5. [bookmark: _Toc396991438][bookmark: _Toc397103671]Evaluation of the selected practices
5.1 [bookmark: _Toc396991439]Check list for HWF planning practices evaluation
[bookmark: _Toc396991440]5.1.1 Description of the check list.
The seven methodologies analyzed in module 4 which are the theme of this handbook represent by definition improving examples in the ambit of health workforce planning in Europe. Nevertheless, in order to individuate and select specific good practice as well as to underline criticality and strengths common to the different planning systems, it has been necessary to think about an evaluation instrument able to furnish a common interpretation and facilitate the comparison among different models.
This instrument has been identified in a check list, that’s a set of items representative and determinant both of strategic than of technical aspects of planning system which, coherently with the describing grid illustrated in section 3.4, have been gathered in five sections: A. Goals, B. Type of forecasting model, C. Data, D. Link between planning and policy actions, E. Organization of planning system.  
The process of identification of the items to be included in the check list arises firstly from the analysis of the existent literaturee[footnoteRef:1] and from the evidences arisen inside the working groups of Florence Meeting (see minutes in annex…).  [1:  See: OECD, Health Workforce Planning in OECD Countries, 2013
WHO, Models and tools for health workforce planning and projections, 2010
WHO, Handbook on Monitoring and Evaluation of Human Resource for Health, 2009
……………………………………………………….] 

The hypothesis of a so formulated check list has been then sent to the partners in order to start its review and validation process and so achieve its definitive draft, elaborated on the basis of the received comments and suggestions (see annex…).

[here we would like to add a detailed description of the check list, with some explanation of why some items were choosen, this description is to consider as a LEVEL 2 TEXT]
SECTION A ITEMS
Each planning system is based on the goals to reach. First, it is important that the goals would be clearly defined and explained, so that all the actors involved in the process will be aware of the results to achieve (A.1). These goals will shape the HWF of the future, so it is important that they are defined on the basis of the future needs of the population (A.2) and on the skills required to meet those needs (A.3). 
Finally, to ensure continuity to the actions to reach the goals, it is useful that the long term goals (20-30 years) are declined in medium and short term goals (A.4).
	
	 
	ITEM

	A -Goals
	A.1
	The goals of the HWF planning system are explicit and clearly defined.

	
	A.2
	The goals of the HWF planning system are based on a comprehensive and updated analysis of the future health needs of the population.

	
	A.3
	The goals of the HWF planning are based on the analysis of skills needed to deliver planned health services in the future.

	
	A.4
	The HWF planning system includes short- and long-term targets with multiple time frames.


SECTION B ITEMS
The forecasting models may be different. But it is important that they have certain characteristics. 
· Revisions: it is important that the basic assumptions on which they are based can be reviewed and changed easily and that the models are flexible in general (B.1; B.2). 
· Basic assumptions: it is important that the models provide for the possibility of starting from a current imbalance between supply and demand (B.3); that the models take into account the social and economic developments and are harmonized with the forecasts in other related sectors (B.7). 
· Demand forecasts: in addition to aspects of the population it is important that the models take into account the conditions for the delivery of health services, such as, for example, the delivery settings and the budget constraints (B.4; B.11). 
· Supply forecast: It is important that the models can formulate different scenarios related to different conditions of the supply (B.5; B.10). 
Subject of the forecasts: finally it may be relevant for the forecasting models to be suitable for more professions (B.8) or, better yet, take into account the interaction between the professions and multi-professional approach to work (B.9). In some cases, it may be effective that the models are able to make specific anticipations for the different sectors of health (B.6).
	
	 
	ITEM

	B - Type of forecasting model.
	B.1
	The assumptions in the forecasting model are regularly re-assessed in light of changing circumstances, new data, new policies and programs.

	
	B.2
	The HWF forecasting model is flexible and can easily be changed and adapted by authorities competent for planning.

	
	B.3
	The HWF planning tool estimates any current imbalances and it doesn’t assume a current equilibrium between supply and demand.

	
	B.4
	The HWF planning tool considers the expected impacts of health service delivery changes.

	
	B.5
	The HWF forecasting model produces different scenarios on the base of different patterns values (i.e. university training capacity, attrition rates, retirement patterns, migration flows).

	
	B.6
	The HWF projections are specific to the different healthcare sectors (e.g. Acute Care vs. Primare Care; Public sector vs. Private Sector).

