the counting methodology for bed days changed in 2008-09 to no longer include estimates for cases that continue beyond
the end of the financial year. The HSCIC made this change because its old methodology was overestimating bed days.
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Figure 4 shows thatay cases and bed days for main procedures and interventions both increased overall
between 19992000 and 201213, with much of the increase occurring from 2006 during a time of

increased fundindor the NHS, before levelling off pe2009 in the recession yearBed days increased by 38
per cent toapproximately24,000,000,while day cases increased by 84 per cerdpproximately5,800,000
Overall, this is an increase in the total bed days aaygahses for main procedures and interventions of 45 per
cent toapproximately 30,000,000rhe ratio of bed days to day cases decreased overall by 25 pefroemt,
approximately six bed dayown tofour bed days for every day casghe increase in demarnberefore

occurred despite an apparent shift towards preference for day treatments where appropriate. These trends
cannot be used as a direct comparison with A&ICM but can be used to provide insight into the general
demands on hospital services; anaestbtst and intensivists are required to serve surgical patients whether
they are receiving day treatment or are staying overnight following surgery.

3.2.2 Demand for beds

The UK has one of the smallest proportions of acute hospital beds allocated to intensiie tb&reeveloped

world (RCoA and FICM, 2011). Combined with the ageing population and increasing patient expectations for
more and safer care of better quality, there may be further pressure on these beds (RCoA, 2012). The Lancet
adds that changing publexpectations and patient involvement in the withdrawal and withholding of

treatment may also pose further ethical considerations in balancing demand and supply in critical care (The
Lancet, 2010).

There is also a national shortage of paediatric bedsedfatric intensive care units (PICUs), particularly in the
winter months, according to the joint briefing from the Intensive Care Society, the Paediatric Intensive Care
Society, the Association of Paediatric Anaesthetists of Great Britain and IrelatigeaRaculty of Intensive

Care Medicine. They propose a range of solutions to recognise regional variations, which may have an impact
on intensivist workforce requirement (ICS et al., 2012). Overall, there may be an increase in demand for
anaesthetists traied in PICM in the near future (RCoA, 2013c).

The National Confidential Enquiry into Patient Outcome and Death réamving the Risk: A review of the
perioperative care of surgical patien(BICEPOD, 2011) highlighted issues in the care ofrisiglsurgtal

LI GASyGad ¢KS w/ 2! YR CL/a NBaLRyRSR (2 (dKAa NBL
YIF22N FIF O02NJ KAYRSNARY 3 LINE @A(RCOAR, YOl Fhey@iNjlm3isd tHe néed NI &
for integrated care for critially ill patients, asserting the importance of a comprehensive preoperative
assessment that identifies risks and keeps the patient informed.

This may require the role of the anaesthetist to change to that of a perioperative physician, including the
provision of preoperative assessments. Postoperative care is also noted as a crucial area for improvement in
capacity, as many lifthreatening complications developed at this stage are avoidable (RCoA and FICM, 2011).

The RCoA has published a report outliringide range of audit changes, designed to raise standards in
anaesthetics. The report includes audits of service delivery, consultant supervision of trainees, and
anaesthetics, intensive care and pain training (RCoA, 2012). Improvements that may takaspaesult of
these audits might be expected to impact on the demand for anaesthetists and intensive care specialists.

3.2.3 Technology

Use of new technology can have an impact on demand for anaesthetists. Telehealth is one factor that has
begun to take effeicand is likely to expand in the future. For example, the increased availability of information
from many sources can help patients to be more informed and take measures to improve and maintain their
own health, while greater links between patients andithteealthcare staff in the community can help to
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manage and prevent conditions, thus potentially reducing the need for hospital care and surgery. There is an
opportunity to take this further in the future if there is a sufficient culture change in heaihicaallow
G§SOKy2t23e (2 0S Y2NB gARSte dzaSR o0vdzs$SSyQa bdz2NEAY
on theatre workload is yet to be quantified and is difficult to anticipate with any accuracy. It may take some
time for prevention ofthronic conditions to manifest as a reduction in hospital demand.

