   Describing the fundamental aspects of the HWF planning systems in selected European Countries
The purpose of the handbook on HWF (Health Work Force) planning systems (D52) is to become a guide to all European states wanting to improve their planning of the HWF but in particular those who are starting up a planning system now.
In order to respond to the future requests on the handbook we have decided to distinguish between the activities that need to be done during the starting up of a planning system and a description of that one.  In this document we will treat the description of the planning system.
When we have analysed the different planning systems that could be used as “good practice” and compared with the literature on the subject, we have found five main elements to describe a planning system:
1. How the planning system is organized in order to guarantee a permanent process. The literature defines planning (also called forethought) as the process of thinking about and organizing the activities required to achieve a desired goal.   Planning is deciding in advance what to do, how to do it, when to do it, and who should do it.  In a complex system it is critical to engage the stakeholders in the planning process.
2. Which goals are set and with which time frame. If the goals are set on fifteen years from now, probably there will be less restrictions in the system than if you plan for the next year. For example, in most European countries in fifteen years from now, half of the doctors of today will have left the active working life and the new doctors may have different characteristics.
3. How the planning process is connected with the actions that will achieve what has been planned, (the cycle of continuous improvement of Deming with the phases Plan, Do, Check, Act).  Within the planning phase, the literature highlights the need to adopt a method that is consistent with the time frame.  It might be necessary to include in the planning the skills needed, the future professional mix, the quantity, the working conditions and the training.
4. Which data is really used in the planning.
5. The type of the forecasting model and its use.
The attached template is to be used when describing some selected existing planning systems in European Countries[footnoteRef:1].  In the expert meeting in Firenze in May the template and the descriptions will be used to: [1:  See document in Sharepoint at 
https://collab.health.fgov.be/sites/dg1/CW/JAEUHWF/WP_5/Shared%20Documents/D052%20Handbook%20on%20planning%20methodologies/140312_Inclusioncriteriaforassessmentofplanningmethodologies_WP5_PM.docx .] 

· compare the different systems;
· choose criteria for assessing the systems;
· assess the systems according to these criteria.
During the following months the results of the expert meeting will be used to organize and develop the Handbook.
SPAIN: INTEGRATION BETWEEN NATIONAL AND REGIONAL STAKEHOLDERS

ORGANIZATION OF THE HWF PLANNING SYSTEM (staff, competences, workflow, responsibilities)
	Main aspects
	Description / Examples
	Documents

	At what level does workforce planning take place?

1. Regional (local).
2. National (central).
3. Separated between central administrations and regional (local) administrations.
4. Shared among central administrations and regional (local) administrations.

	National and regional.
(source: Matrix Feasibility Study)

 
	

	Staff members.

1. How many people are involved in the planning institution? 
2. Which competence profile?
3. Other people involved from external organizations?

	There are 4 head counts (approximately 3, 3 FTE) involved in HWF planning and forecasting.
We also have a variable annual budget (60.000-100.000€) for HWF research. 
In all regions (17) are professionals with part-time dedication to the preparation
of the annual supply of specialized health training places.
(source: WP5 survey)
	

	Specialization of the staff members.

1. Staff members specialized for single professions.
2. Staff  members competent for all professions.

	
	

	Organization of the workflow.

1. Different workflow for each professions managed by different planning institutions.
2. Same workflow with some specific articulation for the different professions managed by the same planning institutions.
3. Unique workflow with no specific procedures for the different professions managed by the planning institutions.

	
	

	Organization of the stakeholders representation.

Please, describe the involvement in the decision making process of the stakeholders and, if possible, design the chart.

	To try to overcome the challenges in relation to health workforce, abundant regulation regarding health professionals’ career paths (including doctors, nurses and midwives) has been issued since 2003 when a new law on the Regulation of Health Professionals (Law 44/2003) was approved. Among other things, the law sets up the Human Resources Commission of the SNS. The SNS Human Resources Commission, as part of its mandate from the CISNS, has the task of fostering adequate planning for the needs of the SNS56. The Commission is composed of:
 Central Administration of Ministry of Health, Education, Economy;
 17 Autonomous Communities and the Institute of Health Management (represents the cities of Ceuta and Melilla);
 Ministry of Defense - expected to offer medical undergraduate training. The Ministry of Defense currently offers medical and pharmacy specialist training to both military personnel and health science graduates in general.
(source: Matrix Feasibility Study)

	

	Which are the stakeholders involved?

1. Health care producers (public and private).
2. Health care trainers.
3. Health care payers.
4. Health care workforce (professional orders).
5. Health care users.

