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Learning Area 1
Professional Practice Framework
BMPF7000: Recognition and Accreditation of Prior Learning (RAL) module 
Total Credit being claimed: 50 credits
Level of Claim: 7
Learning Area 1: Building Capability and Capacity in Strategic Workforce Planning (50 Credits)
Background
In January 2021 I commenced my current role of Workforce Planning Project Manager at Hywel Dda University Health Board (HDUHB). The post was a new role and the first of its kind in Wales creating a new Strategic Workforce Planning team within the Health Board. Prior to this there had only been one individual, my manager, leading Strategic Workforce Planning, with similar individuals undertaking the role across the other Health Boards in Wales. As a group of 4 Project Managers within a newly developed team, it was our role to begin to build capability and capacity for Strategic Workforce Planning across the Health Board. As there is no formal training to become a workforce planner, we were all appointed on an Annex 21 contract, which is a training contract, giving us 12 months to undertake a Six step Workforce plan to enable us to become proficient in our understanding of Strategic Workforce Planning.
I have chosen to claim credit for this learning area because the learning and experience I have gained in workforce planning since being in post has significantly contributed to my knowledge, skills and understanding of this area. I feel I have developed as an individual and have been able to contribute to enhancing the knowledge of others to enable them to undertake workforce plans to aid in improving the future direction of the Health board.

Learning Outcomes
1: Research, critically analyse and apply workforce planning methodologies
2: Strategically promote and influence workforce planning through establishing and engaging with a variety of internal and external stakeholders
3: Collate and critically analyse data to inform workforce planning capability across the organisation
4: Design and develop a range of tools and resources to aid workforce planning
In this learning area I propose to critically analyse the way in which I developed my knowledge and understanding of workforce planning and how I led on areas of work to increase the capability of our workforce to aid them in creating workforce plans for their service areas. I plan to use the Borton (1970) model on reflection to aid me in undertaking this reflective piece. Following Driscoll’s (2007) expanded model of experiential learning that was adapted for healthcare and clinical practice I hope to reflect on my learning journey throughout my work. Using this model to answer the key questions of What?, So What? and Now what? and the actions I intend to take from my new learning.

Learning outcome 1 : 
Research, critically analyse and apply workforce planning methodologies
This learning outcome will cover the beginning of my Annex 21 period in post, covering the pre interview stage from September 2020 to March 2021 where I had begun to analyse and understand the true meaning of the role.
Prior to applying for the role of Workforce Planning Project Manager at HDUHB I had little knowledge of Strategic Workforce Planning. I had been involved in organisational change processes and the realignment of resources in my role as Project Manager whilst working at Dyfed-Powys Police but had received no direct training or qualification in the area. I had worked as a Services Project Manager at Macmillan Cancer Support for 18 months and worked with Health boards (HB) across Wales including HDUHB however this had not involved Strategic Workforce Planning explicitly, to my knowledge at the time. My 12 years’ experience in Dyfed-Powys Police (DPP) covering Carmarthenshire, Ceredigion, Pembrokeshire and Powys and my time within Macmillan Cancer Support working with several HBs led me to apply for this role within Hywel Dda believing my experience and transferable skills from my career to date would be beneficial to the role. Further information relating to my skills and experience can be viewed within my annotated CV (Appendix A). 
What?
In my initial search on Strategic Workforce Planning on reading the role description, I found very little information, therefore I sought out other opportunities to further aid my understanding of the role. I undertook this through speaking to the Strategic Workforce Planning Manager at HDUHB for more information, researching the HB strategic direction and speaking to other current and past colleagues to get their view before applying. Through researching the strategic direction I was able to understand that the HB values and strategic direction were aligned to my own and therefore allowed me to be happy with my decision in applying to the organisation. The discussions with friends and colleagues confirmed that others believed this role would align with my skills and experience. This was only the second time that I had contacted an individual to discuss an advertised post and it confirmed for me the importance of having those conversations to confirm if a role is right for you. The conversation allowed me to assess which skills and experience I already had that I could emphasise within the application and what I needed to research further to allow me the best opportunity to progress to interview stage.
Following submission of my application in September 2020 I received communication that I had been shortlisted for interview. As part of the process I was also to produce a report on the key issues facing HDUHB in relation to workforce planning (WFP) to be submitted within 72 hours of receipt of the email (Appendix B); a 10 minute presentation on a critique of the Six Steps for Health Methodology for Workforce Planning (Appendix C); along with bringing an object or piece of music that reflected my values and character, both to be presented at interview.  Undertaking this work meant that I had to actively research workforce planning methodologies to critique the six steps and undertake an analysis of the HB considering any issues relating to the health sector that may impact the workforce. Having undertaken this research it enabled me to have a foundation of knowledge of the potential issues I may be dealing with in the first few weeks and months in post. Studying the Six Steps allowed me to differentiate this specific workforce planning methodology with other learning I’d previously undertaken and understand the similarities. The Prince 2 methodology had some similarities in the construct which gave me confidence that I would be embarking on a similar and familiar approach. Although I was yet to experience the locational and experiential learning of this methodology, I was now familiar with the information contained within its approach. Through discovering workforce issues that were facing the health sector at the time and expanding to look at the global issues as a result of the Covid-19 pandemic when writing my interview report, looking back this had enabled me to develop and build my knowledge prior to starting in post. On reflection this gave me a good grounding and foundation of the current issues within the new health sector I was entering. Being an ‘outsider’ in the world of health, the research I had undertaken allowed me to relate to my new colleagues and didn’t make me feel as much of an imposter as I may have if I had not undertaken the additional research. Although at the time of undertaking the work it seemed like a large task, I can now see how it contributed to my knowledge of workforce planning and HDUHB prior to securing the role and gave me a foundation to enable me to research and critically analyse workforce planning methodologies.
After being successful in the recruitment process for the post and prior to starting in my role, my manager asked me to complete a Workforce Planning Capability Assessment Matrix (WPCAM) specifically designed by Health Education and Improvement Wales (HEIW). The matrix is used as a benchmarking tool to gauge individuals or team capabilities across 8 different WFP areas. At the time of undertaking the assessment, I had no WFP experience and was wholly reliant on my previous experiences and knowledge to gauge where I would place myself, not understanding the terminology. I was also unsure of the reason of undertaking the assessment. However throughout the year, we would refer to the capability matrix, critique its usefulness, language used and how it could be used for the wider organisation to assess teams, services and directorates to enable training plans to be put in place. We also re-assessed ourselves at the end of the Annex 21 period to enable us to see our individual progression across the year and aid in addressing areas that needed further understanding to help develop individual action and learning plans. From my initial assessment, Integrated WFP skills and Governance & Quality assurance were my lowest scores (Appendix D). Therefore in conversation with my manager, my focus on starting the post was to research and develop an understanding of these areas within my new HB surroundings.
Prior to starting in post I had the geographical understanding of the HB area and some NHS experience from my role in Macmillan Cancer Support however this was focused on the oncology workforce only. My challenge in commencing as a Workforce planning project manager was to quickly become acclimatised with the whole HB and it’s range of services and workforce complexities. 
My initial introduction to the HB was through my new colleagues, who themselves had decades of NHS experience between them. My manager had a wealth of WFP experience, both within the NHS and within the private sector therefore had a good understanding of different perspectives. Through observing her in meetings with the team, wider workforce colleagues and the wider service leads, Executive directors both clinical and non-clinical I was able to learn about the differing hierarchical and flat structures across the HB and how WFP knowledge was, at the time, in its infancy. Through exposure to these different meetings I could begin to build relationships with the key stakeholders and develop my future role in helping them to understand and apply WFP in their specific areas.
My clinical understanding was extremely limited on entering the role but over the year this knowledge grew immensely through the influence of my new colleague who had a background in working within theatres in the HB. I was guided by her expertise initially and over the year was able to contribute and have a much greater understanding when speaking to clinicians about the challenges they face within their services. Creating a glossary of terms for myself has aided me in understanding the various terms and acronyms used across the HB and having a colleague whom I can ask for explanations pre, and post meetings has allowed me to be more credible in my role. Although no one expected me to know or understand their world, having some basic knowledge has given me extra confidence and allowed me to be more prepared when meeting with services. 
Being the completely new person to the NHS was a daunting initial experience but the support of my colleagues and their openness to share information was extremely comforting and encouraging as they recognised that I could bring a different perspective to the team. 
The first few weeks in post were spent with the four of us beginning to understand our role which for me meant focusing on the data element of WFP. I spent time with colleagues within the Workforce Utilisation team being trained on how to use and critically analyse the Electronic Staff Record (ESR) system. The system houses all staff data and allows specific roles to gain access to create reports, export and analyse data. My initial task was to understand how this information was relevant and what I could glean from the data to truly understand what the HB workforce looked like. The time spent with the team allowed me to learn about the complexities of the organisation, the financial, hierarchical and role structure to enable me to begin analysing the data for WFP. Reflecting on that initial period, although I gained a good understanding of the HB structure, in hindsight I would have spent more time with the team gaining a more detailed understanding of the differing elements of the reports and what they used them for. Over time I have achieved this understanding but being new in post I didn’t want to impose on people’s time and therefore may have extended the period it took for me to learn the systems. On reflecting on this learning I have been able to identify ways in which I would make future learning opportunities more effective. These would include asking more questions when I am being taught to use a system and not being reluctant to go back and ask for further support or training when opportunities to learn from individuals have been provided.  
Once my initial induction in the role was complete, I was introduced to the Integrated Medium-Term Plan (IMTP). This document is an Annual plan submitted to Welsh Government (WG) to detail what has been undertaken in the organisation and the HB intention for the coming 3 years. As part of the document a Workforce technical document is also submitted detailing the workforce baseline of the organisation at the time of submitting; the education and commissioning requirements submitted for future years; along with highlighting known workforce risks and proposed mitigations to enable the plan to be enacted over the coming years. 
Being new in post I was given the previous year’s submission as a basis to work from and the sections within were divided between the team. The document was over 100 pages and there was a deadline of end of March for submission to WG with internal ratification required, therefore as a team we had approximately 6 weeks to gather all the information required and write the document to submit to board for ratification. My basic knowledge of ESR was now tested as I had to now produce correct and legible data in simple tables to enable any reader to understand the information. I drew on the relationships that I had built with my manager and colleagues in workforce utilisation to extract the initial information. We had bi weekly meetings to ensure we were on track and to discuss issues arising and to enable us to share information gathered. Highlighting the workforce risks meant that we had to engage with the services to understand their current pressures and look to mitigate these. On collating the data I was able to critically analyse and raise areas of concern where there were high vacancies, or the age profile of the service meant that there needed to be robust succession planning in place to prevent the service becoming fragile (Appendix E).
In undertaking the IMTP process at the beginning of my employment with HDUHB it enabled me to get a firm grasp of the big issues facing the HB and where our focus as a team may need to be, to aid in developing workforce plans. It enabled us as a team to work together closely and build our relationships quickly to allow us to communicate well and share information we had gathered. 
For the first few months in post we were working mostly from home and were only face to face once a week. Therefore I learnt quickly how to utilise Microsoft Teams well to enable sharing of information and documents. In my previous role in Macmillan I had begun to utilise Teams as we began working from home during the pandemic therefore, I had some prior knowledge on its capability. However working in this new environment with a new team I was able to learn and share my knowledge to utilise the Teams channel functionality to share word documents to enable simultaneous editing of the document. This also enabled us as a team to work truly agile as we could access the same information independently knowing it was the latest version and call each other to allow us to build our team dynamic. This also meant our weekly face to face team sessions made us more focused on the combined learning we needed.
Creating a workforce technical document within 3 months of being in post was a large ask but it forced us to become immersed in the organisation which for me garnered my learning and allowed me to begin to really understand the HB dynamic. In submerging myself within the data I was able to learn the financial cost code structure of the HB allowing me to identify and build my knowledge of all the different directorates that sit within HDUHB and the key roles and individuals across these areas who I would need to build relationships with. 
Reproducing data for the document gave me insights into how the data could be utilised more effectively and allowed me to begin to put additional analysis in place to gather further information to inform the workforce baseline of the HB. From undertaking this piece of work I could now understand the information, critically analyse the data and help inform next steps for services. The process also gave me critical friends that I could call on from wider teams to check my findings and to test hypothesis with. The process allowed me to build my confidence within my role as data specialist for the team and put steps in place to enhance my learning across the remainder of the year.
Following the IMTP process, WG also ask all HBs to produce a Minimum Data Set (MDS), which is a data document in the form of an Excel template with current and projected data for both workforce, service demand and finance. As the Data solutions arm of the team, submitting the workforce element of the MDS was part of my role, aided by my manager who had previously undertaken the process. The creation of the technical document for the IMTP had given me a good baseline to understand the HB data, which I now had to use to project the expected workforce for the next 3 years. Having worked with Excel within previous roles I was comfortable in dealing with the task at its core but now had to expand on my skills within Excel and my knowledge of the subject to enable me to articulate the data that was needed. I discussed with my manager how the data had previously been calculated to gain an understanding and gathered additional intelligence from ESR reports to allow me to look back at past years information to enable the projected figures. Through utilising the help functionality within Excel and researching methods of projecting and analysing data I learnt to analyse the past data to look for trends. With the known additionality from education & commissioning numbers for the different professional groups I could calculate the projected forecast for the workforce. Submitting the MDS (Appendix F) enhanced my critical analysis of workforce data and allowed me to explore and enhance my excel skills in the process. As the MDS was a quarterly submission, I was able to build on my knowledge and create a spreadsheet that would enable me to add and refine the data for each submission (Appendix G). This also enabled me to gain further insights into the Strategic position of the HB and forge new relationships with the heads of Planning and Senior finance business partners to ensure that there was triangulation between workforce, service and finance data. This has been an iterative process across the last 4 years and each submission is further refined creating more accurate data projections.
In reflecting on the initial MDS submission and the work I undertook to enable me to submit the document I am surprised that I was able to produce this information when I had only been in post less than 4 months. I can see flaws in the work which I have since refined over the subsequent quarterly submissions but am proud of that initial submission and how far I have come. As Kolb (1984:38) explained “Learning is the process whereby knowledge is created through the  transformation of experience”. 
Through my refined quarterly submissions I can see how my skills and level of knowledge within the workforce data has grown. I am now able to look at wider influences on our workforce projections, incorporating service intelligence and population health along with wider determinants of health to refine our projections which has come from learnt and experiential learning through research and critical analysis of the available data.
To enable our newly established team to embed itself within the wider HB, my manager constructed a team route map for the 12-month Annex 21 process to enable us as a team and as individuals to grow our interpersonal relationships as well as our collective position as a Workforce Planning team. Part of this process was setting quarterly team development days with milestones for each quarter for our development. After submission of the IMTP we came together for our first team session in March 2021 to discover more about each other and our future direction as a team. As Senge (1990) stated and our manager wanted us to explore, the focus was on our own personal mastery and  “The ability to continually clarify what is important to us and learn how to see reality   more clearly…expanding their ability to create the results in their life they truly seek.”
Within this session (Appendix H) we explored our own history, sharing our individual stories and how we had come to this role delving into both the personal and professional. Within her book Feeling Power: Emotions and education, Boler (1999) critiques the politics of emotions in learning stating that ‘to address emotions is risky business’ (p.109). However by undertaking this exercise I was able to reflect across my own life to date and see how far I have come personally, and it also enabled me and my colleagues to break down any potential barriers or Unconscious Biases we may have held about each other. Having the opportunity to get to know each other on a personal level with all the emotions that brought, allowed us to form a closer bond quickly, which enabled the team to work more effectively. 
We also relooked at the individual WPCAMs we had submitted prior to starting and scored ourselves as a team. This is an exercise we have undertaken 2 to 3 times a year since to measure our progress and development against the assessment matrix and to set team actions. As the team developed, we scored ourselves not only as a team but how we worked with our wider workforce directorate and with our service and corporate colleagues. These additional scores have allowed us to focus our actions against certain areas e.g. communication, role clarity and how these have developed both positively and negatively across time with different areas of the HB (Appendix I). This has also enabled me to assess how I am developing and whether I am contributing well to the overall team goal of building the capability and capacity of WFP. 
Within these sessions I also learned about reflective practice, action learning sets and learning styles which have enabled me to grow as an individual and advance and adapt my communication style with others as I work with them to apply workforce planning to get the best out of the process. On reflection on my first year in post I have learned two key things which I hope to continue to take forward on my own learning journey. The importance of reflecting and growing as an individual through different means, be it individual research and analysis or experiential learning to help myself grow as Bolton (2010) stated ‘Reflective practice can enable us to be authorities over our own lives’ (p.254).
The second key learning is the importance of having experiences from individuals who can teach you to be an effective and compassionate leader, either by being able to lead by their example or learn from their inability to practice these traits.
In addition to the support of my colleagues and experiential learning, as part of my individual and the team route map we undertook specific Workforce planning training. I attended a 3-day Six Steps Workforce Planning training session facilitated by Skills for Health (appendix J) with a mixed cohort of individuals from HBs across Wales. These sessions provided in depth knowledge from the creators of the training of the methodology with detailed examples of where it had been put in practice along with guidance and tips on potential barriers, I would face in implementing the methodology in practice within the Health sector. Having had limited practical experience of undertaking workforce planning at the time of doing the training it was useful to receive guidance and information around implementing the six steps as well as an opportunity to ask candid questions on the reality of using the methodology from facilitators who were experts in their field. 
I also undertook a further training session on Competency based workforce planning training (appendix K) from the same Skills for Health facilitators later in the year giving me additional tools to use when creating a workforce plan with individuals.  As this training had happened post creation of the IMTP document my initial thoughts were that we should have received the training prior to engaging with any individuals to understand the process. However, after receiving the training and understanding the complexities of WFP in the NHS, I realised that the organisation had a long journey ahead to fully implement Workforce Planning. Having engaged with some service leads, workforce & OD, and corporate planning and finance colleagues throughout the IMTP process it enabled me to learn about the organisation without imposing a set direction through the Six steps framework. I was able to view the HB as it was, with all its imperfections, without being prescriptive about what I needed to understand or learn. Having then had the knowledge of the Six steps training (appendix J) and additional resources I was able to begin to apply the framework based on my initial understanding of the services.
In reflecting on my learning from the pre interview stage and initial few months in post using Borton’s (1970) ‘So What?’, ‘Now what?’ I can note a few key areas of learning.
So What?
As a result of researching and analysing workforce planning methodologies, particularly the Six Steps (Skills for Health, 2014) approach,  I felt increasingly grounded in my new role. Having spent time being trained by experts who developed the Six step methodology and through hands-on experience developing a workforce technical document, I grew in both confidence and competence.
Developing relationships with my new team members, who were also navigating a brand-new role, proved immensely valuable. It was comforting to know that others were going through the same challenges. When I experienced information overload or struggled to interpret organisational language, acronyms, or directorate structures, I could turn to my peers for reassurance and support. 
This collaborative support and shared learning align with theories of social learning and workplace communities of practice (Wenger, 1998). The opportunity to share experiences with colleagues helped create a learning environment where we could co-construct meaning and apply new knowledge in practical ways. Wenger’s concept of “legitimate peripheral participation” describes how newcomers become more central members of a professional community through guided engagement, which resonates with my early experience of being mentored and supported while gaining knowledge of the NHS context.
Over time, this unfamiliar world became more accessible. Within three months, I noticed improvements in my understanding, and three and a half years later, I continue to be surprised by how much I’ve learnt and retained.
That initial period also helped me develop technical skills. I had to learn and create new Excel spreadsheets, tables, and formulas to assess both the current and future state of the workforce. These outputs formed the basis of my work for the years that followed. While I recognise that there is always room to improve, I’m proud of the progress I made in a short space of time, and how quickly I adapted to meet the demands of the role.
This reflective process also made me aware of how workforce planning methodologies must be applied in a way that responds to the realities of local services. The Six Steps framework is highly valuable, but context is essential. Applying it meaningfully requires both technical knowledge and interpersonal insight. As suggested by Eraut (2000), much professional learning happens informally through experience, problem-solving, and interactions within the workplace, this form of tacit knowledge development has been central to my learning in this role.

