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The HWF planning good practices
Belgium
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.

Reference information (contacts, website, people, etc).

Legal framework : Royal Decree Nr. 78 – Organisation of the Health System 
Website of the Planning Commission (includes links to published formal advices and reports in both French and Dutch):  www.health.belgium.be/hwf
Secretary of the Planning Commission : Aurélia Somer
Contact Email Team Workforce Planning : plan.team@health.belgium.be

Context.
Description of the problem (why it's important this issue).

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.
Description of the activities (including challenges).
To enable stakeholder consultation and participation in the HWF planning process, the following structures and methods have been set up in Belgium:
By law, a planning commission for the medical supply was created (1996). This planning commission, and its component working groups by profession, are composed as follows :
· Representatives of the different competent governments (both federal/language community level)
· Representatives of the education system
· Representatives of the professional organisations of the concerned professions
· Representatives of the Health Insurance Authority and Health Insurance sector
These representatives are nominated by the different sectors and their nomination is confirmed by the Minister of Health. 
When necessary or desired, the commission can invite external experts to enrich its discussions. However, these experts cannot take part in votes.
The main tasks of the commission as defined by law are : 
· Examine existing and future needs for the different health professions
· Evaluate needed inflow and determine the number of allowed new entrants into the quota-restricted health professions
· Inform the minister of its findings 
In its meetings and communications, the members of the planning commission and the working groups try to arrive at a common viewpoint regarding these issues. The discussions and activities are organised in working groups by profession. These working groups present their findings to the plenary session of the Planning Commission which votes to validate the findings and issue a formal advice to the Minister of Public Health.
The commission and the working groups can rely on the administrative, scientific and statistical support of the Team Workforce Planning at the Ministry of Health. The commission can request data to be collected or research to be conducted to assist it and help it achieve its tasks. The Ministry of Health also provides meeting rooms and takes care of all other practical matters (travel reimbursements, translation services,...)
This structure and process is thus clearly defined. However its correct functioning depends on the motivation, dedication and activity of the people who occupy the different roles as defined by law.
An important role in this context belongs to the presidents of both the planning commission and the working groups. They can act as the main drivers of the process. The successful functioning of the planning commission depends in large part on their skill as organisers, discussion leaders and spokespersons. It is a definite challenge to align all the viewpoints expressed in the working groups and to achieve a workable compromise which can survive a vote. However, this complicated work of negotiating and consensus building is crucial for the planning commission in order to fulfil its role as a consultative and advisory body.
To improve the chances of success, the choice of competent personnel to fill the different roles as defined in the legal structure is critical.
The heterogeneous composition of the planning commission, while essential to enrich the discussion and provide a wide variety of backgrounds, is not always compatible with the technical complexity inherent to workforce forecasting. 
Therefore, it is essential to present a clear and comprehensible insight into the used methodology to keep the participants engaged and involved. The validity and predictive power of forecasting methods and planning tools need to be carefully explained and situated, in order to create the conditions for a correct interpretation of the produced forecasts.
Results or outcomes (actual and/or expected).
The end result of the activities of the commission and its working groups is a formal advice to the Minister, which is adopted by a simple majority vote. By request, next to the adopted advice, a minority opinion can be transmitted to the Minister.
The support staff (team planning) plays an important role in the editing, translation and transmission of the text of this advice.
The Minister of Public Health is free to follow or ignore the advice of the Planning commission. However, the formal advices of the Planning commission carry such political weight (especially when unanimous) that the Minister generally incorporates the advice in policy decisions and in the setting of legal access quota.
Next to this formal aspect, the involvement of the stakeholders in the planning process can and does lead to other outcomes.
Meeting with the stakeholders with direct access to the field can serve as an early warning system for workforce trends and chokepoints which are not (yet) apparent in the statistical monitoring system
The involvement of the stakeholders in the policy process builds consensus, creates goodwill and legitimizes the resulting health policy choices. It can avoid possible conflicts by recognizing and tackling them early in the policy process.
To achieve these advantages, an adequate investment of time and effort in the activities of the planning commission from all involved partners, especially the representatives of the Minister of Health, is essential.
The support structure for the planning commission, especially when assistance is required for multiple working groups, needs to be adequately staffed and funded. Ideally, the support team members have a background in research, data analysis, statistics, and health sector issues.
Strengths of the solution (why this is a good practice).
See above 
· Solution involves experts and stakeholders in policy process from day 1
· Creates feedback loops with the terrain and the different institutional actors
· Validation occurs through consensus building
Possible specific improvements (how to get a best practice) & Suggestions for a quick / easy implementation.
· Identify interested stakeholders in the health workforce field
· Create a structure to steer interaction with stakeholders (depending on national context: commission / institute / advisory board / ...)
· Assign specific roles & responsibilities 
· Invest in the recruitment and the development of skills of the experts supporting the stakeholder involvement system
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).











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.

Reference information (contacts, website, people, etc).

Statistical Reports produced by the Team Workforce Planning are published on the website of the planning commission :  www.health.belgium.be/hwf
Secretary of the Planning Commission : Aurélia Somer
Contact Email Team Workforce Planning : plan.team@health.belgium.be
One of the main data sources in the Belgian data linking method is the Datawarehouse Labour Market & Social Protection, which serves as a national administrative data clearing house. Website : https://www.bcss.fgov.be/fr/dwh/homepage/index.html

Context.
Description of the problem (why it's important this issue).
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.