	
	B.7
	The HWF planning is harmonized with social and economic development and the planning of other related sectors: i.e. basic assistance, social protection, prevention, sport, education.

	
	B.8
	The forecasting model can be applied to different health professions.

	
	B.9
	The HWF planning system takes into account the interaction between professions using a multi-professional teamwork approach.

	
	B.10
	The planning system forecasts the trend of dependence of the health care system on foreign trained HWF personnel.

	
	B.11
	The HWF planning system takes into account budget constraints in its scenarios and it allows to evaluate alternative allocations of resources  (i.e. budget for specialist training for medical doctors).


SECTION C ITEMS
The data are "the fuel that goes turn the engine" of the forecasting model. As well as the forecasting model must possess certain characteristics to be effective, at the same time the data that feed it have to meet certain conditions in order to operate the forecasting model properly. 
First, the data must be updated in order to give a timely description of both the demand and the supply of HWF (C.1). 
They shall provide an accurate and comprehensive description of the supply for both the stock and the flow (C.2, C.3). 
They have to provide an accurate description of the demand, therefore not only information on the population structure but also on their health care needs as well on the health care services utilization (C.4). 
	
	 
	ITEM

	C - Data set, data sources and methods.
	C.1
	Data used in the forecasting model are regularly updated in order to have a realistic picture of what is the current situation of the HWF demand and supply.

	
	C.2
	The HWF planning tool considers the entire work life cycle (supply side).

	
	C.3
	Data collected on current stock of HWF allow to know: number of active professionals; number of full-time equivalent; types of providers; where they work; their skills; the services they provide; workloads.

	
	C.4
	The HWF planning tool uses demand data which allow estimating the health care utilization and the population needs, in addition to size and structure (age and sex) of the population.


SECTION DITEMS
The most important step, but also the most critical one, of a planning process is when the planned objectives are translated into actions. In particular, in the HWF planning is important that policy makers take all the levers at their disposal in line with plans and objectives previously identified (D.4; D.5; D.6)[footnoteRef:2]. To ensure that, it is necessary that policy makers are constantly updated and informed about the status of the HWF (D.3; D.7), the level of achievement of the objectives in the course of work (D.1 ), as well as the effectiveness of the planning system itself (D.2). [2:  See http://www.who.int/alliance-hpsr/researchsynthesis/AllianceHPSR_EffectsOfPolicyOptionsHumanResources_SystematicReviews.pdf ] 

	
	 
	ITEM

	D - Link between planning and policy actions.
	D.1
	There is a control and continuous monitoring process to check if the planning objectives are reached.

	
	D.2
	The planning system develops tools (i.e. check lists, guidelines) to evaluate and inform the decision making process on its own planning capacity (self-evaluation).

	
	D.3
	The planning system allows policy makers to receive updated reports on demand in a reasonable timeframe (3 to 6 months).

	
	D.4
	The HWF planning system defines objectives and actions on retirement patterns and attrition rates.

	
	D.5
	The HWF planning system defines objectives and actions to address geographical mal-distribution and imbalances.

	
	D.6
	The planning system allows the Ministry of Education to fix the number of positions for trainees

	
	D.7
	The planning system provides indicators that regularly measure the impact on the health care system in terms of improving, attraction and keeping skilled HWF (professionals are satisfied with their work, working environment and career paths).


SECTION E ITEMS
A HWF planning system, due to its complexity (public interest, many actors involved, long-term objectives), requires a well structured organization to support it. Therefore it’s important that 
· roles and responsibilities of the people involved in the organization are clearly defined (E.5), 
· the widest participation throughout the process is guaranteed (E .3; E.4), 
· these involvements are formalized within the process (E.6),
· and, finally, these involvements are supported by the use of communication tools (E.1, E.2).
	
	 
	ITEM

	E - Organization of the planning system.
	E.1
	The HWF planning system provides guidelines on how to communicate the results to policy-makers and other stakeholders.

	
	E.2
	The IT forecasting tool has a “user friendly” interface which allows stakeholders an easy interaction.

	
	E.3
	The parameters in the forecasting model are discussed and agree with stakeholders.

	
	E.4
	Stakeholders participate in the elaboration of scenarios.

	
	E.6
	Tasks and corresponding competences of people and institutions involved in the planning process are clearly defined.

