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Information submitted to Health Education England workforce planning 
and education commissioning round – 2015/16 
 

Current and future workforce demand and supply  
 
1.1 Summary forecasts 
 

1. Consultant workforce increased in 2014 
 

 2013 2014 Increase 

Headcount 619 639 20 

WTE 569 586 17 

 
Number of CCTs awarded between 1 April 2014 and 31 March 2015 in England – 32. 
Approximately three-quarters of the CCT holders will be undertaking a clinical/research 
fellowship. The rest will be working as locums to cover maternity and/or sick leave of established 
consultants. 
 

2. Currently 54% of the consultant workforce is male as compared to 35% of the trainee workforce. 
Women at consultant level are more than three times as likely to work less than full time (LTFT) 
than men (40% versus 12%). 
 

3. English participation rate at consultant level is consistently less than 0.95 (0.92 in 2013 and 
2014). 
 

4. Attrition rate later in the career – RCR census data show that six consultants in England retired in 
2014. The median age of retirees was 63 years (mean 61 years). Between 2010 and 2013 the 
median age of retirees had been stable at 60 years. Using a median age at retirement of 60 the 
headcount expected to retire in 2015 is 19. Over the next five years 113 headcount (31% of 
consultant workforce) are projected to retire. If a median age at retirement of 63 is used the 
headcount expected to retire in 2015 is 12. Over the next five years 77 headcount (12% of the 
current workforce) would be expected to retire. 
 

5. Whilst a number of consultants do ‘retire and resume’ in clinical oncology, tracking of RCR 
workforce census data indicate consultants do not reduce their clinical commitments in the three 
years immediately prior to finally stopping work, implying this either is not happening or happens 
much earlier in their career. 
 

6. As of 1 October 2014 there were 42 unfilled substantive consultant posts (19 were filled by 
locums) in England. One-quarter of those had failed to appoint following one recruitment round. 
Failure to appoint in a particular region in one year predicted failure to appoint in subsequent 
years – i.e. for most areas with difficulty recruiting this is a recurring issue. The vacant posts do 
not include those on long term sickness absence or maternity leave. 
 

7. In the twelve months to March 2015, the RCR was informed of 32 consultant appointments of 
which 25 were first time appointments. During this same time-period 93 posts (60 new/33 
replacement) were advertised. Some posts were advertised on more than one occasion. This 
implies that many posts are vacant for prolonged periods of time, increasing the burden on 
substantive staff in those departments.  
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8. There is evidence that the workload from unfilled posts is being redistributed amongst established 
consultants. The number of consultants working in excess of 10PAs has increased in the past 
year. Were all full time consultants limited to a contractual maximum of 10PAs then an immediate 
further 61 WTE clinical oncologists would be required to deliver current service. There has been 
an increase in the number of consultants treating more than two tumour sites (recommended as 
best practice for oncologists given the rapidly expanding evidence base in most tumours), 
working across more than one hospital site and routinely travelling between two sites during the 
working day. This indicates an underlying undersupply of CCT holders for substantive posts. 
 

9. Senior colleagues often have job plans which have “evolved” rather than been planned. The job 
plans often incorporate more travelling time and tumour site specialities that would now be 
considered ideal. Other, now routine DCC activities, such as MDT attendance have been carved 
out rather than being an integral part of the job plan. When these colleagues come to retire their 
job plans often need significant change and cannot be replaced on a ‘like for like’ basis. This 
means the workload to be covered is often in excess of the resource available to replace it, 
leaving a service gap which is usually not fully funded. 
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1.2 Detailed / component forecasts 
 