Now what?
Having gained confidence in my role and my position I began to feel less of an imposter. The document and plans I produced were not only accepted, but they were also praised. Over time, I started to believe more in my own abilities and felt increasingly assured that I was the right person for the role.
This confidence was bolstered by the development of our team. Starting a new team from scratch with three other individuals allowed for a sense of trust and mutual learning. We brought different strengths; technical, strategic, clinical; and we learned from each other. I contributed through my experience with data and database creation, while others shared their knowledge of specific services, operational experience, and clinical expertise.
This collaborative learning aligns with the work of Kim et al. (2021), who state:
“EI facilitates group development because effective teamwork begins with knowing each other's strengths and weaknesses and leveraging those strengths (Bar-On, 1997). In a similar vein, Druskat and Wolf (2001) proposed that group emotional intelligence helps develop team trust and a sense of shared identity. Thus, EI plays a critical role in nurturing team effectiveness, which leads to better decision making, development of creative solutions, and higher productivity.” (p.182).
These interpersonal dynamics also reflect Goleman's (1998) work on emotional intelligence, which emphasises self-awareness, self-regulation, motivation, empathy, and social skills as core components of effective leadership and teamwork. My growing ability to share ideas, ask for help, and offer support to others reflected progress in these areas.
Going forward, I aim to continue developing and applying workforce planning methodologies in practice, ensuring they are contextually grounded and flexible enough to meet real-world service needs. In line with Kolb’s (1984) experiential learning cycle, I have moved through the stages of concrete experience, reflective observation, and abstract conceptualisation. The next step, active experimentation, will involve applying my learning more strategically in future projects and supporting others to do the same.
The next stage of my learning journey involved applying this foundational understanding to enable a broader strategic influence which will be explored in the next learning outcome before further addressing the enhancement of my technical forecasting skills in Learning outcome 3.