Technology change is also having a direct impact on surgery. There has also been an increase in technology
assisted surgical procedures since the first prototype robot was used clinicai93(Palep, 2009). These
techniques generally decrease blood loss during surgery, postoperative morbidity and length of stay (Bristol
Robotics Laboratory, 2012). For example, in cardiothoracic surgery, minimally invasive techniques have been
growing in ppularity because they can reduce pain and surgical trauma, with equivalent safety and durability
to traditional techniques (Iribarne et al., 2011). Demand for cardiovascular care and cardiac surgery is
increasing due to the ageing population, and minignailvasive surgery is a suitable treatment for many older
patients who cannot have more invasive surgery, thereby increasing demand for surgery, which would require
anaesthetists (Jahangiri, 2011).

3.3 Quantification of current service demand

Quantification @ current service demand for the purposes of the modelling and forecasting in this review is
not straightforward. FCEs by main specialty are not a suitable measure of anaesthetics and ICM service
provision because the recording method is not consistert&rirentions are often coded to other specialties.
The proportion of anaesthetics and ICM FCEs recorded is far lower than the proportion of anaesthetists and
intensivists in the workforce, demonstrating that FCEs are inconsistently recorded for thesdtigsecia

For this reason, we have not used FCEs to quantify current service demand. Instead, we asked our expert
Delphi panel to acquire an evidence base from expert stakeholders.

3.4 Current level of unmet need

When forecasting demand, the CfwWascommissiond to estimate the workforce needed in future to

maintain current levels of care per patient. The CfWI recognises there is always likely to be some unmet need.
Our expert anaesthetics panel, consisting of 28 participants, told us that around 15 per camed is

unmet today. Our ICM panel, consisting of 14 participants, told us around 25 per cent of need is unmet

today. These estimates are comparable with those we have obtained for other medical and surgical
specialties.

Please see Annexfbr the full list of questions posed to the Delphi panels.
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4. Future patient demand

4.1 Demand modelling assumptions

When forecasting demand, the Cf\§Estimating the workforce needed itthe future to maintain current
levels of anaesthetics and intensive care medicinecpgta in England

CHrOl2NRE AYLI OlAYy3I GKS TFdzidaNBE WwWol aStAySQ RSYlFYyR 4S5

A population growthand the rising proportion of older people (based on the Office for National Statistics
(ONS) 2012 projection§PNS, 2013)

A the proportionally greater reliance of the eddy on anaesthetics and ICM services (based on HSCIC HES
2013a data).

Additional factors impacting our future scenario demand projections include:

A scenaried LISOAFTAO OKIy3aSa G2 GKS @SN 3IS LISNER2YyQa AYR
A scenariespecific changes to the efficiency and productivity of the service.

Scenariespecific changes are not included in the baseline forecasts. The baseline forecasts assume these
factors remain as they currently are.

Baseline demand for anaestheti@régices is forecast to increase by 25 per cbgpt2033and by 26 per cent for
ICM when considered solely demographic changes.

The results of our Delphi panel exercsg®mwed an expectedverage individual neet rise in all four
scenarios for both anathetics and ICM. Additionally, the Delphi panel exercise found demand for
anaesthetist levels would need to increase by an additional 35 per cent to accommodate perioperative work.

As it is not clear how much perioperative work is already being donadgsthetists (and, therefore, already
factored intoour demand calculatiopsnor which grade of doctor is undertaking the woprke cannot
accurately assess the future impact of this variable.

See Annex br the full list of questions posed to the Delgddanel and tables showing the figures for both
specialties.