Service demand drivers  
Innovation: Clinical oncologists are the only specialists who can prescribe radiotherapy. Treatment 
with radiotherapy contributes to cure in 40% of all patients cured of their malignancy (16% of 
malignancies are cured with radiotherapy as the sole therapeutic modality). It is also a very useful 
tool in palliating patients’ symptoms, with more than 66% of cancer patients receiving radiotherapy 
at some point in their cancer treatment journey. Radiotherapy technology has advanced significantly 
over the past decade with the introduction of advanced radiotherapy techniques, e.g. intensity 
modulated radiotherapy (IMRT); stereotactic ablative radiotherapy (SABR). New technologies 
continue to emerge, e.g. image guided radiotherapy (IGBT), or are being provisioned in the UK for 
the first time, e.g. proton beam therapy (PBT). These techniques facilitate safer delivery of 
radiotherapy with lower morbidity and increased cure rates. Advanced radiotherapy takes more 
clinician time in planning and supervising (between two and three times as much), even fully utilising 
skill mix. Currently approximately 150 patients travel abroad each year to receive proton therapy for 
a small number of indications. Two high energy proton centres are due to open in the UK in 2018 to 
deliver these treatments nationally. However, this radiotherapy treatment is very complex to deliver 
and the service will require the additional appointment of approximately 30 WTE across both centres 
over the next five years. Expanded implementation of advanced radiotherapy techniques for all 
tumour types will require increased radiotherapy planning time. There is a legacy of historical under 
provision of planning time, related partly to previous time consuming improvements in radiotherapy 
planning being adopted with no increased resource but also increased service demands, e.g. peer 
review MDT working being taken on by erosion of DCC related to radiotherapy planning. 
Increasingly it is recognised that DCC time needs to be allocated for all consultants to engage in 
Trust based peer review of radiotherapy target localisation on a weekly basis to reduce inter-
consultant variability, leading to improved patient outcomes. All of the above pressures mean an 
additional 1.25PA per consultant are required now in order to deliver a clinical oncology service 
equal to that of other western European nations.  
 
Service delivery: The national radiotherapy dataset (RTDS) shows radiotherapy courses are 
increasing by 1% per annum but this a volume measurement with no complexity component. All 
advanced radiotherapy techniques require more clinician input in planning and treatment delivery. 
European benchmarking estimates that only 66% of those who could benefit from radiotherapy in 
the UK access the treatment, so there is a significant unmet need nationally.  
 
In addition UK clinical oncologists currently deliver 50% of systemic anticancer therapy (SACT). The 
national SACT dataset records an 8% per annum increase in chemotherapy courses being 
delivered. The increasing age of the population and number of comorbidities require greater clinician 
support in terms of time spent identifying and managing chemotherapy associated toxicities, e.g. a 
young fit patient will more often be managed by an AHP led service, meeting the consultant only at 
decision points in their treatment. Elderly comorbid patients may have to be managed by the 
consultant directly throughout their therapy or require consultant input two or three times as much as 
younger patients. Elderly comorbid patients will have more toxicities that require an inpatient stay to 
manage increasing the time the consultant spends on ward based activities.  
 
Molecular radiotherapy options have increased and are likely to continue to do so for many tumours 
types. Last year Radium 223 was licenced for use in advanced prostate cancer. New MIBG 
molecules have been introduced for neuroendocrine malignancies. There has been a huge increase 
in the understanding of molecular targets exhibited by cancer cells in the past 10 years and the drug 
research and development pipeline has expanded resource allocated to targeted radionuclides as a 
result. A number of new radionuclides are being developed and some will become standard of care 
over the next five years.  
 
Better understanding of cancer genetics is contributing the personalisation of cancer therapy. This 
should improve patient selection for appropriate therapies. 
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Currently there are more than 2 million cancer survivors in the UK. As therapeutic options increase 
more of these patients will be offered therapies at the time of disease relapse. Improved survivorship 
in the context of novel therapies leads to increased incidence of late toxicities arising as a result of 
therapy. These are often mistaken for disease relapse and the patient is initially investigated by the 
clinical oncologist, before being triaged to the appropriate medical specialty.  
 
Research: Research is an integral part of clinical oncology practice in the NHS, with 12% of patients 
currently being entered into clinical trials. National trial recruitment continues to increase year on 
year. Entering patients into trials, monitoring their treatment and the mandated follow-up required by 
trial protocols increases the time taken in delivering care in clinical oncology. During the active 
treatment phase, patients enrolled in clinical trial will require between an extra fifth and half of time 
allocated to a patient on standard treatment. During follow-up, the number of visits and data 
collection required may lead to a doubling of time over standard of care.  
 
Demographics: Cancer currently affects more than one in three of the population, with one third of 
those diagnosed with cancer being over the age of 751. In 2009 one in thirteen of the population 
were over 75, this is projected to increase to one in nine by 20312. As the population ages, the 
number of cancers diagnosed will increase (at a projected rate of 2% per annum for the next ten 
years), as will the number of cancer survivors. The elderly often suffer significant comorbidities 
requiring increased support and medical interventions during therapy. Radiotherapy, which is only 
delivered by clinical oncologists, is often the treatment of choice in elderly comorbid patients.  
 
Change in use of temporary staff  
There is very little temporary staff availability. Most of the locums are either retired doctors working 
in a new centre or trainees gaining post CCT experience whilst waiting for the job they wish, in the 
area they wish to work. There is no evidence to suggest a population of suitably qualified CCT 
holders spending a career in locum posts. 
 