Description of the activities (including challenges).
The main tool for monitoring the Belgian workforce of the health care professionals is the National Register of Health Care Professionals, maintained by the Ministry of Public Health. 
Every health professional who wants to practice a recognised health profession on the Belgian territory is required by law to register him or herself in this National Register. This ‘Cadastre’ therefore contains information about the diploma, the licence to practice and further personal details of all the health professionals in Belgium. Over the last decade, both the number of registered professions and the capabilities of this Register have grown. The current implementation consists of an electronic register built on an Oracle backbone.
While the available information in this National Register of Health Care Professionals allows for the monitoring of the size and composition of the registered workforce (i.e. with licence to practice), no information is available about this workforce’s actual labour market participation and activity.
However, by linking the National Register with other administrative databases, mainly from social security and health insurance administrations, it is possible to obtain a detailed image of the participation and activity levels of the licensed Health Workforce. This method provides invaluable data for health workforce monitoring and planning purposes.
More specifically, to obtain this data, a formal request is addressed to the Belgian Privacy Commission, seeking the permission to carry out an individualized, anonymous data linking between the concerned administrative databases. This request describes the various variables, their level of detail, the measures taken to protect the privacy of sensitive data, and all other relevant specifications. 
If approved by this Commission, the data linking can start via the intermediary of the Crossroads Bank for Social Security, a federal institute founded to centralize administrative data and organize data flows (E-government).
For each individual who is present in the National Register, the data linking can then determine his or her activity status, sector of activity, full time equivalent, region of activity, number of jobs,... 
The inclusion of health insurance data makes this data linking particularly useful for health care planning, since it provides information about the volumes of care which are ‘produced’ by an individual health care professional.
With regards to the full time equivalents, two types of data are available. For the employees, information is available about contractual and actual working hours. For those persons who are paid via the health insurance system on the basis of performed ‘medical acts’, this number of acts needs to be ‘transformed’ into a FTE.
Different formulas are used for the different professions, but the principle is universal. The mean or median observed number of care acts of a given reference age group is used as the reference value of 1 FTE.  A person who performs exactly half the number of acts of this reference receives an FTE of 0,5. Instead of acts, the formula can also use the amount that is reimbursed by the health insurance.
One major caveat: the data linking method relies on existing data, collected by specific administrations to carry out their objectives and missions. As such, the raw data does not necessarily align with the health workforce analysis perspective and may require either re-formatting, careful (re)-interpretation, or the combining of several variables to construct the desired parameter.
As of the end of 2014, data linking projects have been undertaken for the professional groups of the registered Nurses, Physiotherapists, Physicians and Dentists. While the Team Workforce Planning has succeeded in setting up the basic structure and workflow which already provide very insightful data, the data linking process is still a work in progress and much remains to be done. As such, work is being done (as of 2014) to expand the included source material to other administrative databases and to improve the quality of certain existing parameters.
In parallel, steps are being taken to evolve from ‘one shot’ data linking projects to a more systemic, ‘permanent’ data linking approach, which would make it possible to link the data for all the recognised health professions on a yearly basis. This approach will centre around automatisation, standardisation and streamlined data flows.
While the technical difficulty of the data linking procedures requires qualified personnel to carry out, it does not constitute the main difficulty in setting up this type of data collection.
The main challenge consists rather in obtaining the necessary permissions, access rights and the cooperation of the different data providers. The necessary legal and regulatory framework has to be in place to allow the data linking to proceed successfully. Making sure that the data linking stays within the boundaries defined by national privacy protection laws also requires time and attention.
An important factor in the successful completion of these steps is support and cooperation for the project among the different involved decision makers and levels of government.
Results or outcomes (actual and/or expected).
The investment in the creation of an ‘enriched’ Cadastre leads to the availability of a detailed and exhaustive image of the workforce of a given health profession. In fact, the amount of available data can be so large that the next challenge lies in managing, analysing and finding ways to graphically represent the collected data. 
A related aspect that cannot be ignored is the way that the results of this data analysis are presented and communicated to both the general public and the health care professionals.  Depending on budget and priorities, options range from static printed reports to dynamic interactive websites.
Most importantly, the collected data can be used as reliable input data for forecasting and planning models.
Strengths of the solution (why this is a good practice).
This approach allows the planning commission to work with accurate, recent and exhaustive data, increasing the power of its forecasts and strengthening its authority in the Belgian health policy field.
In the context of the Belgian access quota system for certain health professions, these elements are extremely useful.
A data linking system, if properly designed, does require an important investment of time and effort to set up, but can then be easily maintained and operated to provide regularly scheduled, qualitative and insightful reports and forecast source data.  
Possible specific improvements (how to get a best practice) & Suggestions for a quick / easy implementation.
· Acquire political support in order to establish a legal framework (e.g. data access rights)
· Tackle privacy concerns  / methods of data anonymisation 
· Identify existing sources and data providers
· Set up communication lines with concerned data managers / institutions
· Start with the low hanging fruit and work your way up. Managing a data linking system consists in both improving the data quality and increasing the data quantity (inclusion of additional parameters / sources) on a continuous basis.
· Design and implement standardised and automated approaches for data collection, analysis and reporting (templates, macros, statistical programming codes)

Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).












Good practice in monitoring the applied planning and enabling policy discussion.
Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
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 analysed, 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).
Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc)
Denmark
Good practice on the supply side forecasting "easy and flexible", main aspects of the model, available tools, etc. 
Reference information (contacts, website, people, etc).
Sundhedsstyrelsen
Danish Health and Medicines Authority
Education and Registration
Axel Heides Gade 1
DK-2300 Copenhagen S
Denmark
sst@sst.dk

Anders Haahr
Specialised advisor
T (dir): +45 72 22 78 78
aah@sst.dk

Context.
Description of the problem (why it's important this issue).
The section B of the check list is dedicated to the forecasting model. One of evaluation item in the check 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", together 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".
Description of the activities (including challenges).
In Denmark forecasting of health workforce is done for four professions; doctors, medical specialists, dentists, dental specialists, dental hygienists and clinical dental technicians.

The Danish Health and Medicines Authority (DHMA) is responsible for the forecasting. To assist the DHMA in the forecasting the DHMA has established two Planning and Forecasting Committees in which different relevant stakeholders are represented. The Committees advice DHMA regarding the contents of the forecasting, the assumptions used and so forth. This implies that when DHMA wants to update the forecast the committees are involved. 