	
	E.7
	There is a formal mechanisms for health education planners to discuss on HWF needs


5.1.2 How it was used.
For each item of the check list, has been chosen to use an evaluation scale providing three different answers, depending on how each planning system is “near” to the statement: 
· “Not at all”, 
· “Partially”, 
· “Completely”. 
The check list has been perceived and proposed firstly as an instrument of self-evaluation of health workforce planning system in its complex. It derives that its compilation could only be entrusted to in-country experts of each country, needing the same an in-depth knowledge both of the planning process and of the utilized forecasting model.
Nevertheless, considering the different subjects involved in the survey of rules performed inside their administrations, as well as the heterogeneity of institutional and socio-cultural context in which planning system inserts itself, has been considered necessary to proceed to an in-depth analysis of the answers furnished, verifying the coherence of each single answer both to the related items than to the similar confirmations furnished by other experts on the same item.
Therefore, on the basis of the evidences arisen during the workshops, of the existent literature and of previous survey, identified incongruence have been corrected proposing an alternative evaluation of the specific item. This results harmonization process is the basis for a coherent comparison of the compiled check lists.
Very briefly, the check list enable a different kind of evaluations:
1. an evaluation and identification of strengths and weaknesses common to the different planning systems analyzed (see 5.2 section);
2. an evaluation and identification of the specific good practices within each planning system (see 5.3. section).
In any case, it urges to specify that:
· The check list has not the ambition to be exhaustive of all the indicators useful for the evaluation of a planning system;
· The purpose of the check list is not to drawn up a classification of the goodness of different aspects of the planning systems in the analyzed Countries, but to furnish the most objective and standardized interpretation for the individuation of the good practices;
· Related evaluations are only referred to the current situation and to the practices today in use. This means that we didn’t take into account practices no more in use and practices not still consolidated.
5.2 [bookmark: _Toc396991442]Results of the HWF planning practices evaluation
5.2.1 [bookmark: _Toc396991443]Methodological note 
The results of the planning practices evaluation were translated in numbers assigning a different score to each item evaluation (see table A). This conversion is useful to have a synthesis of the results, thus facilitating an effective and rapid comparison of the evaluations within Country/Section/Item.
TABLE A
	EVALUATION
	ASSOCIATED POINTS

	Not at all (NaA)
	0

	Partially (P)
	0,5

	Completely (C)
	1


In order to go on to a comprehensive analysis of strengths and weaknesses common to the different planning systems analyzed, it has been calculated the total score for each item on the basis of the evaluations given to the seven methodologies.
Here an example of the calculation of the total score for the item A.1:
[image: ]
Legend.
· Section: Related section of the item.
· Item_number: consecutive number of the item.
· Item_description: description of the evaluation item.
· Comments and definitions: specific definitions of the three possible evaluations for the item.
· Cont_NaA: count of the “Not at all” evaluations received on this item for the seven methodologies.
· Con_P: count of the “Partially” evaluations received on this item for the seven methodologies.
· Cont_C: count of the “Completely” evaluations received on this item for the seven methodologies.
· Tot: count of the evaluations received on this item (Cont_NaA + Cont_P + Cont_C).
· Score: sum of the score obtained by this item according to the associated points in table A.
· Max_Score: maximum score obtainable in case all the seven evaluations would be equal to “Completely” (7 points).
· Rel_Score: ratio between “Score” and “Max_Score” (expressed in terms of percentages).
· Rank_Abs: rank value of the item, on the base of its “Rel_Score”, among the 32 items of the check list.
For the evaluation and the scores of all the items see annex XX
[It would be possible also to publish in the handbook the relative score of each planning methodology. In the example below, the table shows the relative scores of the five sections for the Belgium HWF planning system. These score are the sum of the points of all the items of the section. Obviously, it’s possible also to show the detailed points for each item]
[image: ] 
5.2.2 The common strengths and weaknesses of the HWF planning practices.
Following the above described methodology it’s possible to rank the 32 items on the basis of the evaluation and of the points attributed from the higher (100% of relative score) to the lowest (0% of relative score). Those items positioned before the first quartile (scores < 25%) and after the third quartile (> 75%) of the distribution of the relative scores are marked as common weakness and strengths of the HWF planning systems. See the table B for the details.
TABLE B
	ITEM_
NUMBER
	ITEM_
DESCRIPTION
	Rel_
Score
	ITEM_
NUMBER
	ITEM_
DESCRIPTION
	Rel_
Score

	C.1
	Data used in the forecasting model are regularly updated in order to have a realistic picture of what is the current situation of the HWF demand and supply.
	100%
	E.1
	The HWF planning system provides guidelines on how to communicate the results  to policy-makers and other stakeholders.
	0%