Addressing historic vacancies 
Historically vacancies have been filled by converting the clinical oncology post to a medical oncology 
post and redistributing the radiotherapy workload to other colleagues in the department or increasing 
the PAs paid above 10 to the existing consultant workforce. This has resulted in a deficit in ring 
fenced radiotherapy planning time of approximately 1PA per consultant. The current increase in the 
consultant workforce required to reduce all consultants to a maximum of 10 PAs is 61 WTE.  
 
Skill mix/new roles 
Skill mix is widely developed in clinical oncology with nurses, radiographers and pharmacists taking 
responsibility for the delivery of some SACT supervision and management of radiotherapy induced 
complications. In the delivery of radiotherapy skill mix has been advanced by the expanding the role 
of radiographers, dosimetrists and physicists. However, all of the above groups of AHPs have 
shortages in their workforce, especially amongst experienced staff. All AHP workforces are heavily 
feminised. Consultant roles have been introduced in all AHP groups with whom clinical oncologists 
work. The development of these roles is locally driven due to identified service needs. In many 
centres this has reduced the consultant input to routine tasks, especially where patients have few, 
manageable toxicities. The consultant has more time to spend on complex demanding tasks and 
patients with multiple problems. However in many instances the increasing age and frailty of the 
population mean many patients now reside in the complex category, so often the time gained has 
been less than anticipated. Although these new roles are well established in many centres there is 
not a large pool of trained people to fill them rapidly following resignation or during sickness absence 
and the work often reverts back to the consultant at short notice.  
 
Productivity increases  
Productivity increases are being driven through the job planning process in some centres. These 
mainly centre on altering the balance of new to follow up patient ratios. 
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1.3 Forecast supply from HEE commissioned education 
 
1. Clinical oncology is a nationally recruited specialty which encompasses all four nations. In both 

2013 and 2014 fill rates were 100%. In 2015 English fill rates were 93%. In 2015 the highest 
number of appointable candidates were interviewed (93), with a competition rate in excess of 1.2. 
Fifty-eight of these accepted NTNs or LATs. Of the remaining appointable candidates twelve 
accepted an NTN in a related medical specialty. Of the remaining candidates, none entered 
specialty training, a significant number having preferenced only regions where the fill rate was 
100%. This implies geography is a significant and growing determinant for trainees, rather than 
specialty alone. This is probably related to the feminisation of the workforce. 
 

2. Clinical oncology is a specialty with entry at ST3 after completion of CMT. Training duration is a 
minimum of 5 years but RCR records show men take 6.0 years and women 6.5 years on average 
to reach CCT in England. This is partly due to a high percentage of trainees taking OOP but also 
reflects maternity leave and LTFT working. There is anecdotal evidence that time between CCT 
and taking up a substantive consultant post varies considerably and in many cases is significantly 
more than one year.  
 

3. Attrition rate out of England during training – 7% of English trainees leave the training scheme 
without gaining a CCT. This has been stable over the past four years. 
 

4. Attrition rate out of England at the end of training - 14% of trainees gaining a CCT in England 
take up a consultant post outside of England (the vast majority outside the UK). This has been 
stable over the past 4 years.  
 

5. RCR records show that on average over the past 5 years one trainee per annum who has gained 
a CCT in a devolved nation is appointed to a consultant post in England.  
 

6. Number of CCTs awarded between 1/4/14 – 31/3/15 in England – 32 (average over past 5 years 
is 36 per annum). This reduction is likely to be due to trainees taking OOP as well as returning to 
work LTFT following maternity leave. Clinical oncology is a very technology and research 
focussed specialty with 30% of trainees going OOP for research / training /experience reasons.  
 

7. Following CCT there are enough funded substantive consultant vacancies in England to allow full 
employment. 
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1.4 Forecast supply – other supply and turnover 
 
1. No qualified workforce expected from any other educational supply – CESR applications are rare 

with the last successful one being granted in 2013. 
 
2. Over the past five years on average one CCT holder from the devolved nations is appointed to a 

consultant post in England. 14% of those gaining a CCT in England are not appointed to 
consultant posts in England (the vast majority to non-UK posts). 

 
3. No supply possible from or to LA / social care employers. The vast majority of qualified 

individuals working in the private sector also work in the NHS (often full time). Any individuals 
working solely in the private sector are towards the end of their career and have relinquished 
NHS practice. No qualified individuals have returned to NHS practice having left in the past five 
years. The increased financial support to cancer services over the past 15 years has resulted in a 
significant drop in available private sector remuneration. The nature of referral patterns in clinical 
oncology make a career in the private sector very difficult to establish and sustain without a 
corresponding NHS practice, especially at the start of a consultant career. Private sector working 
for many consultants is minimal or absent.  