4.2 Baseline and principal demand projections
Figure5 shows the baseline and principal projections for anaesthetics and ICM. The baseline is based on the

ageing and growing population alone, while thréncipal projection is derived from the Delphi process and is
the projection deemed most likely to occur according to the experts on the Delphi panel.
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Figure 5: Baseline and principal projections of demand for CCT holders in anaesthetics and ICM

Baseihe demand is projected to increase over the next 20 years, with the principal projection increasing
average hy 4.7 per cent annually.
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Baseline demand is projected to increase by 25 per cent by 2033, with the principal projection increasing on
average by 4.7 per cent annually due to rising individual patient need.
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5. Current workforce supply

5.1 Trends in postgraduate training

Anaesthetics is popularmedicalspecialty and therare generallymore applications than places available
although this varies across regionbeTcompetition ratio (CR) f@naesthetics in 20223 was 1.9, and the fill
rate has been around 99 per cent over the threang2010/11¢ 2012/13

Table 2 shows the offers accepted by trainees for anaesthetics and ICM specialty training level 3 (ST3) posts.
There were321accepted offers by trainees for anaesthetigecialty training level 3 (ST3) poim 2012-13

with a likelhood of accepted offers beirglightly higherfor 2013-14; at the time of writing there were 321
accepted posts with some recruitment still to take place

There were49 accepted offers by trainees for ICdecialty training level 3 (ST3) pom 2012-13 whichrose
to 74 in2013-14, a 51 per cent increas&he fill rate was 72 per cent in 2013 rising to 89 per cent in 2013
14.

The RCoA estimates approximat8@/per centof new ICM training posts result in a reduction in anaesthetics
training posts Thereforethe number of anaesthetics trainees iour supply modelling is reduced to account
for growth in ICM training which is assumed to increase each year to 2016.

Table 2: Offers accepted to anaesthetics and ICM higher specialty training (ST3)}130ERgland

Offers accepted
321 49

201213
201314 321* 74
Source:RCOA (2014d), FIQ014)
F tNROGAAAZ2YIE FAIdz2NBE Fa I FdAf &SHNRaA RFEGF A& yz2i

The RCoA recommend@&82individuals to be awarded a CCT in anaesthetics in &illb2ved by 395 in 201,3
including joint CCTs of anaesthetics with another specialty (RCoA, 2014a)

For the new single CCT in 138 posts were advertised in 2012, of whidBwerefilled. The fil rate improved

in 2013, with 74 of 8a&vailable posts filleRCoA, 2014b). Joint CCTs in ICM with another specialty were
awarded to 99 individuals in 2012 in the UK, of which approximately 82.5 per cent were joint with anaesthetics
based on an average avseveral years, which equates to approximately 82 posts for g2, 2018). No

data for England alone was available to the CfWI at the time of publication.

Table3 shows the recruitment figures fainglelCMCCThigher specialty training in the UK2012when the
single CCT first became available, and for single and@NBCCThigher specialty training in the UK in 201
when the dual CCT option first became availaBléreakdown by country was not available to the CfWI at the
time of publication.The CfWI did not have access to historical recruitment figures for anaesthetist higher
specialty training at the time of publication.
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Table 3 shows that appointments to ICM training have increased since the dual option becaifable.

Table 3: Recruitment numbers to ICM higher specialty training (ST3), A& England

_ Appointments | Total posts availablg Fill rate

201213 (single) 72%
201314 (single and 74 83 89%
dual)

Source:FICM(2013b)
Please note thagquivalent figures for anaesthetics are not available for that time period.

Before the 2012 training intake, trainees wishing to become intensive care specialists had to obtain a joint CCT
Ay L/ia lt2y3 gA0K I y2iKSN YLak&tidsie emelgénbyiriedicing Enaly | Y
medicine or respiratory medicine. Since 2012, trainees have had the choice of obtaining a dual CCT in ICM anc
another specialty, or training to obtain a single CCT in ICM (FICM, 2012b). Entry into the previ@GToint

training pathway ceased in 2013, with the curriculum approved by the General Medical Council (GMC) to
continue until all existing joint CCT trainees have completed their training. New trainees who would prefer to
train in two specialties may opt fohé new dual CCT, but the joint CCT route is no longer available (GMC,
2011).

This change in training is likely to drive changes in workforce supply, as junior doctors interested in ICM
consider their career plans and choose a route to CCT accordiriglgottyet clear whether employers will

prefer to employ single or dual CCT holders in the future, so trainees currently have to choose with
considerable uncertainty about their future prospects. Training length is also impacted, as the single ICM CCT
would take seven years to complete, while for example, a dual CCT including anaesthetics and ICM would take
eight and a half years to complete (RCoA, 2012).