Learning Outcome 2
Strategically promote and influence workforce planning through establishing and engaging with a variety of internal and external stakeholders
 
Background
During the initial implementation of the WFP team, as newly developed WFP Project Managers, we were allocated areas to attempt to cover the HB structure. We were given a speciality area, which for me was Data & Data modelling. We were also allocated a County based on our own geographic location or previous working relationships. As the newcomer to the HB I was given Carmarthenshire, specifically Prince Phillip Hospital (PPH) in Llanelli as this was the closest to my home address. We were also allocated a Professional group of the workforce. The workforce is categorised into 8 professional groups, varying in numbers and roles which cover – Additional Clinical Services (ACS), Additional Professional, Scientific & Technical (APST), Administrative & Clerical (A&C), Allied Health Professionals (AHPs) , Health Care Scientists, Medical & Dental, Nursing & Midwifery and Estates & Facilities. As the team member with the least clinical knowledge, I was given the Estates & Facilities workforce as my professional group which represented approximately 10% of the HB workforce. 
During this learning outcome I will provide different examples of work I undertook across my first year in post where I engaged with a variety of different services and organisations in a bid to begin promoting and influencing the importance of workforce planning across HDUHB and beyond. The first of these examples is the creation of a formalised Six Step workforce plan, I will then discuss my role in creating a workforce plan for the Mass Vaccination Centres across the HDUHB footprint and finally the wider engagement with teams within the HB and external HB across Wales through WFP forums and networks. 
What?
To complete the 12-month training element of my Annex 21 contract I was to undertake a Six step Workforce plan to prove that I was able to apply the knowledge attained across the period. My manager left the option open to undertake a plan with any service or directorate that I had begun working with. The aim was to begin to scope out different areas, following the creation of the IMTP document (noted in learning outcome 1, appendix E) and undertaking the formal training, and have an area in mind to begin working with by the time I had reached 4-6 months in post. During the Annual plan process, aside from collecting and analysing the data for the workforce baselines, I had also begun engaging with my professional group. The newly appointed Head of Operations for Facilities had started within the HB on the same day that I had. During our initial conversations we developed a bond as the ‘newcomers’ to the organisation and helped each other where possible to begin to navigate the directorate and the teams within the facilities and estates directorate. This was a great learning and discovery phase for me as I was able to develop a relationship with the individual based on a mutual understanding that we both had been appointed to new roles, in new teams in a completely alien organisation to us both. I believe this gave us comfort in knowing that although neither of us would have the full understanding or answers to the direct problems being faced, we both had previous acquired skills which were transferable to aid us until we understood the context further. 
I was introduced to the deputy head of operations who in contrast had been in the organisation for decades and was an expert in her field. She was also entrenched within the service and therefore hadn’t had the opportunity to look at what changes were needed for the future as she was submerged in the issues of the present. My initial role in meeting the team was to support their plans to enable them to implement the new Enhanced Cleaning standards that had been brought in to control the spread of infection as a result Covid-19. Prior to me starting in post, the deputy head along with the directorate finance business partner had undertaken an exercise to ascertain the additional staffing and resources that would be required to implement the new standards based on the WG guidance (appendix L). My role initially was to begin to understand the service to help expand my knowledge of the directorate, gather information to write the annual plan along with being a conduit to other workforce colleagues who could aid the process.
During these initial discussions, I began to build relationships with key managers in the directorate. In discussions with them I learnt more about the structures of the team from both a financial and operational lens. I also found a key contact through the financial business partner. As he had been in the Health board for several years and had begun his career as a porter within PPH, he was able to share and impart knowledge to me on how the teams truly worked from both an operational and financial stance. He also had respect from all levels within the facilities team as he had the experiential experience. 
As Kolb (2015) built on Kurt Lewin’s (1936) foundations that ‘Learning is more effective when it is an active rather than a passive process’ he emphasised the importance of active engagement and reflection in the learning process which is a core principle of the experiential learning cycle. Being an active participant working with the Head of Operations gave me the understanding I needed as a new member to the Health board and as a Wf planner. If I wanted to make a difference, then I needed to understand the issues from the ground up. Working with the deputy manager of operations I also could see how easily it was to get absorbed in the issues that were happening ‘now’ and how difficult it may be to get people to understand the work I wanted to do, to look to the future and how we could do things differently. 
Having engaged with the teams initially to look at what they required from the Annual Plan it was evident that due to the pressure from WG and therefore the Executive team the implementation of enhanced cleaning was vital. Firstly, to ensure the standards were being met during continued high prevalence of Covid-19 and secondly there was a potential time limit on the funds that would be available to aid any additional recruitment that would be needed. It was expected the funds may only be available until the end of the financial year therefore there was a very short window to undertake the work. Having reviewed the previous work that had been undertaken (appendix L) I scheduled in meetings with the key individuals involved to check the calculations against the guidance to put a plan in place to begin recruiting the staff that was required. An Enhanced Cleaning Recruitment group was set up consisting of the Director of Estates & Facilities, Head of Recruitment, Head of Occupational Health, the Senior Finance Business Partner, the Head of Facilities, Deputy Head of Facilities and myself as the Workforce planning lead (Appendix M). The group membership widened to include others as was necessary. As there were several roles to recruit and the need for the process to move quickly, I offered solutions to shortening the recruitment process. 
Having worked briefly in recruitment within DPP I had some prior knowledge to the steps required to recruit an individual and having recently gone through the process myself in the HB. I understood where time delays could happen, but I needed to understand the actual process and the Key performance Indicators (KPIs) the HB were to adhere to.
I therefore asked for all relevant documentation and once received met with the Head of Recruitment to understand each area of the process and who was responsible. I then met with the Head of Occupational Health to understand her area of the process and what was the art of the possible to shorten the timeframe. After understanding the requirements and potential areas for change I produced options for approval (appendix N). I shared these with the group and the options were discussed at the next meeting where decisions were made on which process would be followed. The recruitment of up to 120 staff was then put in place with the aim to get individuals into the HB in the shortest timeframe possible. 
In working with the team throughout the recruitment process I realised that although they had some indicative numbers for the workforce, they required to make the changes to implement the Enhanced Cleaning service, they did not have a workforce plan to enable them to act upon it. Therefore, I informed my manager that I would undertake my Annex 21 Six steps plan on the Enhanced cleaning implementation enabling me to focus on one specific service area who needed a Wf plan. She agreed and could see the benefit undertaking the plan would be for not only the service but also for my personal development and education of the service. 
In discussions with the head and deputy head of facilities and the financial business partner, I introduced the Six steps framework and talked them through my thoughts on using the enhanced cleaning standards as a basis of creating a workforce plan for the domestic workforce across the HB (Appendix O). I was initially hesitant to introduce the concept as it was a new framework for me, and it was now my role to effectively sell the benefits of working with them to put pen to paper and help draft the plan. I shared the Six steps coaching document that I had received as part of the resources from my training (Appendix P) which has a set of key questions to ask for each of the steps. I also shared a Word template of the framework (Appendix Q) that I stated I would formulate the plan in and share with them. In hindsight I think a more formal targeted session on what the Six Steps was would have been beneficial to get a greater understanding. As the team were happy to receive any support on offer, they weren’t too concerned with the process, as I was offering much needed help to them. However, looking back I would ensure the stakeholder analysis was undertaken more thoroughly to inform who the key stakeholders were to enable the right people to be part of the development of the plan from the outset. Along with ensuring that the value of the Wf plan and the work it would take to implement was fully signed up to.
These meetings continued sporadically over the proceeding months as the day-to-day reality of recruiting and training the additional staff became apparent along with the impact of Covid-19 re-emerging and adding an additional strain on the workforce. As the recruitment had taken place and despite the chaos that was happening within the service, there was no drive or impetus from the Head of facilities to get a plan in place as he was now, like his colleagues submerged in the day-to-day work and didn’t have the time to plan. I felt very frustrated at this point as I was now 9 months into my role and was no further forward in putting a workforce plan in place. This was frustrating on two levels as not only could I state what a difference a thought-out workforce plan could make to the service, I was also cognisant that my Annex 21 training period was reliant on me producing a Workforce plan for a service. 
On reflection, as stated earlier, with hindsight I would have undertaken a Stakeholder Analysis with the service on my initial meetings as I had learnt was part of the initial steps of a Six step workforce plan. This would have given me the insight into who the key managers and supervisors were within the structure so that I could have met with them earlier in the process and not been stuck at the senior level of the directorate. As Smith (2000) noted ‘Stakeholder Analysis is a pivotal practice of successful projects… it provides the team with views and measures and that can help uncover and remove barriers.’ 
In August 2021 on re-engaging with the Head of Facilities around the importance of putting a workforce plan in place, I received his permission to engage with the managers and supervisors within the hospital sites. Having also spent many months not being able to meet people in person I also decided to undertake these meetings face to face. This was one of the best decisions I made as I spent several hours with the facilities managers at both Glangwili General Hospital (GGH) and PPH which allowed me to get a far greater understanding of the reality of the issues they were facing and the impact of decisions that were being made on the service. 
As a result of these meetings and subsequent meetings with the key managers and supervisors I was able to begin to formulate a workforce plan for both GGH and PPH to look at truly implementing the enhanced cleaning service across the site. I shared baseline data (appendix R) with the managers along with the head of facilities and a plan began to emerge for the service. 
By November 2021 I had managed to produce the skeleton of a six-step workforce plan for facilities with reflections (appendix S) which had only been completed fully to step 2 with proposals for what was to be undertaken next for the remaining steps. I therefore entered my Annex 21 appraisal feeling a slight failure as I had not achieved what was required of me to pass my training. As part of the process, along with producing the plan, I was to also produce a reflective piece on the whole Six step process and on the insights, I had gained over the year. In discussion with my manager at the assessment it became evident that she had never expected us as a team to be able to complete a Six step workforce plan. However, through undertaking the process I had developed the skills and insight required to enable me to complete a workforce plan. I had also developed the skills to critique and evaluate the Six Step methodology to see where some elements could be utilised and others adapted to fit into the various challenges and barriers we face in the NHS.  
In re-reading my reflective document (appendix T) from the time I don’t feel my opinions have changed much over the last 3 years. Undertaking a Six step workforce plan with a service was one way to test the process and promote workforce planning throughout the HB however parallel pieces of work I undertook also enabled me to influence the importance of workforce planning across the organisation. 
A few weeks into post, my manager invited me to join the Bronze Vaccination Group and as a result I became the workforce planning representative on the group for the remainder of the year. The Covid 19 vaccinations had only been approved for a matter of months and prior to me starting in post vaccination centres had been set up across the three counties to begin to vaccinate the population of HDUHB. However, as this had been an immediate response to the sudden availability of vaccinations and the need to begin to administer the drug, the workforce to undertake the roles consisted of all of those who currently were able to inject within their current roles. Those with the skill where then redeployed from their posts due to Covid19 restrictions.  This was a short-term plan to begin the roll out, therefore a full workforce plan was required to put a sustainable workforce in place to allow other staff to return to their permanent roles. 
As part of my role I worked closely with the Transformation Project Manager overseeing the delivery of the Mass Vaccination Centre (MVC) project along with working with the Assistant Director of Public Health to receive the most up to date information on any UK government or WG decisions along with the detailed information from the Joint Committee on Vaccination & Immunisation (JCVI). I attended weekly Bronze Vaccination Group meetings which were attended by Public Health, Head of Pharmacy, Nursing heads of Vaccination & Immunisation, Heads of Estates, Head of Emergency Planning, Deputy Medical Director of Primary & Community Care, Heads of Digital Service, Finance along with County colleagues across Health & Social Care (Appendix U). This was a joint venture across all the county areas to ensure everybody would receive their Covid injection.
When I was first asked to work with the Project Manager to plan the required workforce to undertake this project, I was daunted by the task having never done anything at this scale before. I had helped to coordinate projects within DPP and Macmillan and had planned resource allocation and looked at skills, however this was at an entirely different scale and was a steep learning curve. As Covid restrictions were beginning to be lifted, those undertaking the temporary roles within the MVCs needed to return to their substantive roles therefore a new workforce had to be employed imminently. It was my role to analyse what staff were needed based on the skills required, and the volume of staff needed at each MVC to deliver the total number of injections for the population based on the WG and UK government timescales for delivery. During this period, I learnt a substantial amount about the relationship between the HB and Public Health along with the variety of roles across these areas. I also gained exposure to several assistant director and higher managerial roles across the organisations that immediately put my personal role and team in the limelight. This was personally difficult for me to comprehend having only been in post a few weeks and being expected to deliver and advise on a position that I was only just grasping myself.
I worked closely with the Project manager who had mapped out all the activity data for the population and the number of doses to be delivered and to what timescale. I now needed to look at the different roles required and to calculate the workforce to the number of injections to be delivered. As his excel skills seemed quite advanced, I was able to learn from him and help format my calculations in a similar way to ensure any changes made to the activity related across to the workforce data. In working with the Asst. Director of Public Health, the Immunisation coordinator and my wider workforce colleagues I was able to learn about the different roles across nursing, Health Care Support Workers (HCSW) and admin functions and apply the exemptions granted under the JVCI guidance to allow different roles to administer the injections and to understand the training requirements needed for each role (appendix V). 
On reflection, although I was working on the MVCs, Facilities Enhanced cleaning and the Annual Plan across the same period, the intensity of this time having just started in a new post makes me reflect on how much I achieved during that period. This project also allowed me to get a great insight into understanding skills and requirements of roles and the importance of guidance changes which gave me a fantastic grounding for the different work I’ve gone on to do with other services. 
This work resulted in several additional meetings that occurred almost daily to get to a fairly accurate number of staff and roles to be recruited. It was a very intense period which resulted in the creation of several spreadsheets looking at the demand and supply (Appendix W) linking in different variables, such as the ability to recruit certain roles and the availability of the vaccine and the venues to deliver from. 
I remained part of the Bronze Vaccination group for the next year to ensure the workforce requirement was adapted to any guidance changes or increase/decrease in need. I remain a key contact and when changes have occurred such as vaccinations moving to Primary care to deliver, I have re analysed the workforce requirement based on the demand. 
I consider the MVC project a success and am proud of the part I played in getting the vaccinations delivered across the HB area. Although it was a steep learning curve, I gained a lot from the experience, not only in broadening my own understanding and knowledge of the HB and its wider colleagues across Public Health and Social Care but in helping to cement what I can offer as part of the data solutions component of workforce planning. It allowed me to try out new techniques; to look at different variables to enhance my own Excel skills but also showcase what workforce planning could do for the organisation. As a result I have worked with the Asst Director of Public Health on several projects since looking at workforce plans for School Nurses, Immunisation teams and for the Annual Plan and Education & Commissioning.
One significant moment early in my role came during my first meeting of the All-Wales Workforce Planning (WFP) Network. Sitting on the call, I remember seeing a dozen or more faces look surprised to hear that my manager had a dedicated team of four Workforce Planning Project Managers. That was the moment I realised the scale of what we were doing—our team was the first of its kind in Wales.
As we went around with introductions, it became clear that many of the people attending the network were not solely workforce planners but had WFP as one small part of broader workforce or operational responsibilities. In contrast, our dedicated team placed us in a unique position. We became something aspirational for others, and it made me recognise how forward-thinking my manager had been in creating a dedicated resource for strategic workforce planning.
It was in that moment, during the first WFP Network meeting, that I began to appreciate how unique our position was, and how much potential we had to influence strategic direction—not just within our Health Board but across Wales. This realisation gave me an early sense of responsibility and pride in being part of something new and important.
As I alluded to earlier, the position we were put in as a new team allowed us to develop a sense of shared identity. This emerged partly through our shared emotional intelligence (EI), but also from the challenges we faced together. I also found, through reflecting on the work I’ve undertaken during this period, that shared EI with key individuals—especially those with high empathy—was a vital part of how I was able to build relationships and influence outcomes.