 
4. In the UK the vast majority (86%) of Clinical oncologists prescribe both chemotherapy and 

radiotherapy. This is not a common international model. Therefore most of the international 
workforce does not have the complete skill set required in the English labour market. Anecdotally 
a few (<10) consultants have been appointed from the international labour market but they have 
either had an alteration to the job description or have undergone an intensive period of bespoke 
extra training following appointment. 14% of English CCT holders are not appointed to English 
consultant posts (exact proportion entering the international labour market >95% as no 
expectation of English CCT holders being appointed to the devolved nations). 

 
5. There is no expectation of gain or loss of clinical oncologists from other sectors. Less than full 

time (LTFT) working is well established at both trainee and consultant level, so there is virtually 
none of the current qualified workforce on a career break. For the same reason there is no “return 
to practice” extra workforce seen in clinical oncology.  

 
6. No anticipated return of workforce from or of migration of workforce into other roles e.g. 

management other than clinical management which would be expected to remain at current static 
levels. 

 
7. In 2014 25% of the consultant workforce was working LTFT (a 5% increase over the previous 

year). 40% of female and 12% of male consultants currently work LTFT. The current consultant 
workforce is 54% male, but amongst trainees this figure drops to only 35%. The current 
participation rate in England is less than 0.95 and is forecast to decrease further in the future.  

 
8. In 2014, 1% of the consultant workforce retired. The median age of retirement in 2014 was 63 

(stable at 60 years from 2010–2013). There are 113 projected retirements over the next five 
years using a median age of retirement of 60. If a median age of retirement of 63 is used, the 
projected retirements in the next five years are 77. 

 
  



Page 7 of 20 

  

 

 
References  
1. Cancer Research UK. Cancer incidence by age [website] 
http://www.cancerresearchuk.org/health-professional/cancer-statistics/incidence/age [accessed 30 
June 2015] 
 
2. Office for National Statistics. National population projections, 2012-based statistical bulletin. 
London: ONS, 2013 
http://www.ons.gov.uk/ons/dcp171778_334975.pdf 
 
The Royal College of Radiologists. Clinical oncology UK workforce census report 2013. London: 
RCR, 2014. 
https://www.rcr.ac.uk/clinical-oncology/being-consultant/rcr-workforce-census 
 
The Royal College of Radiologists. Clinical oncology UK workforce census 2014 report. London: 
RCR, 2015. 
https://www.rcr.ac.uk/clinical-oncology/being-consultant/rcr-workforce-census 
 
Documents submitted with 2015/16 call for evidence  
The Royal College of Radiologists. Clinical oncology UK workforce census 2014 report. London: 
RCR, 2015. 
 

http://www.cancerresearchuk.org/health-professional/cancer-statistics/incidence/age
http://www.ons.gov.uk/ons/dcp171778_334975.pdf
https://www.rcr.ac.uk/clinical-oncology/being-consultant/rcr-workforce-census
https://www.rcr.ac.uk/clinical-oncology/being-consultant/rcr-workforce-census


        

Page 8 of 20 

 

 
Section 2 - Drivers of service demand change 

Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

We believe that our population is 
getting older, and that for our 
workforce, preferences for a change 
in patterns in working is increasing. 

1. Agree with message in framework 15 for ageing 
population (CRUK data) 
2. Changes in working patterns over time – significantly 
increased female consultant workforce with increased 
LTFT working (see: Clinical oncology UK workforce 
census reports). 

How do you think this will have an impact as a driver of 
service demand?  
1. Increased cancer incidence in ageing population means 
increased service demand (CRUK figures) 
2. Elderly population more comorbidities less surgery more 
radiotherapy (Lung SABR data)   
 

The influence of technology is 
growing in healthcare and beyond, 
with staff and patients using it to 
increase personalisation and 
control in their life. What will be its 
possible impact in healthcare in the 
years ahead? The influence of 
genomics and research will also 
play a vital part. 

1. Technological advances mean same numerical 
treatments require more clinician input (IMRT versus 
3DCRT times).   
2. There will be technological assists (auto-
segmentation software) and skill mix but will still need 
clinician oversight. 3. Genomics means personalised 
therapy for ostensibly similar diseases which will 
require greater explanation to patients. 
4. Increased clinical research increases time spent with 
each patient to obtain informed consent and increased 
visits mandated by FU protocols 
 

How will technology and innovation impact on service 
demand in the near future, and what education/training will 
the current workforce need to meet that demand? 
1. Increased clinician time for complex radiotherapy planning  
2. Increased clinician time implementing new techniques 
3. Training on the implementation of advanced radiotherapy 
techniques e.g. IGRT and adaptive radiotherapy.  
4. Education in the new molecular tests available. 
5. Increased time spent with patients as a result of media 
information about new therapy 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

Wider factors are creating global 
pressures to constrain the cost of 
publicly funded healthcare, with the 
wider concept of wellness 
increasingly taking root which 
people will expect health service to 
respond to. 