	D.6
	The planning system allows the Ministry of Education to fix the number of positions for trainees
	100%
	E.2
	The IT forecasting tool has a “user friendly” interface which allows stakeholders an easy interaction.
	14%

	E.5
	Tasks and corresponding competences of people and institutions involved in the planning process are clearly defined.
	100%
	B.6
	The HWF projections are specific to the different healthcare sectors (e.g. Acute Care vs. Primare Care; Public sector vs. Private Sector).
	21%

	E.6
	There is a formal mechanisms for health education planners to discuss on HWF needs
	100%
	D.7
	The planning system provides indicators that regularly measure the impact on the health care system in terms of improving, attraction and keeping skilled HWF (professionals are satisfied with their work, working environment and career paths).
	21%

	B.1
	The assumptions in the forecasting model are regularly re-assessed in light of changing circumstances, new data, new policies and programs.
	93%
	A.4
	The HWF planning system includes short- and long-term targets with multiple time frames.
	29%

	B.8
	The forecasting model can be applied to different health professions.
	93%
	B.10
	The planning system forecasts the trend of dependence of the health care system on foreign trained HWF personnel.
	29%

	C.2
	The HWF planning tool considers the entire work life cycle (supply side).
	86%
	D.2
	The planning system develops tools (i.e. check lists, guidelines) to evaluate and inform the decision making process on its own planning capacity (self-evaluation).
	29%


As it is easy to verify, none of the item listed among the strengths concerns the goals area (section A), as well as none of the statements of data section (section C) is included among the weakness of the HWF planning systems.

In synthesis, among the strengths, “common” to the different systems, there are the followings.
· Data utilized in the forecasting model are regularly updated, sufficiently representative of the actual situation and take into account the entire work life circle. These are true independently from the fact that information are collected to the planning purpose or come from different data sources, as in the most of cases;
· Tasks and rules of the Institutions involved in the planning process are clearly defined. In particular it is always present a formal mechanism on the basis of which health education planes are involved in the debate about defined HWF need. It is on the subject interesting underline that in most cases this mechanism turns into the constitution of some steering committees in which one or more representatives of the Ministry of Education take part. 
· The used forecasting model may be considered sufficiently flexible, as adaptable to different profession and re-modularly on the basis of new assumptions. This aspect is of the main importance, considering that in most cases projections concern just some health profession and this elasticity it is a necessary condition for a factual implementation and experimentation of the model.
On the contrary, for weaknesses, that are those aspects of planning system for which there is a wide improvement:
· A critical area may be individuated in those aspects concerning the communication, and specifically the modalities of presentation of the results to the policy makers and stakeholders;
· Forecasting models are in part deficient on very specific issues as the differentiation of the projections per different healthcare sectors and the stimation of the system’s trend of dependance from personnel trained abroad. Moreover the tools utilized don’t seem to be very “user-friendly” for “laymen”;
· The use of indicators to evaluate the impact of the capacity of on health system and the development of instrument useful to policy makers for a self-evaluation of their capacity are factors not covered in the major of the models.

Following the same methodology, it’s possible also to calculate the medium score of each section (thus including all the items of the section for all of the planning systems) and its relative range. The obtained results are synthetized in the following table (table C) and are presented with the scope to individuate macro areas of improvement and macro areas of excellence of the analyzed planning systems.
	TABLE C
	SECTION
	Score
	Max_Score
	Rel_Score
	