The Danish forecasting process is divided into two processes. In the first process a quantitative forecast is produced. It’s basically a stock and flow model where some of the assumptions are based on a classic time series analysis and other assumptions e.g mortality and retirement is modelled with a logistic regression analysis. The second process is a hearing process involving relevant stakeholders. 

The quantitative forecast includes a supply side and five very simplistic scenarios for the demand side. One scenario showing the demand for workforce if the current ratio between the profession and population size is being kept and four scenarios showing the expected demand for workforce if we see a 0 %; 0,5 %; 1 % or 1,5 % increase in demand per year. For doctors we assume  imbalances between supply and demand at the starting point. For dentists, dental specialists, dental hygienists and clinical dental technicians a current equilibrium between supply and demand is assumed. The demand scenarios for doctors are illustrated in the figures below. 





The forecast is updated every second or third year. The forecast is as already mentioned primarily focused on the supply side. However every fifth year a plan setting the number of postgraduate training post for medical specialists and dental specialists is drawn up. In this process DHMA involve relevant stakeholders in a hearing process. Among the stakeholders is for example the Danish Regions, the Danish Medical Association, three Regional Councils for Postgraduate Medical Education and the Danish Medical Societies. 

In the hearing process the stakeholders are presented with data regarding the current supply within the specific medical specialty. Both on a national and regional level. On the basis of the data presented the stakeholders are invited to answer a series of questions. For example:
· How is the current balance between supply and demand perceived?
· Are there any specific regional differences in the supply or demand the plan must take into account?
· Is the demand expected to exceed or be lower than the expected supply? If so, why?
· Which factors is expected to influence the future demand within the medical specialty?

The information provided by the stakeholders is first of all considered by the Planning and Forecasting Committees subcommittee. The subcommittee examines the data and information provided by the different stakeholders and draws up a plan for the number of postgraduate training posts. In examining the information provided the subcommittee tries to take different factors into account for example:
· How many doctors can be expected to begin a postgraduate training post?
· Are there any special areas in an acute need of specialists?
· If the number of postgraduate training posts is increased in one specialty it can affect the demand for specialists in another specialty
· Increasing the number of postgraduate training posts in specialties having no problem recruiting can have a negative effect on recruitment to specialties already facing recruitment difficulties.  
· The educational capacity in the different specialties

When the subcommittee has drawn up the plan it’s first of all presented in the Planning and Forecasting Committee. If the committee gives the green light the plan (if for doctors) is afterwards presented in the National Council for Postgraduate Medical Education or (if for dentists) presented in the National Council for Postgraduate Dental Education. 

This can sometimes make small changes to the plan which is afterwards released by DHMA. As a general rule the plan for the number of postgraduate training posts cover a five year period and the Danish Regions and other stakeholders involved in the postgraduate education of doctors and dentists are required to follow the plan. However if stakeholders within this five year period submit relevant information regarding the number of postgraduate training posts the number can be changed within this period.

Results or outcomes (actual and/or expected).
The quantitative forecast shows the expected supply within the profession and specialty. The supply forecast for doctors and medical specialist is presented below. 

Table 1: Expected supply of doctors and medical specialists
[image: ]

Furthermore as described the forecast includes simplistic scenarios for the demand side. This makes it possible to have a discussion on how big a growth is needed but also on what growth that is acceptable when trying to take into account that there has to be future funding to support the increase in health workforce. At the same time the scenarios makes it possible to compare with some historic trends in the health workforce growth.

On the basis of the forecast as earlier described a plan for the number of postgraduate training posts is drawn up. Furthermore DHMA advices the minister of Higher Education and Science regarding the student intake within the 4 professions; doctors, dentists, dental hygienists and clinical dental technicians.
Strengths of the solution (why this is a good practice).
Denmark has chosen a simple forecasting model combining a quantitative and qualitative approach. Whether a more complex model would generate a lot more value to the planning is difficult to say. One of the big strengths in the model is that it’s quite cheap. The DHMA uses approximately 0,25-0,5 FTE per year doing the modelling. Not taking into account the time spent from the stakeholders and the statistical analyst placed at Statens Seruminstitut. At the same time the model is since it’s simple easy to update. 

Another strength of the model is that is has a high degree of stakeholder involvement in the development and adjustment of the forecasting model. This ensures that the process of forecasting and setting the number of postgraduate training posts is very transparent. 
Possible specific improvements (how to get a best practice).
A simplistic model of course has its flaws. In the current Danish model a lot of trust is put into the stakeholders’ advice even though it doesn’t support the stakeholders with a lot of data regarding scenarios for the future demand for workforce. The stakeholders in that regard play a crucial role and if their advice turns out to be based on a wrong set of assumptions Denmark probably won’t reach a balance between supply and demand in the future. 

From time to time stakeholders therefore encourage the DHMA to make a more elaborate demand forecast so that it’s easier for the stakeholders commenting on the needed amount of health workforce. Making more elaborate demand scenarios where it’s tried to model some expected trends in the health care sector should in theory make the stakeholders able to give better advice to the DHMA. At the same time a description of future scenarios for the health care sector will make it possible for politicians to have a discussion on in which direction the healthcare sector should be developed. 