There is also a small but notable overlap in training to work in PICM. Trainees in anaestheticg,aswge
paediatrics are eligible to undertake training in this area, although currently only those whose parent specialty
is paediatrics can receive recognition in PICM (RCoA, 2010b).

5.2 Anaesthetics and ICM current workforce supply

It is uncleahow many consultants currently work in anaesthetics and [Cabble 4 shows the variety of data
available from different sources that record doctors trained in anaesthetics alone, ICM alone, anaesthetics and
ICM (AICM), and ICM with anothgregialty (OICM). In addition to this data, there are over 1000 doctors on

the specialty register who are not working in the NHS in England. The final row of Table 4 shows the
headcount (HC) assumptions used in the CfWI workforce model.
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Table 4: Anaesthets and ICM supplg headcount

Count of doctors working in | Anaesthetics | ICM AICM OICM Total

anaesthetics/ICM (according
to the data sources below)

GMC doctors on the specialis 7093 7 499 131 7730
register with a postcode in
England (data request April

2014)

HSCIE HC of occupation 5711 332 - - 6043 (2012)
codes (2012) 6250 (2013)
FICMq HC of service provisiol - 42 723 29 794
(2011/12) (50% response ratt

RCOoA (consultants, 2010 5639 - - - 5639
census)

HC used in CfWI model 5833 6 411 100 6350

SeeAnnexB for the rationale behind the numbers used in our model.

5.3 Workforce trends

It is difficult to provide an accurate current workforce figure for anaesthetics and ICM. ICM has only had a
separate CCT since 2012 and so the ICM service was deliyeaeddsthetists or doctors who had a joint CCT

in ICM and another specialty (usually anaesthetics), or relevant clinical experience. HSCIC records of the ICM
OWAYUSYaArAgdAaluQo 62N] F2NOS 6SNE GKSNBEF2NBsmAISLISYRSY
numbers of intensivists counted by the HSCIC historically (see Figures 5 and 8) indicate it is likely most
intensivists were not coded as ICM.

The FICM has additional information about doctors contributing to ICM service. 1ts120ddnsus of FICM

fellows supports a view that far more ICM service is delivered than HSCIC figures would suggest (FICM, 2013k
The FICM estimates that 794 consultants were working in ICM in2®Ihore than double the HSCIC figure

for the same year. The FICM found thdtile only approximately 5 per cent of the ICM workforce worked

solely in ICM, over 91 per cent delivered both anaesthetics and ICM services ih2011

The figures and graphs that follow in this section must be viewed in the context of the above discuasid
not treated as absoluteThese figures are included to highlight the difficulty in assessing the size and nature of
this workforce when considering the official HSCIC data.

5.3.1 Consultants coded under anaesthetics

Figure 6 suggests there has been ragriowth in the supply of consultants coded under anaesthetics in the
NHS On an FTHasis this workforce increased By per centfrom 3665 in 2002 to 5551 in 201Phis rate of
increase isimilar to the 54er cent growth in the totaF TEOf NHS consultae during the same perio(HSCIC,
2013). The RCoA 2010 census counted a higher headcount than the HSCIC figures for the same year: 5366
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were recorded by the HSCIC versus 5639 counted by the RCoA (RCoA, 2010a). This may indicate that the
historical trendsshown in Figure 6 do not include all anaesthetists.

Figure 6: Historical supply of NHS consultants coded under anaesthetics

The supply of consultants coded under anaesthetics has grown rapidly since 1998.
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Source:HSCIC 20b3data for 2013 not available at date of publication)

5.3.2 Consultants coded under ICM

Figure 7 suggests that there has been significant growth in the supply of consultants coded under ICM in the
NHS. On an FTE basis this workforce increased by 595 perarert# to 325 from 2002 to 2012. However,

the FICM report¢FICM, 2013knore than double the HSCIC figure for 2012 (794 versus 332 HC) so it is likely
that most intensivists are not included in these HSCIC figures. The rapid growth in the HSCICdigwes fr

very small starting point may indicate that there have been changes in the way intensivists are recorded. Again
this makes it difficult tgorovide an accurate current workforce figure for ICM.