	RANK

	A
	14
	28
	50%
	
	5

	B
	40,5
	77
	53%
	
	4

	C
	23,5
	28
	84%
	
	1

	D
	27
	49
	55%
	
	3

	E
	25,5
	42
	61%
	
	2


One of the first evidences of this macro-analysis concerns the Goals (section A).
This section, in fact, commonly is the most critical one and, specifically, the most problematical items are those concerning targets with different timeframes (for example long term target with short and medium term related target) and goals based on the analysis of skills needed to deliver planned health services in the future (respectively item A.4 e A.3 of check list). Also the item regarding goals explicit and clearly defined doesn’t reach an excellent score, if compared with the others of the grid.
It is now worthwhile to specify that this section’s items have been evaluated considering the goal of the 7 planning systems according to the “SMART” logic, and in particular have been evaluated if the goals are “specific”, “measurable” and “time-related”. 
Analysis revealed:
· the goals are always explicit;
· the goals are rarely “specific”, “measurable” and “time-related”;
· the goals often overlap the “mandate”, in some cases defined, of the Institution that in the country is in charge of HWF planning (for example “balance supply with the demand”);
· or they are macroeconomic governmental goals.
On the other hand, the section C concerning data (data set, data sources and method) represents a strength and the items it contains haven’t any particular criticality.
5.2.3 Areas of excellences and area of improvements.
For a better reading of the results and following methodological rigor, a map of strengths and weaknesses should be built considering not only the score of the single item, but also the degree of importance attributed to the same.
To be able to associate a level of importance to the single items, those have been evaluated on the principle of inclusion/not inclusion in a “minimum” health workforce planning model (see annex XX).
As per “minimum” model it is considered a “start-up” model containing the element necessary for an efficient human resources planning, with particular attention to its use in those Countries/Regions that for the first time approach to the theme of health workforce planning in quantitative terms[footnoteRef:3]. [3:  See D051 “Minimum planning requirements”] 

Each item may be identified by coordinates (importance, performance) on the basis of the following assumptions:
· Considering the degree of importance:
· Items considered essential to be included in a minimum model have been evaluated as with high importance (+);
· Items considered not to be essential to be included in a minimum model have been evaluated as with low importance (-)
· Considering the value of performance:
· Items with relative score > 75% have been defined with high performance (+)
· Items with relative score <= 75% have been defined with low performance (-)
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The so created IMPORTANCE – PERFORMANCE map allows to place the 32 items in four different areas (Figure X).
1. Area of excellence: box on the right top, high importance and high performance. To be continuously guarded and valorised in view of the best planning system.
2. Area of improvement: box on the right bottom, high importance but low performance. Items contained in this area required attention because they highlight those elements on which an intervention could be necessary and primary.
3. Area of maintenance: box on the left top, low importance, high performance. Low importance associated with a high performance individual those items for which, even if the positive obtained evaluation, the performance isn’t considered essential. For those items the maintenance of the current quality level may be sufficient.
4. Area of indifference: box on the left bottom, low importance, low performance. The items in this area may be considered quite unimportant, being associated with a low performance and low importance.
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B.5
The HWF forecasting model produces different scenarios on the base of different patterns values (i.e. university training capacity, attrition rates, retirement patterns, migration flows).
B.9
The HWF planning system takes into account the interaction between professions using a multi-professional teamwork approach.
B.10
The planning system forecasts the trend of dependence of the health care system on foreign trained HWF personnel.
B.11
The HWF planning system takes into account budget constraints in its scenarios and it allows to evaluate alternative allocations of resources  (i.e. budget for specialist training for medical doctors).
C.3
Data collected on current stock of HWF allow to know: number of active professionals; number of full-time equivalent; types of providers; where they work; their skills; the services they provide; workloads.
D.2
The planning system develops tools (i.e. check lists, guidelines) to evaluate and inform the decision making process on its own planning capacity (self-evaluation).
D.6
The HWF planning system defines objectives and actions to address geographical mal-distribution and imbalances.
E.4
Stakeholders participate in the elaboration of scenarios.
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5.3 HWF planning good practices identification
As explained in the methodological note (see par. 5.2.1.), it’s possible to calculate the relative score for each planning system and for each section of the checklist. The results are briefly presented in the following summary tables.
	SECTION
	BELGIUM
	DENMARK
	ENGLAND
	FINLAND
	NETHERLANDS
	NORWAY
	SPAIN

	A - GOALS
	25%
	25%
	100%
	50%
	75%
	38%
	38%

	B - FORECASTING
	50%
	45%
	82%
	50%
	68%
	32%
	41%

	C - DATA
	100%
	63%
	100%
	63%
	100%
	88%
	75%

	D - LINK TO POLICY ACTIONS
	71%
	36%
	93%
	43%
	57%
	50%
	36%

	E - ORGANISATION
	75%
	58%
	75%
	67%
	67%
	33%
	50%


Based on the evidence reported above and on the base of the findings of the Florence meeting (see link…), some following good practices for each of the selected methodologies were identified.
BELGIUM
1) Good practice on involvement of stakeholders, elaboration of a common proposal, reporting and advising the policy makers (and how it's important to have the right staff to manage this process). With examples of reports to the policy makers.
Explanation
The section E dedicated to the "organization of the HWF system" is the one in which Belgium reaches the maximum rate (75%) and, in that section, compared with the other countries, is the best together with England (75%). The specific good practice derives also from the evidences of Florence workshop and from the country visit.