Newman (2014) stated that “Transformational leaders are distinguished by the ability to empathise with others. Empathy represents one of the most important dynamic emotional competencies differentiating star performing leaders from the rest” (p.155). This moment in the first WFP Network meeting defined for me that I was truly working for a transformational leader. It also galvanized the idea that, from us merely being in post as dedicated ‘Workforce Planners,’ we were already strategically influencing WFP across Wales.
Throughout the year, I continued to attend the network meetings. As my confidence in my abilities grew, I began to share more with the wider network. As a result, I contributed to the development of a national tool and had colleagues from across Wales asking for guidance and support. I will explore the origins and progress of this in my next learning outcome.

So What? 
Looking back on that first year, I was proud of how much I had achieved—particularly the sheer range of services with which I had engaged. At times, I felt overwhelmed, but I also saw clear progress both in my own development and in how the Health Board began to perceive workforce planning. By the end of the year, there was a noticeable shift from “Workforce planning, who are you?” to “Workforce planning, tell me more.” This felt like a tangible outcome of the work my team and I had done to promote and influence the agenda more widely.
This shift aligns with concepts of transformational leadership, particularly in how my manager created the conditions for innovation and change. As Newman (2014, p.155) states, “Transformational leaders are distinguished by the ability to empathise with others. Empathy represents one of the most important dynamic emotional competencies differentiating star performing leaders from the rest.” I began to reflect that I was fortunate to be working for a transformational leader and was also starting to see the impact of that leadership model in my own practice. Shared emotional intelligence within our team, and with key stakeholders, enabled stronger relationships and opened doors for deeper engagement.
As a result of my proposals in analysing the enhanced cleaning recruitment process and providing potential solutions, 102 appointments were made, and staff began in post within an average of 22 working days as opposed to the 46 working day average it was expected to take. This felt like an achievement having been involved in this piece of work within weeks of being in post and the fact that I had been working with the Director and heads of service areas. However, my subsequent discussions with the facilities team over the proceeding months and my own increase in knowledge of workforce planning made me realize that jumping straight to the solution of recruiting, before understanding the problems within the service, and what it was aiming to achieve, was not the golden solution it had hoped it would be.
I was disappointed I had not been able to move forward with the facilities team’s workforce plan, and this taught me an important lesson about the unpredictable nature of change within the NHS. Even with the best intentions and planning, priorities can shift quickly in response to emerging issues. This is something I have had to come to terms with and incorporate into my mindset and expectations.

Now what?  
Reflecting on my first year, I can see that my influence was incremental rather than transformational, however, that does not mean it was not meaningful. While my understanding of the full scope of the Health Board remained relatively high-level at the time, I had made contributions in key areas that had a ripple effect across the system. As Kotter (1996) emphasises, real organisational change often starts with small wins that build momentum. By strategically targeting services where we could demonstrate value, our team helped embed workforce planning as a legitimate and necessary part of the wider planning function.
Three years on, workforce planning is now embedded in the executive agenda. Our team is a key component of the Annual Planning Coordination Group, and we are consistently called upon to contribute to strategic planning discussions. While there is still progress to be made, I believe we have helped shift the narrative from reactive staffing to proactive planning.
On a personal level, seeing my contributions written down helps me recognise the value I have added. However, I also acknowledge the need to continue developing my confidence, especially in larger, more strategic meetings. While I feel assured in one-to-one or small group settings, I find it more challenging to assert my voice in high-level forums. This is something on which I am actively working. As Goleman (1998) noted in his work on emotional intelligence, self-awareness and self-regulation are key components of leadership growth. I believe that building confidence to speak up in more strategic spaces is an important next step for my development as a leader.

Learning Outcome 3 
Collate and critically analyse data to inform workforce planning capability across the organisation
Background
As part of my specialist interest as Workforce Planning project manager, my initial 12 months in post focused on workforce data and data modelling. Within this remit, as discussed in Learning outcome 1, I began my data journey by learning the key data sources and how I could analyse and interrogate the data. As part of my learning around the Six step Workforce planning methodology I learnt that some of the key components to understanding your workforce data is to look at the Budget, Actual & Vacancies; Sickness Data; Attrition Data and Age profile. Knowing these would help teams understand their workforce baseline and enable them to plan accordingly. 
Within this learning outcome I am going to discuss some of the key data analysis I undertook during my first year in post and how this has helped the HB plan in a more efficient and effective way. I am going to discuss 3 key areas which are interlinked: the IMTP or Annual Plan, the Minimum Data Set (MDS) and the Education & Commissioning process. I am also going to describe a specific piece of work on scenario planning for a long-term future strategic piece looking toward the future new Emergency & Acute hospital for the HB. All these different pieces of work helped inform the future workforce planning capability of the organisation.
What?
As referred to in Learning outcome 1, as part of the IMTP process I conducted a workforce baseline analysis which was woven through the Workforce technical document (appendix E) integrating multiple workforce datasets to ensure data accuracy to reflect the current workforce in Hywel Dda and the growth in the workforce compared to historical data. Focusing on highlighting the gaps and potential risks to the future skills and succession planning of the workforce to enable a thorough baseline to be viewed. To enable me to do this I consolidated data from ESR to represent the age profile of the workforce, turnover and sickness however through my work I encountered challenges relating to data quality, inconsistencies and missing data which impacted the overall baseline analysis. There was very limited primary care and social care workforce data I could draw upon to show the whole HB picture which created gaps and the inconsistent data available to look at the detail of skills available across the HB made consolidation difficult. Bamberry & Poolman (2022) emphasise the need for reliable data to inform workforce strategies which is what is required for true evidence-based workforce planning.
In completing the MDS (appendix F) for the first time I utilised core elements of the data within the IMTP however my Excel and scenario planning skills were put to the test as I needed to project what the workforce would be across the next 3 years. For this I needed to gather any additional information from the plans gathered from my colleagues in their discussions with their professional groups to understand if any specific projects or programmes of work were going to increase or decrease the workforce over the coming years. I also needed to incorporate the information from the Education & Commissioning (EC) process. 
One of the primary functions of Health Education Improvement Wales (HEIW) is to commission a constant supply of registered healthcare staff across Wales. As part of this process each HB undertakes its own EC process to inform HEIW how many places they require on a range of undergraduate courses for their current and future workforce. This includes commissioning places for nurses, HCSW, therapists, pharmacists, radiologists. HEIW are responsible for all professional groups except for Medical and Dentistry whose education requirements are undertaken by the Deanery. In my first months in post the EC process along with the IMTP and MDS submission was the primary focus. As a team we met with service leads and professional nursing leads to understand what was required based on previous years submissions and potential future attrition through turnover and retirement that would need a replacement workforce. Utilising some of the data I had gathered for the IMTP I helped project our future age profile to give an indication of the required numbers.
As noted previously my analysis revealed disjointed workforce data which limited my ability to generate a single source of truth and therefore impacted accurate forecasting. Due to the timescales, for this first year I was reliant on utilising previous data submissions and harnessing professional judgement from key leads across the organisation to inform our EC requirements to create a workforce age profile (Appendix X). Schön’s (1983) ‘reflection in action’ emphasises the need for professionals to adapt as they work. Through encountering these data inconsistencies and limitations I adjusted my approach by introducing validation checks through harnessing the professional judgement of others and utilising my colleagues to cross reference any data received, however this revealed to me the limitations of the current process and that it needed to improve for the next EC cycle. This data was then incorporated into the MDS as an indication of how many newly qualified staff we would forecast to receive over the coming years.
Following the submissions of the EC, IMTP and MDS my manager having now witnessed my capabilities invited me to attend the planning meetings regarding the creation of a Programme Business Case for the HBs new Emergency and Acute Hospital. I became the workforce planning representative on the meetings and began working with colleagues in the Finance Value Business (FVB) team to forecast the workforce requirements for the new hospital in 7 years’ time. Utilising my new skills from the MDS in starting to forecast and scenario plan I was aware of the limitations of the data I currently had and looked to explore this further through understanding what other data was available in ESR that I could utilise through meeting with the workforce intelligence team. Having gathered additional information and through multiple conversations with the FVB team I was able to explore through Excel different methods of consolidating and analysing the data using Pivot Tables and formulas.
In Learning outcome 4 I will refer to the training resources I and the team created. As part of this work, we developed a Regeneration framework (appendix Y) looking at the 6 B’s as a means of breaking down the workforce options available e.g. Recruitment, Agency & Bank, upskilling through education and training. Through utilising the Regeneration Framework I looked to categorise the data available to me into these 6 areas to enable me to forecast. Through using the reliable data, I had available; historical recruitment, retirement, turnover and EC figures I was able to formulate a tool that could be used to project what the future workforce could look like giving a baseline projection. I was then able to explore potential scenarios to give alternative options, examples of which were increasing or decreasing potential training places, retirement and turnover figures. 
This allowed for strategic workforce insights to be concluded on the potential available workforce for the future hospital and whereas a HB we need to focus our efforts on growing certain roles or reskill the workforce to enable the strategy vision of moving care closer to the community. I produced an Excel document that was submitted as part of the PBC to WG which helped inform what we believed the future workforce projections where noting what needed to happen from that point in time to achieve the correct workforce required for the new hospital (appendix Z). In working with the FVB team I was able to enhance my own knowledge of scenario planning, thinking of population health, wider determinants of health and how our colleagues across different organisations need to be part of our future plans to enable them. This made me ensure that I was aligning my work to ‘A Healthier Wales’ (Welsh Government, 2018), which emphasises ‘integrated workforce planning across health and social care’.  