Figure 7: Historical supply of NHS consultants coded uri@av

The supply of consultants coded under ICM has grown rapidly since 1998.
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In reality, ICM is mostly delivered by consultants who also work in anaesthetics, with vanatiotes

reflecting the flexible nature of this service as a whole. The FICM 2010 survey reported that approximately 36
per cent of consultants working in ICM cover an ICU for a week at a time, another 36 per cent undertake
blocks of days and the rest df¢ work is delivered as single days spent on ICU (#u6M, 2013b)

5.3.3 Women in the anaesthetics workforce

With the same caveats as for Figure 6, Figure 8 shows that the proportion of women in the workforce has
grown;on a FTE basis the proportion of womaeareased fron26 per cent (956 FTE) of the workforce in 2002

to 31 per cent (1734 FTE) in 2012. The RCoA 2010 census suggested that women make up 30 per cent of the
consultant anaesthetist workforce (RCoA, 2010a), which is similar to the HSCIC progfa3figuer cent for

the same year. The similarity between the two datasets suggests that the gender trends shown in Figure 8 are
probably realistic.

Figure 8: Historical supply of consultants coded under anaesthetics by gender

The supply of consultants ded under anaesthetics has grown rapidly since 1998 for both women and
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With the same caveats as for Figure 6, Figure 9 suggestdthpaiticipation rates for both meandwomen
consultans coded asinaesthetistgi.e. the extent to which consultants work full tim&mained broadly

constant between 1998 and 201Zhe HSCIC figures suggest that women and men have similar participation
rates; that is, the extent to which they work part time is similar, 0.96 for eomnd 0.98 for men in 2010 as it

still was in 2012 (HSCIC, 2aL 3a). However, the RCoA 2010 surfR€oA, 2010a&ppears to contradict

this evidence: the RCoA recorded working patterns rather than FTE and found that 27 per cestinoéfull

(working 10PAs or more) and 62 per cent of pdirhe (working less than 10 PAs) anaesthetics consultants

were women. This suggests a gender difference in working patterns and that the HSCIC figures may not show
the full story for working patterns by gender. The aawictory data makes it difficult to draw robust

conclusions.
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Figure 9: Historical participation rate by gendeMNHS consultants coded under anaesthetics

The participation rates for women and men have remained broadly constant.

1.00 —— ———
e —
» 080
B
S 060 —— Men
®
f=3
'S
E 0.40
e \Nomen
0.20
0.00 T T T T T T T T T T T T T 1
[e0] (o)) o - (o} (a2} < Yo} (o} N~ o (o)) o — N
(@] [} o o o o o o o o o o — — —
[e)} (o)) o o o o o o o o o o o o o
— — N N N N N N N N N N N N N

Source:HSCIC 2013

5.3.4 Women in the ICM workforce

With the same caveats as for Figure 7, Figure 10 shows that whthindrkforce coded a#CM consultargthe
proportion of women has growron anFTEbasis the number of womehad increased to 826 per cent of

the workforce)in 2012, while thenumber of merhad increased to 23974 per cent of the workforceh 2012.

The FICM 20112 survey found only approximately 17 per cent of ICM consultants (headcount) were women,
which is lower than the suey findings for anaesthetics. However, with much of the ICM service not captured
in the workforce data, there could be many women delivering anaesthetics and ICM alongside caring

responsibilitieFICM, 2013hb)
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Figure 10: Historical supply of consulteEncoded under ICM by gender

The supply of ICM consultants has grown rapidly since 1998.
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With the same caveats as for Figure 6, Figure 11 suggests that women and men now have very similar
participation rates according to the HSCIC data. The 2012 participation rates were 0.99 for women and 0.98 fol
men. However, these figures are again likelpe impacted by the coding of staff providing ICM services

under anaesthetics rather than ICM. Therefore they may in reality only reflect working patterns for as little as
the 5 per cent of the intensivist workforce who work solely in ICM.