	HUMAN RESOURCES COMMISSION OF THE NATIONAL HEALTH
SERVICE: mainly responsible for planning. Is involved in the planning, design of training programs and human resource modernization of the National Health System and define the basic criteria for assessing the competence of healthcare professionals. Fixed annual supply of specialties places.
It is composed by health officials of the autonomous communities (17) and the central 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).
Council of University Policy: It is composed by Ministry of Education and by education officials of autonomous
communities. Fixed annual supply of university places National Council of Specialists in Health Sciences and National
Specialties Commissions: By law, you must report the supply of specialized medical training places.. Each National Commission of Specialty consists of 11 members, all of them specialists: Four recognized specialists proposed by Human Resources Commission; two proposed by Scientific Societies; a university professor and a tutor of specialists in training proposed by Ministry of Education; one proposed by professional chamber and, finally, two representatives of specialists in training. The chairmen of the each Commission form the National Council.
(source: WP5 survey)

	

	Which is the role of the stakeholders?

1. Contributing to give advices.
2. Contributing to the take the decisions.

	The regional health departaments of autonomous communities define their needs of specialists and propose the annual supply of specialist training place to the Human Resources Commission of National Health System.
The regional education departaments propose the number of places in the Faculties of Medicine of its territory to the Council of University Policy.
The Medical Council of Spain dosen’t have direct responsibility for planning process, participating in Nacional Specialties Commissions. Manages de register of collegiate.
The public and private hospitals accredited for specialized training propose to his regional health department the number of training places that they need and they can finance, the supply cannot exceed the number of accredited places.
Universities propose to regional education departments the number of places a year of Medicine; the supply cannot exceed the number of accredited places.
(source: WP5 survey)
	

	Responsabilities in the decision making process:
In the process to reach the defined goals, the responsibility of the final decision is up to

1. One subject (who?);
2. Two or more subject (shared responsibility).

	
Ministry of Health, Social Services and Equality: coordination and approval number of specialized medical training places. Manages the State Register of Health Professionals (in development).

Ministry of Education, Culture and Sport: coordination and approval number of places in Faculties of Medicine and provides the data of graduates.
(source: WP5 survey)
	

	Communication: 
How the decisions regarding “the goals” and “the results” are communicated/ published?
1. Goals;
2. Results.

	The goals and results are publishing in the web of MoH, only in Spanish: 
http://www.msssi.gob.es/profesionales/formacion/necesidadEspecialistas/home.htm
Every year, they publishing the e offer for specialist training in the official bulletin  (BOE)

	



GOALS OF THE HWF PLANNING SYSTEM (reporting and describing the goals of the HWF planning system)
	Main aspects
	Description / Examples
	Documents

	The goals are
1. Explicit or Implicit (communicated or not);
2. Specific or Generic (type of objective);
3. Measurable or not (is it possible to set indicator?;
4. Attainable (is there an action plan) or not;
5. Realistic (are there restriction?) or not;
6. Timely or not (is set a time frame to reach the target? If so, which time frame?).

	1. It has been proposed to reduce the places in the Faculties of Medicine following a sharp
increase since 2006, establishing a Numerus Clausus less than 7.000.
2. Improve the distribution of the supply of specialized training according to identified needs.
3. Reduce abandonment of specialized training and prevent recirculation (access to specialized
training place with other specialty physicians or physicians prior left the training)

(source: WP5 survey)
	



CONTROL AND CONTINOUS IMPROVEMENT OF THE HWF PLANNING PROCESS (Deming cycle: Plan, Do, Check, Act)
	Main aspects
	Description / Examples
	Documents

	Plan

Which “objects” are taking into account in the planning?
1. Skills needed. 
2. Future professional mix.
3. Quantity of professionals.
4. Future working conditions.
5. Future necessary changes in training.
	The main challenge in health workforce planning in Spain is that the country went from a surplus to a shortage of medical specialties. Shortages of professionals have been in part solved through professionals’ inflows mainly from Latin America and Europe, but there are some specialties with persistent shortages.
(source: Matrix Feasibility Study)






	

	
Which are levers and actions that planners can  manage to reach the goals? 
1. barriers to university (basic degree);
2. barriers to specialization;
3. barriers to and/or specific authorizations to work;
4. other levers or actions.

	
Based on these studies, reports submitted by the national commissions for every specialty and the Ministry of Education and in consultation with the regional health ministries, the number of available specialist training vacancies39 is decided annually by the SNS HR Commission.
(source: Matrix Feasibility Study)




	

	Do
How are the plans realized and who is involved?