So What?
Through collating and analysing the workforce data across these different pieces of work it provided me with critical insights into workforce challenges. The HEIW Workforce Strategy (2020-2030) calls for ‘data-driven workforce planning’ however in collating the available data I found key gaps in the accuracy and reliability of the data and how gathering the key components I required would be a challenge. This limited my ability to explore some areas within the Regeneration Framework as I was not able to gather the necessary data however, it also allowed me to reflect on the information I had and what foundations I could lay within my work and what I could build on later. This allowed me to focus my efforts and create a robust projection tool formulated on a few key reliable sources of data as workforce data quality and integration is essential to allow strategic decision making and forecasting to happen. 
Through my analysis, although I was able to improve on my own Excel knowledge to allow me to create the forecasting tool it also showed me that Excel, although useful does have its limitations. It allowed for ‘structured data analysis’, however it lacked ‘predictive modelling, automation, and interactive reporting capabilities’ (Winston,2021). Knowing its limitations allowed me to begin to think of using alternative and more advanced analytical tools such as Power BI which could help enhance workforce intelligence and allow for a more interactive projection tool.

Now What?
Reflecting on the work I undertook during my first year in post, I have spent the past three years actively seeking ways to enhance workforce data analysis within my role. I have engaged with internal Health Board workforce groups to promote improved data sharing and standardisation. While these efforts have encountered barriers, including reluctance to share information and inconsistent data capture, there has been incremental progress. The development of several internal dashboards now allows for greater visibility and real-time analysis, which marks a significant step forward in embedding workforce intelligence into strategic planning.
I have also contributed to the national Future NHS Workforce Solution Transformation Programme by attending engagement sessions, providing updates on Hywel Dda's position, and supporting preparatory work for the new ESR rollout. As part of this, I have played a role in data cleansing efforts to ensure the accuracy of local workforce information. I recognise that sustainable improvement in data quality is not a one-time effort but a continuous process requiring collaboration, transparency, and digital maturity. My involvement has highlighted the need for consistent national standards and governance, supporting the Welsh Government’s ambition for improved comparability and benchmarking across NHS Wales (Welsh Government, 2023).
Looking forward, my aim is to continue developing my analytical capabilities, particularly in predictive modelling. I have identified the transition from Excel to Power BI as a critical step in this development. Power BI’s capacity for automation, scenario visualisation, and dynamic reporting aligns well with the strategic needs of workforce planning and will enable more accurate and accessible forecasting tools. This goal reflects my commitment to evidence-based decision-making, as advocated by Rousseau (2018), and reinforces the importance of aligning technical skillsets with organisational intelligence needs.
I plan to embed reflective practice more systematically in my work by continuing to apply Borton’s model. This will enable me to critically evaluate the effectiveness of my data methodologies and adapt them in response to emerging needs. The National Workforce Implementation Plan emphasises that robust workforce intelligence is ‘fundamental to understanding’ and ‘making informed decisions about future workforce needs’ (Welsh Government, 2023). My learning has reinforced the value of digital transformation in workforce analytics, and I am committed to contributing to a data environment that supports sustainable, evidence-led workforce strategies across Hywel Dda and NHS Wales more broadly.

Learning Outcome 4 
Design and develop a range of tools and resources to aid workforce planning
Background
Within the team remit to build capability and capacity in workforce planning, one of my main aims was to develop the knowledge of staff in HDUHB through teaching them the merits of workforce planning and developing their skills. To do this, I and the team developed a range of tools and resources to help services in creating their own workforce plans.
As the team had all been trained in the Six Steps methodology our starting point was to convey and share this training to HB staff. I looked to educate staff through creating a WFP forum to share and impart our knowledge. In addition, each of the team took a section of the six steps and developed core templates for services to use in the creation of their workforce plans. For me, this focused on the baseline data and how individuals could gather and analyse their services therefore I created range of Excel templates to compliment Step 4. I also created example scenarios based on familiar stories to engage staff as an aid in understanding how to implement the six steps. Through the development of these resources, we created the Regeneration Framework as a means of sharing the different workforce options people had to aid them in their plans but also to enable us to develop our relationships with our wider Workforce colleagues.
What?
One of the first engagement tools we created as a team to aid workforce planning across the HB was the creation of a Workforce Planning Forum. Its aim was to share resources, deliver WFP training and provide a space where individuals and teams could come together to share their ideas, lessons learnt and help build a WFP network within the HB. 
Towards the end of 2021, as a team, we advertised the forum and invited people to register their interest to attend. I contacted the teams and individuals I had worked with, those that had shown an interest in understanding more about WFP or those that seemed opposed to the idea. To effectively workforce plan and achieve organisational goals I and the team knew we must ‘consider financial resources, workforce capacity and service delivery need’ (CIPD, 2023). As I and others had discovered throughout the year particularly when undertaking the Annual Plan, there needed to be further alignment between these three. Therefore, for the first forum we targeted finance business partners to attend, with the aim that as we were about to enter the next cycle of the Annual plan, the more alignment we could get, the better the plan would be. 
Our first forum was on the 6th of October 2021, and we had 12 attendees, the majority from finance. We also had the Asst Director of Finance in attendance which added additional credence and importance to the forum for those attending but also additional pressure on us as a team to promote and help influence workforce planning as something that the HB should engage in and enact as part of their work.  
As the data solutions arm of the team I took the attendees through the importance of accurate data, planning and the need for reliable and accessible data. I was very nervous as this was the first time I’d facilitated a workshop on Teams and due to a technology glitch for most of the forum we weren’t able to see any of the attendees. Which on one hand was a good thing however at times I was unsure if there was anyone listening and what their actual reactions were to what they were hearing. We received some very positive comments, and I was happy that everyone in the virtual room acknowledged the importance of accurate data and were keen to work together to improve on this. Therefore, for me it was a positive step in the right direction for my work and for the establishment of the team. 
We undertook several other forums over the coming months, and we have now developed a rolling training offering for people with a continued call for data training. Therefore, I believe our reach as a team is widening and over the last 3 years, I can see a definite shift in the thinking and a desire to understand and implement workforce planning across the HB. 
To compliment the forum, I created templates to align to the six-step methodology (Appendix A1) focusing on step 2 ‘Map the Service Change’ and step 4 ‘Understanding workforce availability’ to ‘map out the current workforce’ (Skills for Health, updated 2023). In creating these templates, it allowed me to develop my knowledge of the Six steps framework whilst aiding the learning of others. As Dewey (1916) noted, if people are given something to do and ‘not something to learn’, if it then demands thinking, ‘learning naturally results’. My hope in creating the baseline template (appendix A1) was to allow individuals, whilst working through and gathering their data, learn more about its importance and how they could access and analyse it. I created an overview page with guidance on what each tab entailed and where they could find the necessary data to complete the template. I also provided examples on each page to inform them of what they were looking to include. Prior to sharing the template with a wider audience, I trialled it with some individuals that I was working with as a pilot, in this way I was able ‘to assess the feasibility/acceptability of the approach’ (NCCIH, 2023). In doing this I was able to see what was helpful and what additional advice and information I needed to contain. In doing so I noticed that managers were not confident in using ESR and that more work needed to be done to improve the accessibility of workforce data to teams. If managers were not aware of how to access their data, then how were they going to be able to effectively plan? As a result I altered my approach to introducing data when engaging with teams and went back to basics, Starting sessions with a knowledge check to assess their level of understanding of ESR and then providing managers with the key areas to look at in the system and where they could find guides to support their needs. Giving managers this insight allowed them to feel more confident in accessing data and I could see the epiphany moments when they realised this data was already at their disposal. 
During our team introduction to the six steps, our manager had shared a story version that brought it to life through utilising the story of Father Christmas delivering presents. As this was a seasonal version, to enhance individuals understanding of the practical application of the six steps we decided to create a similar example using a story everybody knows. After some thought my colleague and I landed on the story of Cinderella believing that everyone we engaged with would hopefully be aware of the story. Our aim was to use it as an interactive tool to get managers thinking more broadly about what to include within the different elements of the steps. With my colleague we worked through the story, aligning different aspects to the six steps and I then created this within a PowerPoint slide deck. By adding in familiar images and key references from the story to the six steps and utilising the animation and transition functions I was able to create an interactive resource (appendix B1). This enabled me when talking through the slides on the forum to pause at set points and ask the audience to give examples. As they knew the story, they were able to interact and offer responses whilst practically working through a workforce plan aligned to the six steps. The participants reacted to this session positively as they could then understand what each section required. To enhance their learning, I then gave relatable HDUHB service-based examples so they could see practically how they could develop their own plans. I learnt through this process that the Six Steps Methodology provides a robust theoretical framework (Skills for Health, 2014) for individuals to use, but Schön’s ‘knowing-in-action’ (1983) suggests that professionals learn best through real-world application. During the sessions I reflected on the way we were engaging and seeing the reaction to the interactive elements, it made the creation of practical resources more essential for me. 
To enhance people's knowledge of the different workforce interventions that were available to them and improve their understanding of the areas within the Workforce and OD directorate, as a team we began to look at researching what was already readily available. In doing so we discovered the ‘6 Bs’ which described different workforce interventions under the headings Buy, Build, Borrow, Bind, Bounce and Boost. I was able to identify and link to workforce areas with the majority of the Bs however I realised that if I were unable to readily think of what workforce component sat under each heading, why should I expect managers and individuals across HDUHB to be able to understand it. Therefore, as a team we endeavoured to create a document that was relatable and accessible. Through numerous iterations we finally adapted the 6Bs to the Regeneration framework (appendix C1). In doing so we gave an overview of each area with brief examples underneath of the workforce area services could incorporate or go to for support. It also aligned to core areas of WOD e.g. Recruitment, Operations, Learning & Development. To ensure that our WOD colleagues were aware and signed up to the Regen we shared our initial overview with the Senior Leadership Team and asked for their comments. We incorporated these into the design and to further enhance its usability we asked each leader to create a list of interventions and knowledge areas that sat beneath their area. By undertaking this engagement with our wider colleagues, we ensured that they were signed up to the Regen and had been a part of its creation. It also enabled us to begin embedding workforce planning into our WOD directorate. 
So What?
Creating the WFP resources and undertaking training through the WFP forum demonstrated to me that WFP training is essential for all staff within HDUHB. Strategic workforce planning depends on skilled professionals capable of data-driven decision-making (Wright and Ulrich, 2018). However, my experience revealed that across all levels there was limited knowledge of what WFP was and how it could be utilised to effectively plan across the organisation. This aligns with Bamberry and Poolman (2022), who emphasise that workforce planning education must be structured and accessible to all levels of staff.
I learnt that for training to be effective I must ensure that it has a balance of theory and practical application. In reflecting on my own learning styles, I looked at my own learning preference utilising the VARK questionnaire (appendix D1). My preference is for visual learning followed by aural therefore the creation of practical, visually appealing tools leant into my preferred learning style enabling me to hopefully create resources that were effective. My initial training approach would have been to rely heavily on theoretical content of the six steps however through developing the resources and knowing I personally found this difficult to apply I was able to adapt my approach. Introducing scenario-based learning, and interactive planning exercises through the Cinderella story and the Regen framework improved engagement and application of concepts.
The Workforce Planning Forum acted as a Community of Practice, where individuals could share experiences and discuss solutions. This aligns with Lave and Wenger’s (1991) theory of situated learning, which suggests that learning occurs most effectively through collaboration in professional contexts. However, we found that we had inconsistent participation in the forums which helped highlight the need for structured engagement and communication strategies. During this first year I and the team were learning and expecting the HB to learn at the same pace. We however were embedded in WFP whereas for our colleagues this was an ‘add on’ and it was to take time to get WFP on everyone’s agenda. Four years on, workforce planning language is embedded across the HB, evidencing cultural change.
Now What?
To enhance WFP across the HB I have continued to develop resources through making WFP data more accessible. As noted within the other learning areas I have created templates through the Operational Workforce plans, developed dashboards and projection tools. During the last 4 years the organisation has also developed and as part of this wider tools have become available to aid services in accessing data and training. 
I still utilise many of the resources I initially created when introducing WFP to new teams. I have therefore begun to develop tiered training approaches, with the aim of introducing beginner, intermediate, and advanced training pathways to accommodate different skill levels (Wright and Ulrich, 2018). Training in its core function is now the remit of my colleague however I continue to input into training sessions and provide specific data resources. I envisage WFP being part of mandatory training at a beginner level and as a team we continue to develop our WFP offer through training, workshops and for me the development of data accessibility. This has now expanded to working with HEIW at a national level to provide benchmarking data, but I continue to develop in house solutions tailored to HDUHB.
To help provide more relatable resources I would like to strengthen the practical application. In reflecting on the work I have undertaken to date with numerous services, I would like to develop more case studies and interactive scenarios which will aid the HB in ‘reinforcing applied learning’ (Schön, 1983).
Due to its reach and our realisation that the HB needed a more focused ground up approach to WFP our internal forum was not sustained, instead focusing on working directly with services and enhancing our wider capability through a varied training approach. During this period HEIW’s WFP team have also expanded and have developed ‘Ty Dysgu’ which is a web-based learning platform. This houses numerous training resources, leadership related content and expert-led sessions therefore the forum element of our initial offer, although it did not work in the time we created it, has gone on to a national level. This has led to the ability at a national level to enable peer mentoring to sustain active participation (Lave and Wenger, 1991).
I would now like to focus my efforts on embedding evaluation in our day-to-day offer. I and the team have created numerous resources over the last 4 years and through our interaction with services and improved communication and engagement I can see the change we have made. 4 years ago, I was eager to work with colleagues across finance and workforce to aid services in their plans, but WFP was an unknown and the concepts were a mystery, therefore being a part of HB plans was a struggle. Today the words ‘workforce planning’ are on most people's agenda and a member of the team are essential to the conversations. This has been a huge cultural shift which we can see however we do not have the practical evidence to reinforce it. Therefore, I would like to use the Kirkpatrick or CIRO model into my day-to-day work to allow me and the team to truly measure the long-term impact of workforce planning effectiveness (Kirkpatrick, 1959). Any future training and resources we create should assess long-term behavioural changes in workforce planning practices.
Developing workforce planning training resources in HDUHB reinforced the need for structured, interactive, and strategically aligned learning approaches. The Welsh Government’s workforce vision emphasises a sustainable and adaptable workforce (Welsh Government, 2018). I hope by continuing to create resources that enable services to engage with and embed workforce planning into their day-to-day plans I can strengthen workforce planning capacity across Hywel Dda University Health Board.
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Professional Practice Framework
BMPF7000: Recognition and Accreditation of Prior Learning (RAL) module 
Learning Area 2
	Learning Area Title:
	Use of effective Workforce analytics to provide insight and build capability in Workforce Planning to deliver a Strategic Clinical Services Programme