2) Good practice on data collection of the supply side, with an in-depth analysis on how the process works, how data on "practicing" and "active" are collected, how FTE is calculated.
Explanation 
The section dedicated to "data collection" is the one in which Belgium reaches the maximum rate (100%). The specific good practice derives from the comment in the describing grid shown in Florence and from the interest to an in-depth analysis of the “National Cadaster of Health Professionals" mentioned in the presentation in Florence and during the country visit.

3) Good practice in monitoring the applied planning and enabling policy discussion.
Explanation
Enabling policy dialogues on the HWF is one of the scope of a HWF planning system. If the planning system has developed a controlling and monitoring process, the related reporting system allows and support the policy discussions which, in turn, can review and improve the goals of the planning system, as well as the actions to reach them. In general this issue seems to be a weakness point of all the planning methodologies. But from the in-country visit and from the documents we analyzed, it seems that Belgium has done something on that aspect and, so, we think other countries can learn from your experience (and maybe also from your mistakes).

DENMARK
Good practice on the supply side forecasting "easy and flexible", main aspects of the model, available tools, etc.
Explanation
The section B of the chech list is dedicated to the forecasting model. One of evaluation item in the ceck list (one of the most important from a "implementation" point of view) is "The HWF forecasting model is flexible and can easily be changed and adapted by authorities competent for planning". On this item the Danish forecasting model came up as one of the most "easy and flexible", toghether with the Dutch forecasting model. The description of the main aspect of the Danish forecasting model, including some practical examples and documentation regarding any tool used to forecast the HWF, it will be very useful for any country which aims to start to plan its HWF".

ENGLAND
1) Good practice on to define explicit, transparent and specific goals on HWF planning.
Explanation
The section A of the check list is dedicated to the setting of the HWF planning goals. England is the only Country to have the maximum rate in this section (100%), completely satisfying all the items. In particular, we found very clear and coherent the process followed by England: to set the scope (Framework), than to deploy the specific objectives (Mandate) and update them (review of the Mandate) and, finally, to build a control system (Framework indicators). Even if it seems that the measurement phase itself is the weakness point of all the process. However it will be very important for other Countries who wish to start planning but also to improve their HWF planning to learn from the English experience on this issue. 

2) Good practice on stakeholder involvement: the experiences of the "call for evidence" and the process of "triangulation".
Explanation
The section E of the check list is dedicated to the organization of the HWF planning. England, together with Belgium, has the greater rate on this issue. One of the most important "organizational issue" is the involvement of the stakeholders, for a double reason: one is to reach a wider consensus on the solutions, the second is to pick up useful information from the field. England has developed two different process that are "call for evidence" and "the process of triangulation" which represents a very interesting experience on how to obtain the two mentioned scopes.

FINLAND
1) Good practice on HWF planning harmonized with social and economic development and planning of other related sectors
Explanation
The section B of the chech list is dedicated to the forecasting model. One of evaluation item in the ceck list is "The HWF planning is harmonized with social and economic development and the planning of other related sectors". On this item the Finnish forecasting model came up as one of the most "integrated". The description of the main aspect of the Finnish forecasting model, in particular the integration and interrelation between Mitenna and Vattage forecasting, with some practical examples and documentation regarding any tool used to forecast the HWF, it will be very useful for any country which aims to improve its planning system harmonizing the HWF planning with broader social and economic development. 

NETHERLANDS
1) Good practice on how to assess the current imbalances: a concrete example (maybe on general practitioners) of which indicators and standard used to estimate current imbalances
Explanation
The Netherlands is the only Country, toghether with England, that doesn't assume the current equilibrium between supply and demand of the HWF but it estimates current imbalances. The estimation of the current imbalances was recognize first by literature but also by the Joint Action, as the first important step in the HWF planning process. The Dutch experience ca be very useful for all the Countries who wants to start planning or also to improve their planning model.

2) Good practice on forecasting the demand side: in particular for dentist
Explanation
The Netherlands is one of the country which has the maximum rate in the section B of the evaluation check list dedicated to the forecasting model. In particular the demand side forecasting represents one of the most interesting among the european countries. For example, in the recent years, Lithuania took for example the Dutch demand model. That's way it will be very useful, above all for "starting planning" countries, to have the Dutch experience on the demand model described in the handbook.