On the downside a more elaborate demand model would also cost more to develop and regularly update than the current model and it’s not sure that the scenarios developed will give a more accurate picture of the future than the different stakeholders’ current advice. However if a more elaborate demand model leads to better balance between supply and demand it would probably be resources well spent.  
Suggestions for a quick / easy implementation.
· Establish a planning and forecasting committee
· Establish a subcommittee that tries to implement the planning and forecasting committees wishes into a technical forecasting model 
· In the first years of modelling focus on developing a supply forecast combined with simplistic scenarios for the demand side
· Develop a qualitative method for involving stakeholders in the description of future demand. 
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).
Currently the DHMA plan to update the forecast for doctors and medical specialists. For that task we have involved the Planning and Forecasting’s subcommittee to review the model. For our next forecast we plan to include scenarios showing:
· The expected supply if retirement age is increased by 2 years
· The expected supply of medical specialists if all postgraduate training posts are filled
· The expected supply of medical specialists if more postgraduate training posts than set in the current plan is filled
· The expected supply of medical specialists if the future number of filled postgraduate training posts corresponds to the average number of posts filled in the period 2012-2014.
· The expected supply of doctors if we see an increase or decrease in the student intake
· The expected demand based on the historic trend in health expenditure per capita
The current forecasts and plans setting the number of postgraduate training posts are only available in Danish but can be found on our website. 
Forecast for Doctors
Plan for the number postgraduate training posts for medical specialists
Forecast for Dentists, dental hygienists and dental technicians
 Plan for the number postgraduate training posts for dental specialists


England
Good practice on to define explicit, transparent and specific goals on HWF planning.

Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
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. 

Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).

Good practice on stakeholder involvement: the experiences of the "call for evidence" and the process of "triangulation".
Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
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. 
Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc)

Finland
Good practice on HWF planning harmonized with social and economic development and planning of other related sectors 
Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).

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. 

Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc)
Netherland
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
Reference information (contacts, website, people, etc).
Contact:	V.A.J. Slenter, CEO 
Website:	www.capaciteitsorgaan.nl 

Context.
Description of the problem (why it's important this issue).
The Netherlands is the only Country, together 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.
Description of the activities (including challenges).
The most important step in defining imbalances between the demand and the supply of health care is in identifying a number of parameters that can be considered to be illustrative for any differences between supply and demand. By monitoring multiple parameters one can consider triangulating the results. The parameters have to be measurable, but it is not necessary to have a census. There may be differences between the professions regarding the parameters used. In the Netherlands, there is only one parameter that is in place for all medical professions. The “Arbeidsmarktmonitor” or vacancies monitor is the only one used for all medical professions. For all clinical professions, this monitor is broadened by monitoring the period between the request of a patient for an appointment with a clinical specialist and the actual appointment.  For the general practitioners, this parameter is irrelevant as every patient can have an regular scheduled appointment with his or her general practitioner within 2 days. 

In our specific reports on different professions underlying our recommendations, we systematically  comment on any possible imbalance between demand and supply in chapter 4.5, unmet demand (“Onvervulde zorgvraag”) . In this example we will focus on the general practitioner because in the Netherlands the general practitioner is the gatekeeper of health care. Imbalances between demand and supply of general practitioner care can have grave consequences for the rest of the health care system. There are a number of (measurable) indicators for imbalances between demand and supply in use in the Netherlands:
· Trends in the vacancies monitor;
· Trends in the number of locums;
· Geographical distribution of general practitioners;
· Trends in immigration of general practitioners form other countries.

Vacancies for general practitioners (and all other medical professions) are monitored continuously and reported to the ACMMP and the magazine of the Royal Netherlands Medical Association every 3 months. The number of vacancies is divided by the number of working general practitioners at that time and results in a percentage of vacancies for this profession. What is considered a percentage of vacancies beneficial for a sound workforce market depends slightly on the average number of years the newly registered professional is expected to work. Usually, we consider a percentage range of 1% to 3% vacancies as normal.  

In the Netherlands, medical graduates can register as general practitioner after successfully completing a vocational training of 3 years. All general practitioners work in private. Most of them work in a duo or a group practice of general practitioners. Some, especially in the rural areas, still work in  solo practices.  Once a general practitioner settles in a certain area he usually stays there for the rest of his or her remaining career.  This prospect encourages most newly registered general practitioners to start their career as a locum in order to orientate on possible future workplaces. Newly registered general practitioners are structurally surveyed each year until they finally settle down. Trends in the number of young locums are an indicator for changes in the demand for general practitioners.   

The geographical distribution of general practitioners in the Netherlands is monitored each year. This is done by linking each general practitioner by fte worked with the zip code of the general practice he or she is working in, be it as (co-)owner, locum, or employed by another general physician. Usually, the reports on the geographical distribution are on a level of the 12 provinces and show data on the number of fte of general practitioners, the number of inhabitants of the province, and the number of people served by one fte general practitioner.

Finally, trends in the immigration of general practitioners from other countries can be an indication for unmet demand in the Netherlands. The immigration of general practitioners (and all other medical specialists) is monitored each year.

Results or outcomes (actual and/or expected).
The vacation monitor shows that the vacancy percentage for general practitioners in 2012 was stable at 1%. The yearly investigation of the number of locums demonstrates that the number of locums has increased from 1.500 in 2010 to almost 2.000 locums in 2012. The number of general practitioners employed by other general practitioners has remained stable at 1.000 persons. The geographical distribution of general practitioners  indicates that there are no shortages for general practitioners at national or provincial level. In rural areas occasionally there may be a succession problem due to the location of the general practice. In most cases, this is due to the organisation of the practice, not to the location. Solo practices are not very favoured any more. The immigration of general practitioners into the Netherlands is virtually absent.

The conclusion of the experts in the Chamber for General Practitioners was that there is no problem with the national workforce capacity of general practitioners. Also, there are no regional distribution problems. The percentage vacancies is low but stable. The increase in the number of locums in the last two years indicates that it takes young locums longer to buy their way into a general practice.  The experts decided for the first time in the history of the ACMMP to fix the parameter “unmet demand” for general practitioners on 0%.
Strengths of the solution (why this is a good practice).
The 3 usable parameters all point in the same direction. This eases the work of the experts. They relate to the findings of the ACMMP with their own experiences in the field. The percentage of vacancies is in the lower part of normal margins. This percentage is measured trough monitoring the vacancy adds in 5 Dutch medical websites. The choice of these 5 websites have been unaltered in the past 8 years.  Changes in the reservoir of locums will usually precede changes in the percentage of vacancies. The number of locums is measured through a census method by structural surveys. The reservoir of locums seems large enough to fill all vacancies in the Netherlands, even in the less favourable practices. The distribution of practicing general practitioners is also measured through a census method, as is the number of immigrants. The strength of the parameters is high. The resulting decision on the unmet demand states that there are sufficient general practitioners in the Netherlands . It also states that there is no intention to increase the number of general practitioners in the soliciting reservoir any further. 