	Level of claim: (4, 5, 6 or 7)
	7

	Total credit being claimed:
	50

	List of learning outcomes:
	LO 1: Research and critically analyse the Health board’s current and historical workforce data to inform and influence strategic decision-making for the clinical services plan programme. 

LO 2: Collaborate effectively with clinical professionals to integrate expert insights into the design of strategic workforce and service development plans through data gathering and stakeholder consultations.

LO 3:  Design and present a comprehensive workforce feasibility assessment to inform executive decision-making and support organisational strategic objectives.

LO 4: Critically appraise and refine workforce plans, incorporating phased implementation approaches to align with organisational timelines, resource availability, and evolving healthcare needs.


	Introduction to your Learning Area
(1,000 max words)
	Background


In March 2023 as a result of increasing fragility across several of the Health boards clinical services, the HB Executive team were asked to approve the establishment of a programme of work to develop a Clinical Services plan (CSP) (Appendix E1). This was to address the increased fragility of 9 services which needed urgent attention to improve the service provision, prior to the long-term goal of a new Acute Hospital, set out in the programme business case in line with the HB strategy ‘A Healthier Mid and West Wales’. The CSP programme aims were to create a plan for each service area, bringing together service leads and clinicians to develop a set of options across several multi-professional workshops and supporting task and finish groups. This has been a very complex programme with several interdependencies across the service areas concerned. The 9 services involved are: Critical Care, Dermatology, Emergency General Surgery, Endoscopy, Ophthalmology, Orthopaedics, Radiology, Stroke and Urology. In addition, for the first phase of the programme Primary Care was included, however due to its size and significant risk following phase 1, a separate programme was established to undertake the work separately. 
As referred to in Learning area 1, I created workforce projections for the PBC, therefore I continued to attend the activity modelling group meetings (appendix F1). As the CSP programme was a stepping stone to the future aims of the strategy, the PBC activity group meetings morphed into a CSP focused oversight group. My role within the programme was to be the Workforce member of the group and aid the multi-professional and Transformation planning team to develop the options. I undertook this by presenting historical, current and projected workforce data and providing advice, insight and support to the teams. I attended the weekly programme meetings, workshops and individual service task & finish groups across the period and produced numerous documents and supporting data packs to aid the process. I provided information and assessments to the Executive board to aid in Strategic decisions for the future of these services. This has culminated in the programme work going out to public consultation in Spring 2025 with the aim of decisions on the future provision of the services being reached in Winter 2025. 
I have chosen to claim credit for this learning area as I am aware that the knowledge and learning I have gained through this programme of work during the last 24 months has significantly contributed to my confidence and ability to engage and negotiate with stakeholders. It has also developed my understanding of how to produce data driven insights within workforce planning. I feel on reflecting on my journey from the beginning of my role to this point in time I have developed further as an individual. I have been key to improving and enhancing the knowledge of others to enable them to understand the interdependencies and complexity of workforce planning, and how this can be instrumental in creating a sustainable workforce for the future strategic direction of the Health board.
This learning area focuses on using effective workforce analytics to provide data-driven insights to help collaboratively design the clinical services plan for the Health Board. I propose to analyse the way in which I helped influence the decisions to aid stakeholders co-produce their options and used my communication and negotiation skills with stakeholders through the production of a feasibility assessment to allow for evidence-based decision-making to address health board priorities.
As with Learning area 1, I plan to use the Borton (1970) model on reflection to continue to aid me in undertaking this reflective piece. I considered using other reflective models for this learning area and explored using Kolb’s Experiential Learning cycle (2015). In comparing the two models I found that as my learning was focused on what I had achieved for the CSP programme of work and in realising specific learning I believe that Borton’s model was more suitable to my needs. Its structured and concise approach allows me to focus on the key learning I have achieved. As Kolb’s learning cycle offers multiple stages (Concrete Experience, Reflective Observation, Abstract Conceptualization, Active Experimentation) I feel it would be better suited to using his model in my ongoing reflections outside of this piece of work. Its ability to allow for ongoing and cyclical learning would be more adept to my continued personal development. Initially I was inclined to use Kolb’s model for this second Learning area however having received the new template I feel that continuing with Borton’s model would be more beneficial to allow me to be more structured in my reflections. I will therefore be using this model to answer the key questions of What?, So What? and now what? and the actions I will continue to take from this new learning. 





	Learning Outcome 1 

	Research and critically analyse the Health board’s current and historical workforce data to inform and influence strategic decision-making for the clinical service plan programme. 


	1,000 – 2,000 max words per learning outcome
	What? (Descriptive Phase)

Within Phase 1 of the Clinical Services Plan the scope of the issues paper was to ‘undertake a clinically led assessment of the services’ (appendix G1). My role as the Workforce planning member of the programme team was to gather the historical data for each of the 10 service areas, analysing the data to help illustrate any issues across the previous 5 years. Having worked within the HB for 2 years at this point I was aware of the fragilities of some of the areas as I or my colleagues had been working with some of the services, however this was an initial learning curve to gather the historic information required. I learnt that the retrieval of historic data was not going to be an easy task when roles had changed and individuals with the knowledge had left. I discovered that organisational knowledge was not just the ability to retrieve quantitative data but the requirement of qualitative data to support it to ensure a holistic view. Without this qualitative data I was not able to gather a true story of what had happened across the previous 5 years. As Wright and McMahan (2011) argue, Strategic Workforce Planning should combine statistical models with qualitative insights to develop a realistic, evidence-based strategy. In undertaking this piece of work the importance of the qualitative insights become clear early on.
My initial approach was to gather the necessary data required through downloading and analysing the staff levels from ESR to include headcount, vacancy rates, sickness and turnover for each of the service areas involved beginning with the current picture. For some areas this was straight forward as the services were contained within specific cost codes. However, for other areas for example Stroke and Orthopaedics, the workforce concerned span across multiple cost codes covering Medical staff, Nursing staff, therapies and different wards and sites. This made the initial data gathering more complex due to the financial structure of where staff were based and how this was represented within the ESR database. My initial learning therefore was to understand each service structure and where the workforce sat within it. To do this I met with key representatives from each service to discuss their teams. Through providing staff in post data I spent many weeks collating information on each service area and mapping this across to the financial cost structure to get the best data possible on the current workforce baseline of each service area. During the discussions it was noted across many areas that there were additional complexities as certain wards may cover more than one service therefore how to quantify the workforce required for that specific service need. Similarly medical staff may have covered multiple modalities therefore it was difficult to be precise on the number of hours a member of staff would spend on one area of work. To overcome this and in conjunction with the planning team and the service leads I formulated a methodology to follow for each service with a set of assumptions (appendix H1). In undertaking this piece of work I learnt how important it is to have a defined methodology to follow that has been agreed by all involved. There were some services who wanted to include wider elements of the workforce that supported the service. Which I agreed if the programme was following a patient pathway approach to its options development they should be included. However, under the remit of the programme it was only the key staff who worked directly for the service who should be included. Therefore in constructing the methodology I ensured that it was noted that the workforce supporting the wider pathway would not be included. 
Once I had achieved agreement in the cost codes and staffing to be included within the baseline report, I turned my attention to gathering the historical data. I was met with further challenges and more data inconsistencies during this phase as over the period some cost codes had been changed, closed or moved. I had to therefore widen the people I engaged with to include the relevant finance business partner for each area to ascertain which cost codes I should use for the historical component to enable a true reflection of the service areas. For the most part this was relatively straight forward as most of the individuals had been working within the service areas for five years or more. However there were some areas where I had to go on a fact-finding mission to understand when changes had occurred and who could verify this information to allow me to compile as accurate a picture as possible. On reflection I have learnt that stakeholder engagement at the beginning of any piece of work is key. Ensuring that the individuals who were going to use the data were actively involved in shaping the methodology allowed for trust in my abilities to be developed. During this first phase of the CSP programme the notion that workforce data is not just about numbers, that it’s about people came to the fore. I was aware of this however, the process of gathering the data solidified my awareness and helped me to show others that engaging with people across different teams to refine the data helped ensure that the workforce intelligence was as accurate and reliable as it could be.