1. Greater wellness unlikely to significantly reduce 
demand in the 15 year time frame given the significant 
lag time in the development of some malignancies.  
2. Wellness will not impact on genetic factors which are 
responsible for much of cancer incidence.  
3. Cancer is predominantly a disease of the elderly so 
greater wellness will translate to greater healthy 
longevity which results in increased cancer incidence.  

Economics will play a part in influencing service demand 
and NHS funding will shape service demand in the near 
future (QIPP, funding, economics). 
1. Radiotherapy is more effective than chemotherapy in terms 
of delivering improved survival outcomes. 
2. Early diagnosis especially in the elderly means increased 
use of radiotherapy techniques increasing service demand.  
3. A regular ongoing machine upgrade programme is required 
nationally to ensure ongoing equitable access to advanced 
radiotherapy techniques.  
4. QIPP programmes can deliver some cost savings but most 
radiotherapy fractionation is evidence based so limited scope 
for these measures to reduce demand.  
5. Regular marketing of new drugs with minimal benefit in 
palliative patients increases cost and demand 
6. QIPP programmes to rationalise SACT administration 
would bring savings and reduce demand but only way to 
significantly reduce demand is to limit amount of palliative 
treatments offered. 
 

Patients are going to want high 
quality services anytime, any 
place, anywhere, with a more 
equal (and challenging ) 
relationship with staff, but one still 
based on care and a better work life 
balance. 

1. Radiotherapy machine equipment infrastructure 
investment is required to deliver radiotherapy closer to 
home 
2. Local delivery of chemotherapy requires less 
infrastructure investment but needs suitably qualified 
staff to deliver which requires a larger workforce.  
3. Remote working reduces time lost travelling as 
would telemedicine consultations.  
4. Patients will require longer consultations to discuss 
personalised therapy options and late side effects  

What is the shorter term impact of changing patterns of 
expectations on service demand? 
1. Cancer patients already demand and receive a high quality 
service – internet findings, biologically tailored therapies, risk 
/ benefit of toxic therapy in final months of life, increasing 
trials recruitment  
2. New legislation surrounding consent may increase 
documentation of discussions around therapy alternatives 
including no treatment 
3. Patients currently encouraged to take part in their 
healthcare decision making  
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Section 3 – Patients and population  

Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

With people living longer with more 
people living with multiple and complex 
conditions (and with our workforce 
being currently predominantly trained to 
treat distinct and different disease in 
isolation after a health crisis has 
occurred). How can we educate/train the 
workforce to support the prevention of ill 
health and, where ill health occurs, 
support staff to work across 
organisational boundaries to support high 
quality care for people with a range of 
health needs (across physical, mental 
health and social care)?  

1.Agree with framework 15 What are the possible/likely impacts on service demand – 
activity and epidemiology? 
1. The majority of cancer occurs in the elderly. Increasing 
comorbidity is a current real problem which significantly 
impacts on service delivery and will continue to do in short 
and long time 
2.Training in assessment of elderly comorbidities  
3.Rapid access to chronic disease management services 
from tertiary care e.g. community diabetic team, COPD 
nurses 
 

Our patients and population are likely to 
be at different stages of being informed, 
active and engaged in their own 
healthcare (including using for example, 
data and online records), with our 
challenge being to support the 
development of a workforce which can 
support high quality care for all patients.  

1. Agree with framework 15 in general 
2. Cancer patients currently ahead of the curve using 
internet searches to back up treatment options 
3. Media interest in cancer encourages patients to 
be active seeking therapy and managing their illness 
4. Most staff trained to support patient decision 
making but will remain an integral part of training and 
CPD 
 

How will needs identified by patients and the public 
affect service demand in the shorter term? 
1.Media interest will increase service demand 
2.Personalised medicine will increase service demand 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

Patients will increasingly be members of 
a community of health, with the number 
of carers projected to rise significantly in 
the years ahead. Five Year Forward 
View  highlights four ways in which we 
can engage with communities and 
citizens in new ways, to build on the 
energy and compassion that exists in 
communities across England, namely:  

 better support for carers 

 creating new options for health-
related volunteering 

 designing easier ways for voluntary 
organisations to work alongside the 
NHS 

 using the role of the NHS as an 
employer to achieve wider health 
goals 
 

1. Agree with framework 15 
 
 
 