Possible specific improvements (how to get a best practice).
At the moment, the ACMMP is working on potential improvements of the vacancies monitor. Although we are sure that the 5 monitored websites cover the vast majority of vacancies for medical personnel in the Netherlands there are at least 40 other websites that also have adds for medical professionals. The monitoring depends heavily on the existence of these 5 websites and therefore is vulnerable. Changes or closing down of one of these websites may impair at least the trends we have been monitoring since 2006. Furthermore, at present the monitoring of the websites including the isolation of unique vacancies (they may be present on several websites) is done manually. This may be a cause of errors in the final results. 

The improvement consists of an automated monitoring of all Dutch websites for medical vacancies. We have been working on this potential improvement together with the firm Job Feed since late 2013. The results are very promising so far. We expect to finish this trial in December 2015. It may eventually have implications for all countries that use the Internet for medical vacancies. 
Suggestions for a quick / easy implementation.
Implementing unmet demand in the workforce planning is not very easy. The quickest implementation can be achieved by structural surveys of all newly registered medical specialists in a certain specialism.  The surveys can be copied from the Dutch ones and completed with specific topics for the own country. The ease with which newly registered physicians e.g. can obtain a definitive working position or a locum position is an indication for the balance between demand and supply. Then, the organisation responsible for certifying the new specialists has to be asked to distribute these survey forms structurally. In this way, the first results will be available within 6 months after starting. In our experience, the outcome of this first survey will produce valuable input for improvements in the next questionnaire. 

The monitoring of the vacancies can be started at any time. Crucial is the selection of the web sites that will be monitored in the future, since the isolated trends are even more important than the absolute number of vacancies. This means that changes in the selected websites cannot be made easily. Besides that, monitoring the websites can be more time-consuming than doing surveys. 

The geographical distribution of general practitioners depends heavily on the registration system that is in place for practising general practitioners . In the Netherlands, we use the quality register for general practitioners  deployed by the Registration Committee for Medical Specialists (“RGS”) for this purpose. This register holds all practising general practitioners and is actualized permanently.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).
Next recommendation for general practitioners:	2016
Improvements under construction:			- unmet demand
							- conversion of working hours to fte
							- effects of trainees on total working hours
Related bibliography:	- The recommendations 2010 (website Capaciteitsorgaan)
			- The recommendations 2013 (website Capaciteitsorgaan)
- Capaciteitsplan 2010: deelrapport 2; huisartsgeneeskunde (website)
			- Capaciteitsplan 2013: deelrapport 2; huisartsgeneeskunde (website)
			- Cijfers uit de registratie van huisartsen, peiling 2010 (website NIVEL)
			- Cijfers uit de registratie van huisartsen, peiling 2011 (website NIVEL)
			- Cijfers uit de registratie van huisartsen, peiling 2010 (website NIVEL)
			- Regionale spreiding huisartsen; notitie voor het Capaciteitsorgaan





Good practice on forecasting the demand side: in particular for dentist

Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
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.

Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).

































































































Good practice on data collection, in particular on FTE estimation (examples, detailed description of the process, tools, etc).

Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
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.

Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc)



Good practice on self-evaluation of the effectiveness of the planning model (monitoring process and consumer satisfaction survey): examples and tools.
Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
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. 
Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc)
Norway
Good practice on forecasting the HWF demand
Reference information (contacts, website, people, etc).
Norwegian Directorate of Health
Pb 7000 St Olavs plass, 0130 Oslo
Department of Education and Personnel
Universitetsgata 2
Web: www.helsedir.no

Contact people:
Otto Christian Rø: otto.christian.ro@helsedir.no
Øyvind Søetorp: oyvind.soetorp@helsedir.no
Randi Moen Forfang: randi.moen.forfang@helsedir.no