	
	So What? (Analytical Phase)

In creating the current and historical workforce baselines for phase 1 of the CSP it highlighted to me the value of having a mixed method approach to collecting data and reinforced the limitations of only gathering quantitative workforce data. 
Many workforce planning and learning theories reinforced the need for both qualitative and quantitative data. Soft Systems Methodology (Checkland & Poulter, 2006) state that Workforce planning is a ‘complex system’ where both ‘hard data (quantitative) and soft data (qualitative) provide a holistic picture. This aligns to Kirkpatrick’s Training Evaluation Model (1959) who noted that success is measured not just through completion rates (quantitative) but also through staff perceptions and application of learning (qualitative).  
Through my experience I observed that retention figures alone were insufficient and that through discussing with the service leads there was lack of career development and frustration which was leading to burnout and individuals deciding to leave for other opportunities. Recruitment struggles were evident from the consistent vacancy gaps noted across the services particularly in hard to fill roles. However when I met with recruitment leads and gathered vacancy data and information on campaigns that had taken place, I was able to get a more holistic picture of the issues.
The King’s Fund (2021) highlighted that ‘qualitative workforce intelligence’ is essential in forecasting future workforce needs as it accounts for professional experiences, leadership and service transformation needs. Through engaging with a wider group of individuals to get to the heart of the issues I felt that I was able to support the services ensuring the story of their service was an accurate reflection through the data I had gathered. I was able to identify issues that were still ongoing in some cases and begin to unpick the reasons behind why roles were difficult to recruit to or why their vacancy rates weren’t accurate. 
Through creating a standardised methodology for gathering the data I was able to ensure that the data was collected and analysed consistently across all the service areas making it easier to identify trends, patterns and gaps to inform the issues paper. As Checkland & Poulter (2006) argued, standardised methodologies create ‘shared understanding across complex systems’, improving collaboration and decision-making. Through this piece of work I was able to help inform the next steps of the CSP programme, creating the workforce narrative of the issues for each of the services. The experience enhanced my ability to interpret workforce data and communicate it to decision-makers in a more holistic way.


	
	Now What? (Transformative Phase)

Developing the data for the issues paper helped influence my approach to workforce data collection and analysis. I learnt the significance of embedding qualitative data into workforce planning, ensuring that there is a firm methodology in place and undertaking a thorough stakeholder analysis prior to embarking on a project. 
Following this phase I have ensured that continue to include qualitative data in my work to truly show the story and to enhance the quantitative data I gather. I will continue to utilise the opinions of staff through meetings, interviews and focus groups and have begun to track thoughts on the way I engage through using feedback surveys. In a recent piece of work on creating Operational Workforce plans, as a team we sought feedback on the way we engage by creating a Microsoft form. As part of this I asked for feedback on the template and how services would like to be engaged with along with what elements of workforce planning they would like to learn more about (appendix I1). This feedback has helped shape the way in which I engage and the value in asking for feedback from colleagues. I will continue to encourage feedback and evaluations and ensure that they incorporate both outcome-based metrics and staff reflections to develop a mixed method workforce planning framework. This will hopefully lead to more informed workforce decisions for the work I and the team undertake but also the work we produce for executive leaders to ensure better alignment to strategic objectives. 
As part of my role within HDUHB and as part of the National Workforce planning network I will continue to advocate for more holistic workforce intelligence across NHS Wales, working with HEIW to promote the integration of qualitative workforce feedback mechanisms as part of the development of the workforce observatory. Internally to HDUHB I will continue to work with my colleagues across WOD to refine our data collection methods through highlighting where there are gaps and inconsistencies and helping improve the accuracy of our data.
I will continue to ensure that all workforce planning follows a structured framework. Within NHS Wales the Six Steps Methodology formulates the basis of Workforce planning and I will continue to teach and guide colleagues through the process to enable a consistent foundation of understanding to work from. I’m also keen to develop standardised data definitions across NHS Wales to enable improved data comparability. Currently this is inconsistent due to differing levels of data gathering across health boards. Over the last 6 months I have become part of HEIW’s Community of Practice for Supply and Demand data looking at improving our data to allow for comparative data across the Nursing workforce. I aim to continue being part of this group and advocate for consistent data across all staff groups with the aim of being able to have accurate benchmarking data to work with. 
Through improving the accuracy of workforce data there is more trust in what the data is saying which leads to more evidence-based workforce decisions. In helping to create this more reliable data analysis I continue to advocate for workforce data being key to strategy development. I have noticed a significant shift in the last year of corporate colleagues realising the importance of having accurate workforce data and its need in driving decisions. I would like to develop more interactive workforce dashboards for stakeholders to access real time workforce intelligence. This has already been enabled in part by the creation of ‘Our performance dashboard’ by my WOD and Performance colleagues. However for workforce planning there are key metrics missing, these include the availability of workforce projections for retirement and staff in post. I have developed an Excel based tool to aid with retirement projections (appendix J1) however I’d be keen to develop this further to enable colleagues across the organisation to access it to help plan their future workforce requirements. 
In reflecting on my experience of phase 1 of the CSP programme I recognise that having an agreed workforce data methodology is crucial for ensuring consistency, accuracy and strategic alignment for the programme and for the wider organisation. Stakeholder mapping and engagement ensures that the workforce intelligence garnered is trusted and relevant. Additionally through embedding both quantitative and qualitative workforce data, richer insights can be sought to allow for a more comprehensive development of future plans.




	Learning Outcome 2 

	Collaborate effectively with clinical professionals to integrate expert insights into the design of strategic workforce and service development plans through data gathering and stakeholder consultations.


	1,000 – 2,000 max words per learning outcome

	What? (Descriptive Phase)

During phase 2 of the Clinical Services Plan, my role involved working with the transformation planning team and The Consultation Institute (TCI) to aid in facilitating workshops, developing service options and supporting service leads in creating the optimum workforce required to enable their options. The principles for Workforce planning in NHS Wales state that it will be ‘underpinned by strong engagement and collaboration with key stakeholders’  ensuring ‘plans are co-produced’ and underpinned by intelligence led ‘workforce information and analysis’ (HEIW, 2022). This reflection will explore the challenges and learning I have gathered from engaging with clinical professionals, collecting and analysing data, and navigating stakeholder dynamics.
My responsibilities during phase 2 of the CSP included:
· Collaborating with the transformation planning team and TCI on options development workshops, focusing on the workforce requirement.
· Leading stakeholder consultations within the Task & Finish groups to explore and refine service options
· Gathering and analysing workforce data to inform transformation decisions
· Presenting workforce intelligence to senior leaders, ensuring alignment to changing strategic priorities
· Balancing workforce planning perspectives with operational and clinical viewpoints.
One of the most challenging aspects was ensuring that workforce data was valued in decision-making while addressing resistance and concerns from different stakeholders. During the workshops Clinicians provided practical service insights but also expressed concerns about workforce feasibility, and their frustrations with the process. As the only workforce representative in the process, I found this a challenge at times however I learnt that I am quite a resilient person and can adapt and respond when in difficult situations. 
For the first session attendees were given an overview of the task at hand and presented with the detail from the Phase 1 issues paper to check and challenge the findings and confirm that the information contained within was an accurate reflection of their services. During this session additional information was asked for to help inform the options development process. For workforce, an ask of updated workforce baselines was asked for, as the data within the issues paper was now more than 6 months old. As the data was also historic there was an ask of any projected data that was available to be brought to the future sessions. Therefore I reproduced the baseline data for each service and created retirement projection data along with supplying education & commissioning pipeline data for the attendees (appendix K1).
During the following sessions I joined the different groups to offer advice and insights and respond to any workforce queries. At times I felt the pressure of representing the whole of the Workforce directorate being the only workforce representative and after each session I had a list of questions and queries to take back to colleagues. I met with my manager prior to each session to relay my feelings and recommend that other colleagues also attended. This ask was fed-back but on almost all occasions I remained the only workforce colleague in attendance. I have learnt that my workforce knowledge was greater than I thought as during the sessions I was able to respond to many queries and seek advice on those I was unsure of. On reflection I have also learnt that I am capable of responding to a situation and am quite resilient. I have come to realise that as a Workforce planner my colleagues and I often operate in high-pressure environments where stakeholder expectations, organisational constraints, and service needs must be balanced.  As Fletcher & Sarkar (2013) noted “Resilient individuals demonstrate cognitive flexibility, problem-solving abilities, and emotional regulation, allowing them to navigate workplace adversity effectively."  I believe during these sessions I demonstrated my resilience on numerous occasions and addressed individual concerns by taking time to understand their frustrations through having 1to1 conversations and then feeding back to them on the information I had obtained either at the next session or via email. Many of the clinicians I spoke to were resistant in asking for help and support due to their previous engagements with workforce colleagues but through empathising and listening to their concerns I was able to break down the barriers and support them. 


	
	So What? (Analytical Phase)

Being part of the options development process emphasised for me the importance of clinical engagement in workforce planning. Clinical engagement was critical to developing the options and ensuring they were creating sustainable plans. Through engaging the right stakeholders from the offset it allowed me to identify workforce challenges early in the process and address any concerns or confusion that had arisen. It also allowed me to validate the workforce data I had provided by aligning the qualitative information born out of the conversations with the data insights I had brought to the attendees. This meant that I was also improving the credibility of workforce intelligence which inevitably led to improved stakeholder buy-in. As Checkland & Poulter (2006) noted, workforce data must be complemented by clinical expertise to create realistic and sustainable workforce models.
Gathering and presenting workforce data was crucial to aid in decision making for the options development process. However, I did find challenges in pooling all the data I had gathered into an accessible format to suit everyone’s needs. Some individuals were adept with using excel and wanted more detail, whilst others wanted high level simple information to aid them in their decisions. I hoped the information I provided was a suitable mid-point and at each opportunity I offered to explain or provide more detail if required. To help enhance people’s thinking at the first options development workshop I provided a list of key questions to think about whilst considering the options (appendix L1). This offered attendees the opportunity to reflect on their options whilst considering key workforce metrics to ensure their plans were realistic and sustainable.
I also had to overcome any scepticism from clinicians and service leads from the workforce projections I had provided. However, as I had spent time with many of those in attendance during phase 1, I had already built relationships and addressed concerns being honest in my assessment of the accuracy of the data and providing a methodology for the data collection (appendix M1). I presented the data in the most visually appealing format that I could make the data more engaging and ensured the data was relevant to the tasks at hand. As Wright & McMahan (2011) noted, ‘Workforce intelligence must be ‘clear, clinically relevant, and solution-focused’ to gain ‘executive and clinical buy-in’.
My main struggle with phase 2 of the CSP was being the sole workforce representative during the discussions across the options development process. At times it led to feelings of isolation and imposter syndrome (Cirillo, 2018) as I felt that I was expected to know the answer to all workforce queries from the 80 plus attendees in the room and the onus was on me to respond correctly. I was fortunate that in most instances there was an acceptance that I may need to take the query back to get an answer and an appreciation when I did return with a response, even if I wasn’t able to fully answer the question. To try and get additional support my manager suggested I update the WOD senior leadership team with the progress of the CSP and note my concerns and offer advice on what we as WOD colleagues could be doing to help alleviate some frustrations with current workforce concerns and the potential ‘consultation fatigue’ from service colleagues. In response I wrote a report to the team (appendix N1) noting my concerns. Unfortunately this was not met with the response I anticipated which led to my own personal frustration with my WOD colleagues in responding to my concerns. I realised that I cannot control how others respond and although personally frustrated it has made me more resilient and even more empowered to help colleagues where I can. On reflection and to improve my own learning on different communication styles I have sought further learning on different methods of communicating with varying personality types (Erikson, 2019).  I have also looked at how I could engage with colleagues sooner to bring them on the journey with me in future to avoid being the lone voice. As Saunders et al (2019) stated, ‘effective workforce planning requires early WOD involvement, ensuring workforce intelligence is embedded throughout service design discussions, not added as an afterthought.