 

How will these trends affect service demand in the short 
term and how can we support patients and communities of 
health through our lever of workforce planning? 
1.Many carers will be elderly as need significant support 
with better crisis intervention when one frail patient 
deteriorates, especially when physical caring is done by 
those with mental health issues 
2.Tailored carer information / education packages can be 
developed by experienced teams 
3.Volunteers are a significant part of many cancer services 
but need support themselves often due to emotional 
nature of caring roles 

Developing substantial community 
provision to bring about a substantial 
reduction in the numbers of people with 
learning disabilities placed 
inappropriately in institutional care is a 
central part of Sir Stephen Bubb’s report 
in 2014 (‘Winterbourne View – time for 
change ).  

1. No further evidence available What will be the service demand impact of the changes 
to transform care for people with Learning Disabilities 
(such as those outlined in Transforming Care for people 
with Learning Disabilities)? 
1. Increased access to cancer care for those with learning 
disabilities will require increased community and carer 
support to deliver therapy to this group 
2. Due to issues around capacity and DOLs if side effects 
requiring admission are required service demand from this 
group will increase disproportionately with respect to 
overall numbers 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

Parity of esteem for Mental Health will 
be supported through delivering 
improvements in areas such as 
integration, waiting and access targets 
and in the area of psychiatry liaison 

1. Increased parity of esteem for mental health will 
increase numbers accessing therapies increasing 
demand 
2. Complexity of communication / capacity in those 
with mental health issues will increase demand 

What education/training does the current workforce require 
to be able to make parity of esteem a reality?  
1. Training around capacity 
2. Training in communication / assisting patient choice in 
this with mental health issues 
 

Five year forward view draws attention to 
the NHS being committed to making 
substantial progress in ensuring that 
the boards and leadership of NHS 
organisations 
better reflect the diversity of the local 
communities they serve, and that the 
NHS provides supportive and non-
discriminatory ladders of opportunity for 
all its staff, including those from black 
and minority ethnic backgrounds. 
 

1. No further comments / evidence How can we use our levers in the short term to support 
this commitment? 
1. By utilising the stories of staff from diverse 
backgrounds, positive messages about those from diverse 
backgrounds can be publicised improving representation 
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Section 4 – Models of care 

Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

Five Year forward View outlines a 
number of possible future service models 
including  
• multispecialty community providers 
(MCPs), which may include a number of 
variants 
• integrated primary and acute care 
systems (PACS) 
• additional approaches to creating viable 
smaller hospitals 
• models of enhanced health in care 
homes 
 
The expertise to support the piloting 
and introduction of these models need to 
be considered. Existing NHS services 
and areas of the healthcare workforce 
may work with others in new and 
different ways (e.g. community 
pharmacy). 
 

1. Care of patients at diagnosis and post therapy can 
be moved into the community or into a different 
pattern of care with relative ease 
2. Radiotherapy treatments are always going to 
require expensive buildings to house complex 
machinery  
3. Newer technologies will facilitate remote planning 
but some onsite technical support will be required – 
the balance of travelling will change for the different 
professional groups 
4. Change management skills will need to be a key 
component of the workforce at all levels 

How could future service models develop in the short term 
in line with these developments and the learning from the 
Vanguard sites, and what education/training will the current 
workforce need to make these models work? 
1. Given the increasing demands from patients and 
technological advances there will need to be different 
models of care.  
2. Current workforce will need training in managing chronic 
medical  conditions and elderly comorbidities  
3. Other staff groups need to be educated about common 
radiotherapy and chemotherapy acute and late side effects 
4. For new models of care to be safely implemented those 
with leadership positions will need support in terms of 
education and time 
5.Leadership skills and change management skills will need 
to be emphasised in the training of all staff groups 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new evidence which impacts in 
the light of this - do you think there is the need for a 
different message for Framework 15? 
Please detail your evidence about the longer term 

Please detail your evidence about the shorter term, 
specifically:  

Services are likely to become 
increasingly integrated in the future, 
enhanced through policies such as the 
Devolution of Local health and social 
care budgets, the integrated care pilots 
and integrated personal commissioning. 
Partnerships will become increasingly 
important, including with partners beyond 
NHS and social care.  

1. No new evidence How could future service models develop in the short term 
in line with these drivers, and what education/training will 
the current workforce need to make these models work? 
1. Training in managing complexity across care boundaries 
is essential as well as the facilities available in each of the 
different sectors 
2. Change management skills are required as are 
leadership skill to ensure the new innovations are efficiently 
rolled out nationwide 
 

We may increasingly see centres of  
specialisation in some specialties in 
some areas.  