	Since 2003, a great deal of regulatory and legislative activity has taken place to overcome the challenges. These initiatives include the creation of the Human Resources Commission of National Health System; the creation of a national Registry of Health Professionals and a study on needs in medical specialists, updated on a regular basis.
(source: Matrix Feasibility Study)

Studies of the need for health professionals. The studies analyse of supply and current and future needs of medical specialists serves as a basis workforce planning . The first study, published in 2007, covered the years 2006-2030. It has been updated in 2009 (for the years 2008-2025) and 2011 (for the years 2010-2025). A first study on the needs of nurses, midwives and nursing specialists has also been published in 2011. Bilateral Agreements: Signed 2001 between Spanish Ministry of Health and United Kingdom to send Spanish medical doctors, nurses and other health professionals to work in the National Health Service Recognition of specialty degrees: Royal decree on the recognition of the medical specialty degree from EU-countries and validation of medical specialty degree from non-EU countries Streamlined work visas for non-EU citizens in shortage professions: Labour ministry publishes quarterly list of shortage occupations by autonomous community
(source: Matrix Feasibility Study)

	

	Check
How are goals and actions checked? 
Who is the checker?

	The study of supply and current and future needs of medical specialists serves as a basis workforce planning51. The first study, published in 2007, covered the years 2006-203052. It has been updated in 2009 (for the years 2008-2025) and 2011 (for the years 2010-2025)53. A first study on the needs of nurses, midwives and nursing specialists has also been published in 2011
(source: Matrix Feasibility Study)

Biannually, we measured the effects of planning in the number of places in the Faculties of Medicine, 
in the number of graduates, in the number of GP and the number specialists of each specialty.
(source: WP5 survey)

	

	Act
Are there any example or documentation on acts to correct the activities in order to reach the goals?
Who is in charge of acting if the objectives are not reached?
Are there any examples of re-actions to external events (for example increase/decrease in working hours or in retirement age introduced for economic reasons)?

	Yes, the Studies of 2009 and 2011 include information about the goals reached in years previous. 
In 2012, adjustments resulting from the economic crisis increased working hours (+2.5 hours) to 37.5 hours per week. The Government has also changed gradually the retirement age for all workers, that will pass 65 years in 2012 to 67 in 2025 (+ 2 years per worker). 
Every year, the MoH adjusts the specialist training posts offer to the needs of specialists (according to planning model) and budgetary possibilities.
	



DATA ON CURRENT SITUATION ON SUPPLY SIDE (What are the supply side data on the current stock and flow and how they are collected)
	Main aspects
	Description / Examples
	Documents

	Data sources

Is there a unique database with data stored in for the planning purposes?

The database contains:
1. Aggregated data
2. Individual data

Which are the data sources?
1. Unique
2. Multiple

	Main data sources: Central government - recognition of diplomas to practise in Spain Human Resources Commission - number of practising doctors by sex and age Professional Colleges - registration data National Statistical Institute (INE) retired and active professional by sex and age
(source: Matrix Feasibility Study)

The development of the national Registry of Health Professionals, based on corresponding regional registries, is in progress. In the meantime, data collectors have to resort to several less reliable sources.
(source: Matrix Feasibility Study)

Headcount data of healthcare professionals in Spain needs to be taken with caution since the compilation of a National Registry of Health Professionals, in process since 2007, has not yet been finalised. The registry is to be developed by the Human Resources Commission of the SNS on the basis of the corresponding regional registries, many of which are also still in the process of compilation.
In the absence of a registry, there are three alternative but less reliable data sources:
1. College registration for professionals: College registration is not entirely reliable. Although college registration is compulsory for all regulated health professions, in some ACs professionals employed by the public health service are not obliged to register. Even where that obligation exists, the colleges’ registries are rather limited, providing no information on the activity status of the registered professional.
2. Payroll data of the regional health services: this data does not take into account private sector and self-employed health professionals.
3. A combination of regularly collected sources: for primary care, mainly provided by the public sector, the source would be the SNS Information System for Primary Care (SIAP) and for hospital-based care, both ambulatory and inpatient, the source would be the National Survey of Inpatient Care Premises (ESCRI), which is compulsory for hospitals, either public or private, across the country. ESCRI is limited to doctors, nurses and nurse associate professionals.
In addition to the above-mentioned sources, the National Statistical Institute (INE) holds data on:
1. Retired and active professionals by sex and age
2. Health Professionals entering Spain: (a) Economically Active Population Survey (EAPS) – allows comparison of data on foreign-origin health professionals and all health professionals; (b) National Immigrant Survey (NIS) 2007 - social and demographic characteristics of persons born abroad.
The studies on needs in healthcare specialists undertaken by the Ministry of Health take into account all available sources to estimate the number of health professionals both in the public and private sectors.
(source: Matrix Feasibility Study)




	

	Who reports the data?