3) Good practice on data collection, in particular on FTE estimation (examples, detailed description of the process, tools, etc).
Explanation
The section C of the evaluation check list dedicated to the "data collection" is the one in which Netherlands reaches the maximum rate (100%) and, in that section, compared with the other countries, is the best togheter with England Belgium. The specific good practice selected derives also from the evidences of Florence workshop and from the country visit. The FTE calculation is one of the most tricky questions in data collection of the supply side and the Dutch experience can be very useful for those Countries which hasn't a detailed and individual register.

4) Good practice on self-evaluation of the effectiveness of the planning model (monitoring process and consumer satisfaction survey): examples and tools.
Explanation
Together with England, Netherlands has the only Country with a full answer on the item “The planning system develops tools (i.e. check lists, guidelines) to evaluate and inform the decision making process on its own planning capacity (self-evaluation)”, related to the section D of the evaluation check list (link between planning and policy actions). This is also an evidence of the Country visit. 

NORWAY
1) Good practice on assessment of intake need to fulfill home demand, included discussion on usage of drop-off rate;
2) Good practice in planning all professions and apply skills transfer
See objectives set in Milan

SPAIN
1) Good practices on multi regional planning: organization aspects and forecasting model with special attention on in-land migration impacts.
Explanation
In the countries with a decentralized planning system, like Spain or Italy for example, the regional involvment is very important. The challange is to tune up the regional istances, reinforced by the regional autonomy, with the needs and the resources of the Country. The challange is more hard if we think that what is planned as healh workforce need for each specific Region is than threatened by the health professions mobility between regions. In the forecasting model Spain take into account both the multi-regional dimension and the inland migration. The results of the projetions are that discussed in the Human Resources Commission. The technical aspects of the forecasting model as well as decision making process experienced by Spain to face those challanges can be use as good practice for countries, like Italy, with a decentralized HWF planning system.

2) Good practice on how HWF planning system takes into account budget constraints in its scenarios and it allows to evaluate alternative allocation of resources.
Explanation
Spain is the only Country, together with England, that answered with a full response to the item "The HWF planning system takes into account budget constraints in its scenarios and it allows to evaluate alternative allocations of resources". Since sustainability of the Health care system is one of the values of the HWF planning systems (as stressed in the various JA conference and meeting) we think it's very important to know how to put in practice this value, both in the forecasting model and during the discussion with the stakeholders.


5.4 Annex
5.4.1 Annex
	SECTION
	ITEM_
NUMBER
	ITEM_DESCRIPTION
	Comments and definitions
	Importance of the item
+/-

	A -Goals.
	A.1
	The goals of the HWF planning system are explicit and clearly defined.
	NaA: no explicit goals nor explicit scope.
P: explicit goals or scope but not clearly defined (no specific objectives).
C: explicit goals and clearly defined (thus with specific objectives).
	+

	
	A.2
	The goals of the HWF planning system are based on a comprehensive and updated analysis of the future health needs of the population.
	NaA: no goals based on analysis of the future health needs of the population.
P: goals based on analysis of the future health needs of the population even if no comprehensive and/or no frequently updated.
C: goals based on a comprehensive and updated analysis of the future health needs of the population.
	-

	
	A.3
	The goals of the HWF planning are based on the analysis of skills needed to deliver planned health services in the future.
	NaA: no goals based on analysis of skills needed to deliver planned health services.
P: goals based on analysis of skills needed to deliver planned health services even if no comprehensive and/or no frequently updated.
C: goals based on a comprehensive and updated analysis of of skills needed to deliver planned health services.
	-

	
	A.4
	The HWF planning system includes short- and long-term targets with multiple time frames.
	NaA: no explicit targets or no different timeframes
P: targets with different timeframes but not for all the professions.
C:  targets with different timeframes (for example long term target with short and medium term related target)
	+

	B - Type of forecasting model.
	B.1
	The assumptions in the forecasting model are regularly re-assessed in light of changing circumstances, new data, new policies and programs.
	NaA: no assumptions re-assessment in the forecasting model.
P: partial assumptions re-assessment.
C: regularly assumptions re-assessment in the forecasting model.
	+

	
	B.2
	The HWF forecasting model is flexible and can easily be changed and adapted by authorities competent for planning.
	NaA: not flexible in the light of new circumstances and not easy to change by all the authorities.
P: flexible but not easy to change by all authorities.
C: flexible and easy to change.
	+