1. No evidence – agree with message How could future service models develop in the short term 
in line with these drivers? 
1. This situation has been partly implemented under the 
previous cancer network structure with some success for 
rare tumours / treatments.  
2. Many new technologies should be rolled out rapidly to all 
centres via a recognised framework support by appropriate 
funding streams 
 

We will see the ongoing development of 
services in the area of urgent and 
emergency care  

1. Agree with framework – no new evidence How could future service models develop in the short term 
in line with these drivers? 
1. Not likely to impact on oncology services 
 

Five Year Forward View highlights new 
developments  such as the evidence 
based diabetes prevention service and 
encouraging new capacity in under 
doctored areas.  
 

1. No new evidence 
 
 
 
 

How could such approaches affect service models in the 
near future?  
1. It is unlikely that service models could be affected in the 
short term 
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Section 5 – Future workforce characteristics 

Timescale/time horizon 

Framework 15 message:        Longer term – to 15 years Shorter term to 5 years 

Below are the 5 future workforce 
characteristics set out in Framework 
15 

In your evidence please highlight any or all of the 
following: 

- Are these workforce characteristics still valid? 
- Any evidence you are aware of work which is 

underway and which contributes to the 
achievement of the workforce characteristics 

- Any gaps you are aware of 
 Please detail your evidence about the longer term 

Please detail your evidence about the shorter term 
education and training needs required for the current 
workforce to meet these characteristics: 

The workforce will include the informal 
support that helps people prevent ill 
health and manage their own care as 
appropriate. 
 

1. Characteristic still valid 1. This is an aspect of many oncology services but will 
require more widespread education in communication skills 
including coaching and CBT skills 

Have the skills, values and behaviours 
required to provide co-productive and 
traditional models of care as appropriate. 
 

1. Characteristics still valid 1. This will need a greater level of leadership and change 
management skills 

Have adaptable skills responsive to 
evidence and innovation to enable ‘whole 
person’ care, with specialisation driven 
by patient rather than professional 
needs. 
 

1. Characteristics stilt valid 1. Advanced communication skills will need to be improved 

Have the skills, values, behaviours and 
support to provide safe, high quality care 
wherever and whenever the patient is, at 
all times and in all settings. 
 

1. Characteristics still valid 1. Change management skills required 

Deliver the NHS Constitution: be able to 
bring the highest levels of knowledge and 
skill at times of basic human need when 
care and compassion are what matters 
most. 
 

1. Characteristics still valid 1. Communication skills training needed 
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Section 6 – Any other evidence not included elsewhere 

Insert evidence here…. 
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Clinical Oncology Workforce Projections 2015 to 2022 
 

Briefing Paper for HEE Meeting – 21 September 2015 
 
Summary  

 It is estimated that a headcount of 111 new trainees in clinical oncology will be required per 
year for the next seven years (2015 to 2022). This is to address an expected shortfall of 494 
whole-time equivalent (WTE) consultant clinical oncologists in England by the late 2020s.  

 

 In 2015, the number of new trainees (i.e. those accepting NTNs or LATs) was 58.  
 
  
1. Forecast workforce supply and turnover – headcount of clinical oncologists 
Table 1 projects the headcount of consultant oncologists in England for the years 2015 to 2022.  
 

 The base headcount of 639 for 2015 is derived from the RCR 2014 census (census date: 31 
October 2014).  

 

 Entrants during the year – are those trainees completing or expected to complete CO 
training (based on dates detailed in RCR training department records) minus 12% (based on 
past data of trainees who reach CCT in the UK but subsequently take up a post overseas). 
On average, the number of entrants is 48 per year for 2015 to 2022. This approximately 
corresponds with the average of 47 used for projecting 2013 to 2018 workforce figures in the 
Clinical Oncology Workforce: the Case for Expansion document published by the RCR.    

 

 Exits during year – the number of consultants, identified in RCR census data, reaching 60 
years of age and are expected to retire. During 2015, 53 consultants were aged 61 to 68 and 
it is assumed they will retire in equal numbers up to 2022. On average, 22 consultants are 
expected to retire each year between 2015 and 2022. This is less than the average of 28 
used in the Case for Expansion document.  