Figure 11: Himrical participation rate by gender; NHS consultants coded under ICM

The participation rates for men and women coded under ICM have fluctuated but are now very simila
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6. Future workforce supply

6.1 Supply modelling assumptions

Several specialties contribute to the provision of anaesthetics and ICM seaded bn the CfWI's estimates
The proportion of time specialists spend delivering anaesthetics and ICM serviedbried in Table 5. It is
important to highlight thatthe ¢ LISNJ OSy G 27F Iyl SatKSiAadtaQ O02ydNR

u
fA1S8te (2 068 KAIKSNE F2N SEI Y LI Spplyzubjettdns digplayldBange O S y
of flexibility dependent upon the proportion of time doctors spgmaviding service in each specialty.

Table 5: Modelling assumptions for provision of service

Specialty Contribution to anaesthetics servicq{ Contribution to ICM service

Anaesthetist$ 97.4% (maximum) 2.6% (minimum)
Intensivists 0% 100%
Anaesthetistglual with ICM 50% 50%
Intensivists dual with another 0% 50%
specialty

Source:CfWI calculations based on RCoA census (RCoA, 2010a) and FICM survey (FICM, 2013b)

6.2 Baseline supply projections

Figure 12 shows our combined supply projection for specialists involved in the provision of anaesthetics and
ICM servicesThe total supply (headcount) is projected to increase by 36 per cent from 6400 in 2013 to
approximately 8600 in 2033The anaesthetis headcount (for holders of the single CCT) is projected to grow
in the short term, reducing over the 2020s, but increasing overall across the pefibi is due to the
assumption that some ICM posts will be created at the expense of anaesthetics tfaosisg

4 The minimum contribution to ICM service based on RCoA census data
5 Indicative, using average number of planned activities (PAs) from FICM survey (50 per cent response rate)

5 Indicative, using average number of PAs from FICM survey (50 per cent response rate)
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Figure 12: Projected total CCT holder workforce suppgombined anaesthetics and ICM headcount

Overall, the total headcount supply is projected to grow by 36 per cent by 2033.
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Source:CfWI model of the anaesthetics and ICM CCT holdekforce in England

Table 6 shows the change in the supply by type of CCT holder from 2013 to 2033, as represented by Figure 12
The supply for each CCT holder category is projected to grow from 2013 to 2033.

Table 6: Projected supply by CCT/CESR typeadcount

Headcount (2013) Projected headcount] Change in headcoun
(2033) from 2013 to 2033

Anaesthetics 5833 7129 22%

ICM 6 157 2624%

Anaesthetics dual with ICM 411 784 91%

ICM dual with another specialt 100 536 436%

Total 6350 8606 36%
Source CfWI

Figure 13 shows the combined anaesthetics FTE supply with variation in contribution to the ICM service. This
baseline graph is for comparison purposes only. Overall, the total FTE supply potentially available to
anaesthetics is projected toérease. The striped sections of the graph explore variations in the FTE of
FylFrSadkSiAadgaQ GAYS GGKIFIG O2dzZ R 60S aLlsSyd 2y L/a &Ss
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refers to doctors with dual CCTs who may spend all, part or nonewftiime delivering ICM service

depending on local contracts and arrangements. The blue striped areas demonstrate degrees of reduction in
FylFrSadKSGAAdG adzlllX & AF SYLX 28SNAR dzaS GKSY G2 RSt A
time usedto deliver ICM services in England is not known.

Taking all of these factors into accourfijgure 13 shows that the FTE from the anaesthetics single CCT is
projected to grow more in the short term, reducing after 2026, but increasing overall by 2033.

Figure 13: Projected anaesthetics workforce suppliF TE with different contributions to ICM service

¢KS C¢9 adzZllL e F2NJ Iyl SaadgkKSiaAoa Aa LINRP2SOGSR
delivering ICM services.
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Source:CfWIimodel of the anaesthetics and ICM CCT holder workforce in England

Figure 14 shows the combined ICM supply by FTE with variations in contributions of anaesthetists to ICM. This
baseline graph is for comparison purposes only. Overall, the total FTE popgiyially available to ICM is
projected to increase.