	
	B.3
	The HWF planning tool estimates any current imbalances and it doesn’t assume a current equilibrium between supply and demand.
	NaA: assuming current equilibrium between supply and demand for all the professions.
P: assessing current imbalances but not for all the professions.
C:  assessing current imbalances for all the professions.
	+

	
	B.4
	The HWF planning tool considers the expected impacts of health service delivery changes.
	NaA: it's not possible
P: it's possible but it's not use currently.
C:  it's possible and it is used.
	-

	
	B.5
	The HWF forecasting model produces different scenarios on the base of different patterns values (i.e. university training capacity, attrition rates, retirement patterns, migration flows).
	NaA: no more than one scenario.
P: more scenarios but not based on different pattern values.
C:  different scenarios based on different pattern values.
	+

	
	B.6
	The HWF projections are specific to the different healthcare sectors (e.g. Acute Care vs. Primare Care; Public sector vs. Private Sector).
	NaA: no projections for different sector.
P: projections for only one sector and only for one profession.
C:  projections for different sector and for the main professions.
	-

	
	B.7
	The HWF planning is harmonized with social and economic development and the planning of other related sectors: i.e. basic assistance, social protection, prevention, sport, education.
	 
	-

	
	B.8
	The forecasting model can be applied to different health professions.
	 
	-

	
	B.9
	The HWF planning system takes into account the interaction between professions using a multi-professional teamwork approach.
	 
	+

	
	B.10
	The planning system forecasts the trend of dependence of the health care system on foreign trained HWF personnel.
	NaA: no dependance indicator and no forecast on that.
P: dependance indicator and no forecast on that.
C:  dependance indicator and forecast on that.
	+

	
	B.11
	The HWF planning system takes into account budget constraints in its scenarios and it allows to evaluate alternative allocations of resources  (i.e. budget for specialist training for medical doctors).
	 
	+

	C - Data set, data sources and methods.
	C.1
	Data used in the forecasting model are regularly updated in order to have a realistic picture of what is the current situation of the HWF demand and supply.
	NaA: data no regularly update on the supply and on demand
P:
C:  data regularly update on the supply and on demand (if demand side exists).
	+

	
	C.2
	The HWF planning tool considers the entire work life cycle (supply side).
	 
	+

	
	C.3
	Data collected on current stock of HWF allow to know: number of active professionals; number of full-time equivalent; types of providers; where they work; their skills; the services they provide; workloads.
	 
	+

	
	C.4
	The HWF planning tool uses demand data which allow estimating the health care utilization and the population needs, in addition to size and structure (age and sex) of the population.
	 
	-

	D - Link between planning and policy actions.
	D.1
	There is a control and continuous monitoring process to check if the planning objectives are reached.
	NaA: no control
P: control but not regularly
C:  regularly controlling
	+

	
	D.2
	The planning system develops tools (i.e. check lists, guidelines) to evaluate and inform the decision making process on its own planning capacity (self-evaluation).
	NaA: no tools
P: tools but not regularly used
C:  tools used regularly
	+

	
	D.3
	The planning system allows policy makers to receive updated reports on demand in a reasonable timeframe (3 to 6 months).
	NaA: no reports
P: reports but not within 6 months
C:  yes within 6 months
	-

	
	D.4
	The HWF planning system defines objectives and actions on retirement patterns and attrition rates.
	 
	-

	
	D.5
	The HWF planning system defines objectives and actions to address geographical mal-distribution and imbalances.
	 
	+

	
	D.6
	The planning system allows the Ministry of Education to fix the number of positions for trainees
	 
	+

	
	D.7
	The planning system provides indicators that regularly measure the impact on the health care system in terms of improving, attraction and keeping skilled HWF (professionals are satisfied with their work, working environment and career paths).
	 
	-

	E - Organization of the planning system.
	E.1
	The HWF planning system provides guidelines on how to communicate the results  to policy-makers and other stakeholders.
	NaA: no guideline no regular reports
P: regular reports but not defined by guideline or rules.
C: guidelines
	-

	
	E.2
	The IT forecasting tool has a “user friendly” interface which allows stakeholders an easy interaction.
	 
	-

	
	E.3
	The parameters in the forecasting model are discussed and agree with stakeholders.
	 
	+

	
	E.4
	Stakeholders participate in the elaboration of scenarios.
	 
	+

	
	E.5
	Tasks and corresponding competences of people and institutions involved in the planning process are clearly defined.
	 
	+

	
	E.6
	There is a formal mechanisms for health education planners to discuss on HWF needs
	 
	-
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