 
Year Headcount 

beginning of year 
Entrants during 
year 

Exits during year Headcount end of 
year 

2015 639 51 17 673 

2016 673 50 21 702 

2017 702 63 21 744 

2018 744 47 24 767 

2019 767 57 20 804 

2020 804 32 16 820 

2021 820 42 30 832 

2022 832 44 29 847 
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2. Forecast workforce supply – whole-time equivalent consultant oncologists  
Whole-time equivalent (WTE) figures take into account those consultants working less than full-time. 
The headcount to WTE ratio for England for both 2013 and 2014 was 0.92 (RCR census data). By 
applying this ratio to the projected headcount it is possible to estimate the number of WTE 
consultants for 2015 to 2022, and also per 100,000 people in England (population size based on the 
Office for National Statistics’ 2013 figure and increased by 0.7% for each year). 
 
Year Projected 

headcount 
WTEs Population  WTEs per 100,000 

2015 639 588 54,624,606 1.08 

2016 673 619 55,006,978 1.13 

2017 702 646 55,392,027 1.17 

2018 744 684 55,779,771 1.23 

2019 767 706 56,170,230 1.26 

2020 804 740 56,563,421 1.31 

2021 820 754 56,959,365 1.32 

2022 832 765 57,358,081 1.33 

  
 
3. Forecast workforce and workload forecast – expressed as WTEs 
The WTE data calculation conforms to the current NHS convention of excluding professional 
activities (PAs) that exceed 10 PAs. However, the RCR 2014 census shows that many consultants 
work in excess of 10 PAs. The total excess worked is equivalent to a 9% increase in the WTE 
workforce. By applying this 9% to the current WTE figure of 588 it is possible to calculate the total 
workload for all consultant clinical oncologists in England. The total workload is equivalent to 641 
WTE consultants. The workload figure for 2015 is then used as the basis for projecting ahead the 
workload for 2015 to 2022, and subsequently determine whether there is a shortfall (or excess) of 
WTE consultants for these years. 
 
The table below show three scenarios:  
 

 Scenario A – workload increases by 1% per annum. This approximates to the estimated 
0.7% annual population increase and makes some allowance for the service needs of an 
ageing population. By 2022, it is estimated that there will be an excess of 78 WTE 
consultants in England.  

 

 Scenario B – workload increases by 9% per annum. This takes into account an estimated 
increase in courses of systemic therapy of 8% per annum and increase in radiotherapy 
courses by 1% per annum (as detailed in the Case for Expansion document). By 2022, it is 
estimated that there will be a shortfall of 406 WTE consultants in England. 

 

 Scenario C – workload increases by 9% per annum and it also accommodates time allocated 
for radiotherapy planning (0.5 PAs per week) and participation in regular radiotherapy 
planning quality assurance meetings (0.25 PAs per week), totalling 0.75 PAs per consultant 
(detailed in the Case for Expansion document). Such accommodation will ensure patients 
receive optimal treatment in line with international standards. By 2022, it is estimated that 
there will be a shortfall of 494 WTE consultants in England. 
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  Scenario A Scenario B Scenario C 

Year Projected 
workforce 

Workload:  
1% 
increase 
per 
annum  

Shortfall 
(excess) 

Workload:   
9% 
increase 
per 
annum 

Shortfall Workload: 
Additional 
0.75 PA 
plus 9% 
increase 
per 
annum 

Shortfall  

2015 588 641 53 641 53 689 101 

2016 619 647 28 699 80 751 132 

2017 646 654 8 762 116 819 173 

2018 684 660 (-24) 830 146 892 208 

2019 706 667 (-39) 905 199 973 267 

2020 740 674 (-66) 986 247 1,060 320 

2021 754 680 (-74) 1,075 321 1,156 401 

2022 765 687 (-78) 1,172 406 1,260 494 

All figures expressed as WTEs 
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4. Addressing the shortfall  
The expected increases in courses of systemic and radiotherapy, together with the drive towards 
improved service standards, means that scenario C is the more realistic reflection of workload 
expectations in the next 6 to 7 years. If so, there will be a shortfall of 494 WTE consultant clinical 
oncologists in England to meet those expectations by 2022.  
 
Addressing the shortfall by increasing training numbers alone is one possibility:  
 

 It is estimated that a headcount of 111 new trainees would be required per year for the next 
seven years to address this shortfall of 494 WTE by the late 2020s (this assumes that the 
shortfall has not increased).  

 

 The estimated headcount of new trainees required per year takes into account the 
headcount to WTE ratio (0.92), numbers of consultants expected to retire (average of 22 per 
year), and proportion of trainees expected to complete CCT but move to a post overseas 
(12%).  
 

 The number of new trainees required per year – 111 – should be compared to the number of 
trainees accepting NTNs and LATs in 2015 – 58.  

  
 

17 September 2015 
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