Context.
Description of the problem (why it's important this issue).
Description of the activities (including challenges).
The Norwegian health and social personnel forecast model (HELSEMOD) is developed by Statistics Norway. It is mainly applicable for planning purposes of future health personnel capacity to cope with health care needs in the population. It is not a prognosis, but an exercise in disclosing what happens 20 years ahead under certain conditions. The model is based on alternative projections based on different assumptions, and offers different scenarios (i.e. high, medium, low) for the different approaches. The baseline year for the most recent projections is 2010, and the model projects the health care personnel needed towards 2035. It should be noted that HELSEMOD is the main Norwegian forecast model for health personnel, but there is also other registers and statistics used for planning purposes on national, regional and local level supplementary to the results of the HELSEMOD. This chapter however focuses on the HELSEMOD model.
The various factors of the demand side in health planning models are surrounded by a lot of uncertainties. The OECD distinguishes five different approaches to modelling the demand side, than can be commented based on the Norwegian experience:
1. Population size
2. Current utilisation patterns
3. Changing utilisation patterns
4. Changes in health service delivery
5. GDP/ health expenditure growth
1) Population size
Any model should include population size as a basic element for all types of forecasting. Changes in the age groups of the population using health services are a basic component in projecting the demand for services and personnel. By assuming a fixed ratio between health workers in different services and population in actual age groups may, it is possible to construct a relevant first order indicator of future demands. An increase in population will also affect the supply side of health personnel. This approach can easily be implemented based on population projections which are known with a relatively high degree of certainty for the first decades. However, this approach is not sufficient to forecast future population needs because it does not take into account other factors. In the most recent population projection (2011) made by Statistics Norway, the population is projected by age and sex at the national level up to and including the year 2100. 
2) Current utilisation patterns
Most models also consider the effects of changes in population structure to estimate the future demand for health services. This exercise requires data on present health care utilisation rates by age and sex, in different settings. These patterns are translated into health workforce requirements by using existing data on population size. It is assumed that the utilisation rates and the related health workforce requirements remain constant over the course of the projection period. In baseline scenarios, changes in demand are driven by changes in population size and structure only. This approach is useful if the change in utilisation pattern cannot be projected properly (see approach 3). However, it is easier for countries with fully developed health care systems to use the existing utilisation rates than countries without access to the same data and where the living conditions are expected to improve. This should be taken into account in developing a forecasting model.
The HELSEMOD model uses data from multiple sources in the Statistics Norway`s health statistics to disclose the current utilisation patterns. Available data varies across the different health care settings, and health care utilisation data is not seamless between hospital and primary health care in Norway. If data is not available, it is assumed the same pattern for every population group. The lack of good data for all groups could be considered a weakness in the model. The demographical component is shown as a time series for each year in the projection period, which is beneficial when building a forecasting model.
3) Changing utilisation patterns (e.g. need-based)
In addition to merely considering the population size and current utilisation patterns, it is also possible to incorporate possible changes in the demand by using different methods. The two most common approaches are: the utilisation-based approach and the needs-based approached. However, there may be gaps between utilisation and needs for health services. For both approaches, the most common factor is changes in population health status (morbidity or epidemiology). This can be taken into consideration by using data on past trends in health risk factors and the incidence/prevalence of a number of diseases by age and sex, making assumptions that these trends will either continue or stabilize in future years. The use of available data is often complemented by expert consultations to seek views on the most probable scenarios in terms of morbidity in the years ahead. “Needs-based” models try to assess any current gap between utilisation rates and health care needs by using information about unmet care needs as reported for instance in population-based surveys and/or by using available evidence on gaps between current use and recommended use according to existing clinical guidelines.
One should consider the quality of available data before making such projections, as this approach requires a large amount of information from administrative sources, disease registries and/or population-based surveys. Certain models make assumptions about compressions or expansions of morbidity or mortality, and build their projections on health workforce requirements based on arbitrary assumptions. Such practices should be avoided.
Epidemiological trends and expert judgments can also estimate changes in the prevalence of e.g. circulatory diseases, cancer, diabetes, , lung diseases, mental diseases, , people with dementia, alcohol abuse and other conditions that may increase the demand for health services. Even though such judgments may not produce specific numbers by themselves, they are an important supplement/alternative to available data.
A model may consider past trends in the health care and social services when making projections. The HELSEMOD model only indirectly include such aspects through the assumption the observed increase in utilisation of health services will continue in the projection time span as a part of general economic growth. Progress as a result of new health technologies and research may entail higher demand in itself due to the new possibilities. On the other hand, improved health status in the general population may indicate that the need for health services does not increase as much as the rise in the number of for example elderly with high health care needs.
4) Changes in Health Service Delivery
Changes in the composition of health services may also impact the future demand for different categories of health workers. One can expect a re-organisation of the health care service deliveries to influence the health workforce requirements, requiring a different number and mix of health care providers. Many countries try to re-orient activities away from hospitals for example by strengthening primary health care, home-based care and long-term care in institutions. These policies are likely to have an impact on the health personnel demand. Some countries have tried to include this in their health workforce planning models. For this purpose, the model requires possible assumptions about the future direction and magnitude of the reforms. Some Norwegian reforms are incorporated in the HELSEMOD 2012 model and in earlier versions. An example is the Coordination Reform which presumes that the municipalities will play an increasing part in meeting the growth in demand for health services. In order to include the reform into the analyses, Statistics Norway has assumed expansion of home nursing care, general practitioners, physiotherapy and in health promoting activities compared to the baseline alternative. This is one way to take into consideration that the health care delivery system affects the health workforce demand. Another example is a long term national program to strengthen mental health care resulting in an increased supply of services, reflecting a former unmet need of mental health care. Such reforms can influence future demand considerably. Although the effect of different re-organisations can be hard to measure, it is an important factor to incorporate into any forecasting model.
5) Gross Domestic Product (GDP)/Health Expenditure Growth
Future economic growth in the society, whether negative or positive, is likely to be very important for the future demand for health services and health workers. Positive economic growth increases the public and private resources to pay for health services. Only a few models have tried to incorporate economic growth. Experiences show that countries with affluent economies tend to increase the share of GDP spent in the health care sector. Countries with reduced public spending and high unemployment rates tend to protect the health sector, although expansion of patient co-payment is often introducediii. The HELSEMOD model assumes that positive economic growth will create higher expectations and utilisation of services beyond the impact of demographic changes. The model includes this aspect through GDP growth.
Results or outcomes (actual and/or expected).
Since most of the Norwegian health spending is publicly (more than 80 %), the model recognises the increasing health and social spending depending on political decisions. Models in countries with different health systems will also benefit from incorporating economic growth
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
The forecasting model would benefit from including projections not only at the national level, but also at a regional level. If possible, this should be a part of future model.

Suggestions for a quick / easy implementation.
Based on the OECD experiences, and following the Norwegian model, for an easy implementation of the Norwich model:
· Population size projection should be incorporated, although interpreted with care.
· Considering the current utilisation rates is a good basis for the model, but is insufficient for forecasting future needs.
· Being able to forecast changing utilisation rates will greatly improve the accuracy of the model.
· The effects of significant health reforms or political priorities should be quantified and incorporated into the model.
· National economic development and health expenditure growth should be incorporated and is essential for a good forecasting model.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).
Ono, T., G. Lafortune and M. Schoenstein (2013), “Health Workforce Planning in OECD Countries: A Review of 26 Projection Models from 18 Countries”, OECD Health Working Papers, No. 62, OECD Publishing. http://dx.doi.org/10.1787/5k44t787zcwb-en
Roksvaag, K. and I. Texmon (2012), Arbeidsmarkedet for helse- og sosialpersonell fram mot år 2035 [Helsemod- the labor market for healthcare personnel towards 2035], Report 14/2012, Statistics Norway, Oslo, http://www.ssb.no/emner/06/01/rapp_helse/rapp_201214/rapp_201214.pdf
World Health Organization (2014), Health systems in times of global economic crisis: an update of the situation in the WHO