	Regional contact points of the Human Resources Commission.
(source: Matrix Feasibility Study)

	

	Timely Data
Now you are working on supply side data regarding which year?
1. 2014
2. 2013
3. …

	Last data are collecting in Dec 2013
	

	Data collection
Which Is the data collection main purpose?

1. Specifically for planning
2. For other purposes and used for planning.

	The main data are collecting specifically for planning. They use complementary data to reduce the actual lack of information in the private sector, e.g. data of doctors register in the Medical Council; Health Establishments Providing Inpatient Care (ESCRI) until 2009 and since 2010, Specialized Care Information System (SIAE)
	

	List of the data collected for planning (indicating also the data used by the mathematical forecasting model)

	See the file attachment
	




MATHEMATICAL FORECASTING MODEL (How future scenarios are made? How future HWF needs are calculated?)
	Main aspects
	Description / Examples
	Documents

	The projections concern

1. Only Supply 
2. Supply and Demand 
3. Supply and population needs

	The projections concern supply and demand
The Commission monitors both the supply and demand of health workforce. The methodology applied to estimate the need in medical specialists is the system dynamics approach allowing the application of modelling and simulation techniques to complex systems.
(source: Matrix Feasibility Study)

The analysis takes into account supply variables such as medical demography, by considering the registry data of professionals furnished by the autonomous communities, data on medical schools' numerus clausus and on medical school graduates, the number of places offered in specialised training programmes and the validation of general medicine and specialist degrees from other countries. It also analyses demand variables, such as demographic information on the population as a whole, the perceived needs of the autonomous communities, and the number of jobs available. The study also incorporates the opinions of experts with regard to variations in health care demand by specialty, technological advances and organisational changes in the system. The methodology applied to estimate the need in medical specialists is the system dynamics approach allowing the application of modelling and simulation techniques to complex systems.
(source: Matrix Feasibility Study)

	

	Which are the projection periods?

	The actual projection period is 2023. The last estimations of population (National Statistics Institute) have this horizon.
	

	Integration of different professional groups

Does the forecasting model take into account any kind of 
1. horizontal integration (different specialties within the professional group) or
2. Vertical integration (different professional groups)

	The planning model doesn’t take into account other professional groups. It’s possible in the future include pharmacists and dentists.

	

	Forecasting methods used
1. Only quantitative methods
2. Only qualitative methods
3. Combination of quantitative and qualitative methods

	They uses a combination of quantitative and qualitative methods
	

	Quantitative forecasting method
Which statistical forecasting method is used?
1. Classical time series analysis 
2. Stochastic time series analysis 
3. Multiple Regression Analysis
4. Other

	Other: Spain uses system dynamics. The system establish the relationships between its variables. System Dynamics makes extensive use of diagrams, especially of two types: causal loop, and stock and flow.
	

	Qualitative forecasting method (if used)
1. Delphi
2. Brainstorming
3. Market survey
4. Other

	In 2009, Spain has made a Survey of experts, including to central and regional civil servants (experts in planning, quality, portfolio of services, statistics, etc.)  and specialists doctors.
	

	Evaluation of forecast
1. Forecast error calculation (MAD, percent confidence interval, tracking signal, etc)
2. Test on historical data
3. Others.

	Spain plans to test their historical results in 2015, with data of State Register of Health Professional will be available. 
	

	Scenario analysis 
1. Just one scenario developed
2. More scenarios developed with not adjustable assumptions
3. More scenarios developed with adjustable assumptions

	Spain  define just one scenario developed with adjustable assumptions
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		SUBMODEL OF THE SUPPLY



		DATA		DEFINITION 2006		DEFINITION 2009		DEFINITION 2011

		Basic title (Graduate of Medicine)		Numerus clausus (% increse NC 2005-2006 * NC annual) + NC annual		Numerus clausus (% increse NC 2007-2008 * NC annual) + NC annual		7000

				Attrition 0,95		Attrition 0,90		Attrition 0,90

				Delay graduation: NC * 6,421		Delay graduation: NC * 6,421		Delay graduation: NC * 6,421

				Recognition basic qualification 2006*0,293 per year		Recognition basic qualification average period 2004-2008		Annual reduction 8%

				Nº graduates by year: according to NC +Recognition cualification		Nº graduates by year: according to NC +Recognition cualification		Nº graduates by year: according to NC +Recognition cualification