¢KS AGNRALISR aS0GAaz2ya 2F (KS 3INFLK SELX 2NB (KS C¢9
rather than anaesthetics servicéhis shows that the majority of ICM service in the futuceuld be provided

by intensivists with a dual CCT. The single CCT intensivist workforce is projected to grow but will remain
relatively small.
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The striped sections on both Figures 13 and 14 represent the same workforce anbtedhe totals from

the two graphsshould notbe added together as this would double count the workforce that is flexible

between the two specialties. This indicates the inherent flexibility in the national workforce available to deliver
these services. W¥recognise that at a local level there may not be the same flexibility.

Figure 14: Projected ICM suppyFTE with different contributions of anaesthetists to ICM service

Overall, the total supply of CCT holders available for ICM service is projegsemitoThe majority of the
workforce available will possess joint CCTs, mostly ICM and anaesthetics.
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/. Demand and supply projections

7.1 Baseline demand and supply

Our modelling produced a range of projections for patient demand and workforce supply. The range includes
Paselin® = W LJAKN stéhariespetifid projectionsThe top and bottom of the range d®nstrate the

upper and lower limitsComparing these ranges helps us to understand patient demand and worlsiappdy

for the anaesthetics and ICMorkforces over the next 20 years to 283Full definitions of terms used can be
found in section 1.2.5.

Fgure 15 shows the combined baseline supply of all specialties involved in the provision of A&ICM services
compared with the baseline demand projection, which is based solely on the growing, ageing population. Note
that in the baseline projection, theaderd S LISNAR 2y Qad AYRAGARdz:rf ySSR F2NJ
change, as are workforce efficiency/productivity.

Figure 15: Projected anaesthetics and ICM total service baseline supply and baseline derraid

Total baseline supply is projected to erd baseline demand.
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Source:CfWI model of the anaesthetist and ICM workforce for England

CfWI modelling found that bseline total demand for CCT holders is projected to increase by 25 per cent
from approximately 6100 to approximately 7600 FTE fr@®13 to 2033.
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Meanwhile, baseline total supply is projected to increase by 31 per cent from approximately 6100 to
approximately 8000 FTE from 2013 to 2033.

Therefore, baseline combined anaesthetist and intensivist workforce siigplpjected tooutstrip baseline
demand by 2033. However, our baseline projections assume that with the exception of demographic factors,
nothing else changes, so in the next section we consider demand and supply in each of our four challenging
but plausible futures.

Table 7 shows the change in the total service supply by type of CCT holder from 2013 to 2033, as represented
by Figure 15. The supply for each CCT holder category is projected to grow from 2013 to 2033.

Table 7: Projected total anaesthetics and ICM supply®CT/CESR tygd-TE

CCT FTE (2013) Projected FTE (2033 Change in FTE fro
2013 to 2033

Anaesthetics 5665 6844 21%
ICM 5 152 2675%
Anaesthetics dual with ICM 404 758 88%
ICM dual with another specialt 47 257 442%
Total 6122 8011 31%

Source:CfWlanaesthetics and ICM demand and supply model

7.2 Challenging but plausible futures

TheCfWI conducted a scenario generation workshop with 21 participants. Four scenarios were debgloped
stakeholders to represent a range of challenging but plausible futures for anaesthetics and ICM. The different
scenarioshelp tobound the key future uncertainties (such as average individual need and workforce
behaviours). Table 8 outlines these scensirio

The stories that detail each scenario can be viewed in AnnEgr@nore detailed reports on thecenario
generationmethodology used by the CfWefer to the technical papers series found available at:
www.cfwi.org.uk/ourwork/researchdevelopment/cfwitechnicatpaperseries

CENTREORWORKFORCE INTELLIGENCEfWI2015 Page35


http://www.cfwi.org.uk/our-work/research-development/cfwi-technical-paper-series

IN-DEPTH REVIEW OF THE ANAESTHETICS AND INTENSIVE CARE MEDICINE WORKFORCE

FINAL REPORT

Table 8: Four scenarios representing a range of challenging but plausible futaremaesthetics and ICM

Cluster A
Cluster D _ Scenario 1 Scenario 2

Source:CfWI scenario generation workshop

The resulting scenarios and their corresponding story titles are:

A &OSYy | NX 2faine YashWA DK B & ST

AaOSyl NARROK OOYVANKI fAal GA2YQ
AaOSyl NARRaN) PRI aKSyidl A2y Q

A scenarion Y WY®I2:NE OSYidNI t Aal A2y Qo

7.2.1 Demand for anaesthetics service

Figure 16 shows the projected patient demand for anaesthetics for each of the four scenarios compared to the
baseline and principal projections. Of the four scenarios for anaesthetics, demamgeisted to increase the

most in scenario 1 and the leastsnenario 3. The principal projection is in line with scenario 1, indicating that
the Delphi panel expest high level of demand in the future
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Figure 16: Change in patient demand for anaesthetics service from 2013

Demand is projected tmcrease in all scenarios, the most in scenario 1 and the least in scenario 3.
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The Delphi panel members for this CfWHepth review gave rationales for their answers. Scenafilaidsez
faire, caskrich) is projected to increase demand the most because a-keklscenario would allow more
demand for anaesthetics to be funded than a caslor scenario, while a laisséaire political scenario would
lose the economy of scale ofrealised control. The Delphi panel believed that duplicated decisiaking
and the loss of economies of scale would outweigh the disadvantages of centralised control such as

bureaucracy.

Scenario 3 (caspoor, fragmentation) is projected to increase demdcthe least out of the four scenarios for
anaesthetics. The Delphi panel believed that a loss of funding would outweigh increased costs due to a loss of
economies of scale in a fragmentation scenario. The service would have greater patient need enti® sc

but the money would not be available to pay for it, therefore employer demand would be low and the service

delivered would be relatively poor compared with other scenarios.
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7.2.2 Demand for ICM service

Figure 17 shows the projected demand for ICM forheaicthe four scenarios compared to the baseline. Of the
four scenarios for ICM, demand is projected to increthgemost in scenario 1 and the least in scenario 2. The
principal projection is for greater demand than scenario 1, indicating that the Dedyleil believe a high
demand level is likely in the future.

Figure 17: Change in demand for ICM service from 2013

Demand is projected to increase in all scenarios, the most in scenario 1 and the least in scenario 2.
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Source:CfWI model of thenaesthetist and ICM workforce for England

Again, Delphi panel members gave rationales for their answers. Scenario 1 {laissezaskrich) is projected

to increase demand the most becausaccording to our Delphi panela cashrich scenario woul@llow more
demand for ICM to be funded than a cashor scenario, while a laisséaire political scenario would lose the
economy of scale of centralised control. The Delphi panel believes that repetition of deuiskimg and the

loss of economy of scaleould outweigh the disadvantages of centralised control such as bureaucracy, as with
anaesthetics.

Scenario 2 (caspoor, centralisation) is projected to increase demand the least out of the four scenarios for
ICM. The Delphi panel believes that the loss of funding combined with the economy of scale of a centralised
system would create the least emplaygemand for ICM.
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The stories that detail each scenario can be viewed in Annegr@nore detailed reports on th&cenario
generationmethodology used by the CfWegfer to the technical papers series found atvw.cfwi.org.uk/our
work/researchdevelopment/cfwitechnicatpaperseries

7.3 Demand and supply scenarios for anaesthetics and ICM

Figure 18 shows demand and supply projections for the four scenaricdjr®aand principal projections for
anaesthetics and ICM in total.

The projection for baseline demand is outstripped by the baseline supply, principal supply and all four
scenarios for supply.

This would suggest that there is enough workforce suppipeéet demand if demand increases only in line
with the ageing and growing population. OtHfactorsg such as risingveragendividual patient need; have
beenconsidered in the remaining demand projections, where demand is seen outstripping all supply
scenarios.

It is therefore not inconceivable that this could have an impact on critically ill patients in ICUs, or there could
be knockon effects on other specialties that need to provide support and cover to ICUs, and surgical
procedures could be delayed.
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Figure 18: Demand vs. supply projections for CCT holders for the anaesthetics and ICM service

Demand scenarios outstrip most supply scenarios for the total workforce.

Source:CfWI model of the anaesthetist and ICM workfofoeEngland
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