Good practice on assessment of intake need to fulfill home demand, included discussion on usage of drop-off rate;
Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).
Good practice in planning all professions and apply skills transfer
See objectives set in Milan
Reference information (contacts, website, people, etc).
Context.
Description of the problem (why it's important this issue).
Description of the activities (including challenges).
Results or outcomes (actual and/or expected).
Strengths of the solution (why this is a good practice).
Possible specific improvements (how to get a best practice).
Suggestions for a quick / easy implementation.
[bookmark: _GoBack]Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).
Spain
Good practices on multi regional planning: organization aspects and forecasting model with special attention on in-land migration impacts.
Reference information (contacts, website, people, etc).
· National website. MoH. Studies for health workforce planning
· Ministerio de Sanidad, Servicios Sociales e Igualdad - Profesionales - Estudios para la planificación de profesionales sanitarios
· Regional website. Murcia Region: 
· http://www.murciasalud.es/fse.php?iddoc=192437&idsec=4494
· http://www.murciasalud.es/recursos/ficheros/165344-modelo_dinamico.pdf

· Legislation: Last modification of article 22 Law 44/2003, November 21st.

Context.
Description of the problem (why it's important this issue).
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.

Description of the activities (including challenges).
The Spanish experience is focused on the planning of medical specialists and other specialists (nurses, biologists, pharmacists, chemists, physicists and psychologists). 
Since 2003, the number of vacancies for specialist training is annually approved by the Commission on Human Resources of the National Health System (CRHSNS)[footnoteRef:1], with the previous report by the Ministry of Education and the National Council of Specialists in Health Sciences (CNECS)[footnoteRef:2]. [1:  CRHSNS is composed by health officials of the regions (17 autonomous communities + INGESA) and the central state administration (Ministry of Health, Social Services and Equality, Ministry of Education, Culture and Sports , the Ministry of Defense and the Ministry of Finance and Public Administration)
]  [2:  CNECS represented by each of the specialties.
] 

The annual offer of specialist training meets the needs of specialists identified at national and regional level, as well as budget available. 
The first step is the initial proposal for regional offer (17 regions+ INGESA[footnoteRef:3]). Regional proposals respond to regional needs (regional planning) and do not always match with the global needs at country level (country planning). Even though the regional offer aims to be self-sufficient for training, sometimes a region hasn’t authorized training capacity to meet regional needs or the specialty is oversupplied at country level.  [3:  National Institute of Health Management] 

To get a consensus to address these differences, a Working Group (WG)[footnoteRef:4], by delegation CRHSNS, maintain numerous contacts and negotiations: plenary and bilateral meetings. In these meetings, the criteria for each annual offer are fixed, differentiating between specialties with oversupply, deficiency or balance and checking regional and national needs. These criteria based on a forecasting model are yearly adjusted in order to anticipate future demands. Sometimes, a region didn’t unilaterally accept these criteria and proposes a number of vacancies higher than the necessaries calculated. In these cases and before 2014, tools were not available to reduce the regional proposal according to global needs and planning. This was the main reason for a change in the Law[footnoteRef:5] to allow the MoH to introduce corrective measures to the regional proposals. These corrective measures require a reasoned report from the MoH to the Commission of Human Resources. [4:  WG is composed by technical staff of the MoH and the regions]  [5:  Article 22, Law 44/2003, modified in March 2014] 






	Spanish specialists planning process

	




Results or outcomes (actual and/or expected).
The offer 2014/15, set on September 1st. and negotiated during the past nine months, hasn’t required taking corrective measures because previous negotiations among the MoH and the regions have allowed to adjust the initial proposal of certain specialties. Probably the new MoH competence has changed the predisposition of some regions to reach agreement, as in previous years had been more reluctant.
Strengths of the solution (why this is a good practice).
The Spanish planning system of specialists involves various stakeholders that enrich the discussions and bring different approaches: central, regional and professionals. In a decentralized country like Spain, regional needs must be taken into account but shouldn’t lose the global picture/framework and the country planning has to obey to the global needs, to promote cohesion and guarantee that patient care has the same quality and safety all over the country.
Possible specific improvements (how to get a best practice).
Spain have to continue to improve its planning, especially by continuing working in the availability and reliability of data for planning and updating the skills of specialists. For this task we have two new tools:
· The State Register of Health Care Professionals[footnoteRef:6], created specifically to improve planning, which will be available by November 2016 [6:  Royal Decree 640/2014, July 25] 

· The new specialist training system that includes a core training period (trunk) common to several specialties[footnoteRef:7]. [7:  Royal Decree 639/2014, July 25
] 

Suggestions for a quick / easy implementation.
According to the Spanish experience, we suggest: 
a) The creation of working group composed by central government and regions and other stakeholders. 
b) Setting a time horizon to adopt agreements.
c) Launching the working group timely for the discussion of all criteria and measures.
d) Sharing and disseminating information necessary for planning among all stakeholders.
e) Considering regional needs but remembering that planning has to cover the overall needs of the country.
f) Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc.).
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, link, etc).



















Good practice on how HWF planning system takes into account budget constraints in its scenarios and it allows to evaluate alternative allocation of resources.
Reference information (contacts, website, people, etc).
· National website. MoH. Studies for health workforce planning
· Ministerio de Sanidad, Servicios Sociales e Igualdad - Profesionales - Estudios para la planificación de profesionales sanitarios
· Regional website. Murcia Region: 
· http://www.murciasalud.es/fse.php?iddoc=192437&idsec=4494
· http://www.murciasalud.es/recursos/ficheros/165344-modelo_dinamico.pdf

· Legislation: Last modification of article 22 Law 44/2003, November 21st.

Context.
Description of the problem (why it's important this issue).
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 variuos 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.