		Nº Specialists in practice (for specialty & gender)		Age structure 2006 		Age estructure 2007		Age estructure 2009

				Regional variability 2006		Regional variability 2007		Regional variability 2009

				Entries for age interval 2006		Entries for age interval 2007		Entries for age interval 2009

				Outputs for age interval 2006		Outputs for age interval 2007		Outputs for age interval 2009

		Specialists outflow  (for specialty & gender)		Internal mobillity, according to data of change in residence (INE 2006), non specific for doctors		Internal mobillity, according to data of change in residence (INE 2008), non specific for doctors		Internal mobillity, according to data of change in residence (INE 2010), non specific for doctors

				Migration (UE & NonUE):2006 INE data (non specific for doctors) 		Migration (UE & NonUE): 2008 INE data (non specific for doctors) 		Migration (UE & NonUE): 2010 INE data (non specific for doctors) 

				Specialist not practising (K = 2% licensed for practice)		Specialist not practising (K = 2% licensed for practice)		Specialist not practising (K = 2% licensed for practice)

				Specialist mortality, according to gender and age National Stadistics Institute (INE 2006)		Specialist mortality, according to gender and age National Stadistics Institute (INE 2008)		Specialist mortality, according to gender and age National Stadistics Institute (INE 2010)

		Specialist inflows  (for specialty & gender)		Migration (% specialists title recognition betweeen 2000-2005)		Migration (% specialists title recognition betweeen 1998-2007)		Annual reduction 8%

				Nº post for specialist in training 2005		Nº post for specialist in training 2007		Average 2006-2011

				Nº specialist in training 2006		Nº specialists in training 2008		Nº specialists in training 2010

				% re-specialisation: 0,0741 for specialist in training & 0,043 for specialists in practice		% re-specialisation, according to data 2008		% re-specialisation, according to data 2010

				Duration speciality (4-5 years)		Duration speciality (4-5 years)		Duration speciality (4-5 years)





Demand

		 SUBMODEL OF THE DEMAND



		DATA		DEFINITION 2006		DEFINITION 2009		DEFINITION 2011

		Demographic structure (by year) . 		Born,  INE estimates 2006		Born, moderate increase according to INE estimates 2008		Born,  INE estimates sep-2011

				Death		Death, moderate increase according to INE estimates 2008		Death,  INE estimates sep-2011

				Ageing rate		Aeging rate, moderate increase according to INE estimates 2008		Aeging rate,  INE estimates sep-2011

		Demand employment		Data Ministry of Labour 2006		Data Ministry of Labour 2008		Data Ministry of Labour 2011

		Standard for number of especialists		Spanish Associations of Specialists		Spanish Associations of Specialists		Spanish Associations of Specialists

				International Associations of Specialists		International Associations of Specialists		International Associations of Specialists

				International Planification Models		International Planification Models		International Planification Models

		Demands noticed by the regional health services 				Horizon 2010		Data 2009 Study

		Trends in demand defined through a non-structured interview  to panel of experts.				Trends for speciality		Data 2009 Study





REPS

		STATE REGISTER FOR HEALTH PROFESSIONALS (REPS)



				Data		Definition

		1		  Number of register.		Number assigned by REPS

		2		Full name.		Name and Surnames

		3		Number of National Identity Card		Spanish Identity Card or Foreing Identity Card

		4		 Date of birth.		According to identity card or passport

		5		Gender.		According to identity card or passport

		6		 Nationality.		According to identity card or passport

		7		 Preferred way or place for notification purposes.		Preferably e-mail

		8		Degree.		Official title name, University and Data. Data of recognition and Country for foreing title

		9		 Specialty in Health Sciences.		Official title name, Training Center and Data. Data of recognition and Country for foreing title

		10		 Diploma in Specific Area of Training (advanced specialization).		Official title name, Training Center and Data. Data of recognition and Country for foreing title

		11		Accreditation Diploma and Advanced Accreditation Diploma (continuous training) 		Related to Continuing Professional Development (DPC)

		12		 Professional condition.		Profesional active or non-active. For actives: workday (full time or part time)

		13		 Professional practice.		Salaried (public or private system) or Sel-employed

		14		Work address.		According to code to Spanish Register of Health Centers (REGCESS)

		15		 Professional category.		Specific of public system

		16		Professional role.		Practising or no-practising

		17		Professional development.		According to criteria Public Health System

		18		 Professional membership (Official College).		Number and Date

		19		Professional Liability Insurance 		Validity period

		20		Legal condition of suspension or disqualification from professional practice 		Absence of disciplinary sanctions by court, employer or professional council