Description of the activities (including challenges).
In Spain, by Law[footnoteRef:8], the planning of health specialist’s vacancies takes in account the budget and the needs (demand) of professionals. Both factors are closely related, the budget determines the investments of regional health services, low budgets condition the opening of new health centers, retirement patterns and replacement of health professionals and, consequently, the demand of new specialists. [8:  Article 22, Law 44/2003, November 21st.] 

In the Spanish planning model for specialists, the regional proposal of vacancies must ensure that the budget is available. The vacancies offer by central administration[footnoteRef:9] (0.3% of total) must be fiscally authorized by the Ministry of Finance, previously. [9:  Ministry of Defense,  Health Institute Carlos III and INGESA (National Institute of Health Management)] 

In the beginning of the economic crisis, the annual vacancies of specialized training continued growing in Spain and reached the highest number of offer to history (2011). However since 2012, the reduction is progressive according to these two factors: specialist demand and budget.
In addition to the previously mentioned, Spain has frozen salaries in the public sector since 2010; this measure also affects specialists in training, and, therefore, the overall cost of specialized training
 

	Evolution vacancies and expenditure specialist training in Spain

	

	Source: Ministry of Health, Social Services and Equality, September 2014.
The increase in spending in 2007 and 2008 reflects a change in the remuneration[footnoteRef:10] and the increased number of specialists in training. [10:  RD 1146/2006, August 6. special employment relationship of specialist training.] 

Expenditure data 2023 and 2014: not available.



Results or outcomes (actual and/or expected).
Therefore, published data[footnoteRef:11] indicates that specialist training spending in 2012 reached 992 million euros, compared to 1.001 the previous year, representing a decrease of 0.9%, while the overall reduction of public health expenditure was 1.7%. The expenditure data are published with two year delay, so we have to wait to know the real expenditure of specialized training in 2013 and 2014. [11:  Public health spending statistics 2012: Key Findings (Page 12)] 

Despite the progressive reduction of supply (number of vacancies), the specialist replacement in the next 15 years is guaranteed with the current specialists in training. Our last offer was a bit oversized in relation to future demand and because the demographic forecast have not accomplished. Currently, the offer is adapting to new scenarios
Strengths of the solution (why this is a good practice).
The planning of HWF should be made based on the needs of health care for the population, but economic resources should also take into account, because the available budget is a factor that influences the demand, just as has happened in Spain during the economic crisis. 
Possible specific improvements (how to get a best practice).
When budgets are low, you can opt for an easy short-term measure: reducing expenditure can be approached in two ways: by reducing the expenditure of specialized training or reducing overall costs by employing lower-paid professionals as specialists in training. This measure can have serious consequences in the medium and long-term supply of professionals, may cause imbalances (shortages or surplus). Therefore, in these situations it is more necessary than ever to optimize resources and, therefore, a good planning is a key factor. 
Suggestions for a quick / easy implementation.
Further information (including next changes or improvement planned, related bibliography, useful documentation, working materials, pdf or excel tool, linnk
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2012 2015 2020 2025 2030 2035

General practice        4.458        4.370        4.454        4.708        5.212        5.732 

Anaesthetics           970        1.038        1.094        1.122        1.167        1.247 

Occupational medicine             91             87             77             86           113           146 

Child and Adolescent Psychiatry           166           194           246           318           397           467 

Dermato-Venereology           154           156           172           204           238           268 

Diagnostic Radiology           484           517           558           617           683           758 

Gynaecology and Obstetrics           549           560           554           581           618           669 

Generel internal medicine           155           128             85             49             20               5 

Generel internal medicine: 

Endocrinology

          188           207           234           270           299           337 

Generel internal medicine: 

gastroenterolgy and hepatology

          165           179           192           224           258           297 

Generel internal medicine: geriatrics             87             92           126           176           228           282 

Generel internal medicine: 

heamatology

          102           111           136           169           200           229 

Generel internal medicine: 

infectious diseases

            74             88           111           135           161           186 

Generel internal medicine: 

cardiology

          344           363           405           450           483           520 

Generel internal medicine: 

respiratory diseases

          125           143           171           212           255           305 

Generel internal medicine: 

neprhology

          110           123           149           167           186           204 

Generel internal medicine: 

rheumatology

          214           208           224           269           313           369 

Vascular Surgery             75             84             88             93           102           113 

General surgery           482           489           512           525           549           587 

Clinical biochemistry             86             87             83             94           113           133 

Clinical pharmacology             36             42             57             75             91           104 

Clinical physiology and nuclear 

medicine

            85           103           126           145           162           181 

clinical genetics             26             44             59             78             94           111 

Clinical Immunology             42             50             56             64             71             82 

Clinical microbiology             95             99           106           111           121           135 

Clinical oncology           140           185           282           391           493           586 

Neurological surgery             85             90             90             88             87             86 

Neurology           292           324           386           459           526           592 

Ophthalmology           310           318           329           368           417           461 

Orthopadic surgery           700           740           770           782           804           867 

Oto-rhino-laryngology           342           349           349           385           416           440 

Pathological anatomy and cytology           186           194           213           246           289           330 

Plastic surgery             95           100           111           122           132           148 

Psychiatry           808           790           738           786           901        1.056 

Paediatrics           409           435           472           526           583           631 

Forensic medicine               9             12             19             28             35             43 

Public health medicine           137           130           136           144           158           184 

Thoracic Surgery             89             91             87             78             72             71 

Urology           157           167           192           216           245           279 

Medical specialists in total       13.125       13.486       14.246       15.561       17.292       19.236 

Doctors wihtout specialty        7.720        8.088        8.559        8.699        8.685        8.657 

Doctors in total       20.845       21.574       22.805       24.260       25.977       27.894 

Doctors on leave           918           987        1.078        1.130        1.165        1.196 

Doctors in total (incl. Doctors on 

leave)

21.764        22.561        23.883        25.390        27.142        29.090       
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