	
	Now What? (Transformative Phase)

To ensure that workforce planning fully reflects the diverse needs of the organisation, I will continue to advocate for stronger representation of WOD colleagues in planning discussions. Drawing on stakeholder theory (Freeman, 1984) and change leadership principles (Kotter, 1996), I believe that workforce planning must be regarded as a collective responsibility, requiring early and sustained involvement from representatives across WOD, service and finance. By applying established stakeholder engagement frameworks (Bourne, 2015), I aim to enhance communication and facilitate data triangulation from the outset of any planning process. This approach not only supports the integration of comprehensive workforce intelligence into service redesign discussions but also contributes to developing sustainable, adaptive planning strategies. 
I will continue to develop and improve any engagement sessions I undertake through gathering feedback on their relevance and implementing improvements through following the PDSA (Plan, Do, Study, Act) cycle to co-design solutions.
I aim to improve my own and colleagues personal resilience through discussing strategies with peer support networks such as the Workforce planning network and internally with my own colleagues. I have also undertaken some additional training on managing difficult people and navigating complex stakeholder dynamics to improve my own resilience (appendix O1, S1).
To help colleagues across the HB I would like to develop more interactive dashboards to enable workforce insights and projections to be seen. This would help facilitate workforce planning through enabling individuals to easily access workforce data to support their plans and would also aid in improving the capability of the HB in reaching its strategic direction. I’d like to develop these dashboards through working with service users to ensure they are fit for purpose, applying Pawson & Tilley’s (1997) realist evaluation to ensure workforce interventions are tested and refined based on real-world application. I’d also be keen to develop a means of linking data with service narratives to make workforce data more relevant to decision makers. Whether this be through creating case studies or linking quantitative data currently available with the more qualitative information available within operational workforce plans.
Reflecting on my experience of phase 2 of the CSP programme I recognise the importance of collaborating from the beginning with clinical professionals and stakeholders. The earlier wider stakeholders are involved in developing any plans, the more likely they are to come to fruition. Cormac Russell (2020) emphasises the value of early and inclusive collaboration when beginning a project to lead to more effective and sustainable outcomes. While challenges such as WOD resistance and workforce feasibility concerns required resilience on my part, as Goleman, Boyatzis & McKee (2013) stated “Leaders who foster resilience inspire confidence, provide clarity in uncertainty, and enable their teams to remain focused and solution oriented."  





	Learning Outcome 3

	Design and present a comprehensive workforce feasibility assessment to inform executive decision-making and support organisational strategic objectives.

	1,000 – 2,000 max words per learning outcome

	What? (Descriptive Phase)

On completion of the options development process with service teams (reflected in learning outcome 2) I developed a workforce feasibility assessment to support executives in deciding on next steps for the CSP programme. The report integrated financial, operational and workforce data to relay the options developed for each service. The challenge I faced was how to present complex data in an accessible format for senior leaders.
My initial assessment consisted of several Excel documents noting the detail of the options along with the expected workforce required to enable the option to be realised. On working through the data I and the Assistant Director of Finance soon realised that there was not enough detailed information to allow us to make a comprehensive assessment of the feasibility of the options. As the options had been developed by various groups who did not necessarily have the required specific detail of each service involved, I realised that I would need to undertake further engagement with the service to refine the options. Over several months during summer and autumn 2024 I attended each service task and finish group to clarify the workforce requirement for each option based on the configuration that had been noted. During this time I learnt a considerable amount about the detail of each service and its specific requirements which has expanded my knowledge of the HB and led to a deeper appreciation of the staff that work within HDUHB. 
During this time I also shared my concerns regarding the programme timelines to the transformation team noting that workforce planning is an iterative process, similar to peeling an onion, the more questions I asked, the more detail was revealed of the shape of each service and its core requirements and interdependencies. I raised my concerns more formally at the Activity Modelling Programme meeting and noted a formal risk to the timeline. At this point in time, CSP programme papers were due to be presented at the September 2024 Board meeting. Following my concerns and having attended some of the task & finish group meetings, the team raised a formal request to extend the timeline of the project (appendix P1) which was accepted and the CSP report was moved to November board for discussion. 
During Autumn 2024 I continued to work with the services and finance colleagues to define the required workforce. In discussions with the Stroke service it became evident that a number of key workforce had not been included in the assessment which resulted in further discussions with the transformation team to ensure therapies workforce were included in the options as without this key workforce the service would not be able to provide the necessary support to patients. This further reinforced my initial concerns at the outset of the programme that it should have followed a patient pathway approach and not defined the service by specific staff groups. Throughout this programme I have developed greater confidence in my professional judgement and workforce planning expertise, enabling me to articulate my insights and perspectives with increased assurance in collaborative and strategic discussions. On reflection at the beginning of the programme I did not feel confident enough to voice my opinion on the CSP process and how it had been constructed. However, as I felt more comfortable in working with the transformation team and noticing where changes needed to be made, I can reflect on my increased confidence in my own abilities and expressing any concerns I had. As my opinions were noted and considered, with changes being realised I felt more confident in speaking up. As a result, therapies workforce was included within 3 areas of the CSP programme, notably Stroke, Orthopaedics and Critical Care. This led to additional working groups with therapies representatives to discuss the options and provide the workforce data to support the requirements. 
Following on from these meetings I provided a numerical assessment of the required workforce for each option to note the entirety of the workforce requirement. I then created a feasibility assessment considering the availability of the workforce and likelihood of recruiting to posts and considering supporting workforce insights from colleagues in operational, recruitment and education roles as well as the knowledge of my workforce planning colleagues. I had never previously undertaken a feasibility assessment of this magnitude and at first was unsure if it was something that I could complete. Having created data driven insights previously I was comfortable in creating the numerical assessment however the feasibility required me to research into how this could be undertaken. I explored workforce planning references however was unable to find anything comparable. Therefore, I turned to my own and colleagues' knowledge to discuss and support me through its creation. It was a learning curve for me but having looked back on the regeneration framework (appendix Y) I knew the key components that I needed to include recruitment options; learning & educational requirements; operational or contractual barriers; technological advancements; and the impact of cultural changes. In discussing my ideas with my colleagues and manager I derived a set of assumptions to work from and contacted key workforce colleagues who could support me in undertaking the assessment. I approached colleagues with expertise in Nurse Staffing Levels Act, Medical recruitment and Operational workforce advice and met with them to go through the options and gather their thoughts and concerns for each service and option. Once I had this information, I compiled a feasibility assessment and produced a Red, Amber, Green (RAG) rated assessment. (appendix Q1). This was then presented as part of the board papers in November 2024. 
The main challenge for me in undertaking this assessment was balancing realistic workforce constraints with some ambitious service changes, requiring me to negotiate, draw on my resilience skills whilst also providing data driven justification. 


	
	So What? (Analytical Phase)

In undertaking the feasibility assessment of the options, I learned that effective workforce assessments must align with strategic goals and be clearly communicated to decision makers. To ensure my credibility I noted all assumptions made and provided robust quantitative and qualitative data. Armstrong & Taylor (2023) emphasise the need for structured HR planning frameworks, which helped me refine my feasibility assessment whilst the Six Steps Methodology (Skills for Health, 2014) provided me with a structured approach to assessing workforce needs.
I recognised the need for clearer data visualisation and strategic communication to engage executives as presenting my feasibility assessment effectively was critical to help influence executive decisions. It was a challenge to pull together the raft of complex data into meaningful and actionable insights but where possible I added data visualisation tools such as graphs dashboard data to enhance clarity (Few, 2009). Through incorporating the service narrative in the assessment, I aimed to make the workforce challenges more relatable to executive priorities (Denning, 2007). 
Receiving input from a range of stakeholders was essential in ensuring the workforce plans were feasible and aligned to strategy. Helping to produce and utilise the CSP Interdependency stakeholder map (appendix R1) I was able to keep a note of the key influencers and tailor the recommendations to address different stakeholder priorities. My aim was to ensure that there was collaboration throughout my assessment to ensure that no one was surprised by the final outcome. I sought to maintain an honest and open communication with everyone I worked with to create the assessment. As Bryson (2004) noted, collaborative workforce planning reduces implementation resistance and enhances workforce sustainability, which is the ultimate aim of the CSP.



	
	Now What? (Transformative Phase)

In creating the workforce feasibility assessment, I enhanced my own understanding of the requirements whilst also improving my relationship with workforce colleagues. This has led to a deeper understanding of their roles within WOD as well as improving their understanding of my role within the directorate. I have also helped develop the workforce planning capability of the service teams, finance and transformation planning colleagues through my interaction and sharing of data. I am keen to work further with the therapies teams to explore their wider workforce requirements that currently sit outside of the scope of the programme but are integral to improving the patient pathway. 
As a result of undertaking this work, I hope to explore Davenport’s (2010) analytics framework to enhance data storytelling in workforce reports. In recent months I have attended a HEIW Data storytelling masterclass  (appendix S1) and have signed up for a course on Effective Data visualisation as I’m interested in learning more about how I can display data in a more meaningful way.
Along with enhancing the visual ability of any data I produce I’m also keen to ensure there is a consistent standardised approach across the HB to allow myself and others to compare data sets and progress made when implementing workforce plans. In creating this standardised approach, it would also be beneficial to create a training package on how to interpret workforce analytics to aid in decision making.
Therefore, my key learning from the creation of this assessment is that data driven workforce planning can enhance credibility and decision making through effective presentation of data. Key to ensuring that workforce plans remain feasible and strategically aligned is the inclusion of a robust stakeholder engagement from the outset. If I continue to embed structured workforce methodologies, enhance stakeholder engagement and continue to refine my presentation skills workforce planning can aid and improve strategic workforce sustainability and service transformation.





	Learning Outcome 4 

	Critically appraise and refine workforce plans, incorporating phased implementation approaches to align with organisational timelines, resource availability, and evolving healthcare needs.

	1,000 – 2,000 max words per learning outcome

	What? (Descriptive Phase)

In this final stage of the CSP I will review my contribution to the phased implementation of the workforce assessment which required complex negotiations with multiple stakeholders including planning, finance and service teams. During the options development process, the financial climate of the HB came under intense scrutiny as the HB were placed in Targeted Intervention measures by WG. As a result of this all financial matters came under intense scrutiny and as a result the options for the CSP needed to be reviewed in line with the new financial deficit. Therefore, I had to refine the workforce plans to align with the new organisational timelines, resource availability, both in terms of people and financial whilst balancing the fragility of the services. This required effective negotiation and influencing skills on my part to manage conflicts, influence stakeholders and secure buy-in for a phased workforce implementation approach.
Between November 2024 and March 2025 I negotiated workforce timelines to accommodate the new financial and operational constraints. I undertook this by supporting the planning team to influence Executive leaders to approve a phased workforce implementation. It became apparent as board papers were due to be submitted that the finance submission was not viable in the current financial climate and my feasibility assessment alluded to the need for investment, training and recruitment to enable plans to be realised which would take time (appendix Q1). As a result of discussions and negotiations the planning team wrote an update position paper for November board setting out a plan for a phased approach to the options to be developed and timeline for a consultation with the public. I contributed to the paper outlining the workforce assessment and a decision was taken at board to accept the new plan. 
As a result, I had to re-engage with service stakeholders to go through each option and discuss which elements of the options should be undertaken immediately, in a mid-term space of 2 years and what would need to wait for longer term investment. Having worked with many of these teams for over a year, I had built strong professional relationships and viewed several individuals as trusted colleagues. It was therefore disheartening to request additional information, particularly under tight deadlines, as I feared it might affect my credibility and rapport. I found it particularly challenging to influence decision makers while maintaining trust with operational teams who were already experiencing significant pressures. However, I drew upon influencing strategies underpinned by Yuki’s (2013) research on effective leadership behaviour, which highlights the importance of rational persuasion, consultation, and collaboration as ethical and effective tactics for influencing others. I consciously adopted a consultative approach, providing clear rationale and data to justify the need for further engagement while acknowledging the pressures colleagues were under. 
To maintain alignment and avoid duplication of effort, I established closer working relationships with the Transformation Team and the Annual Planning Team. This collaborative approach allowed me to share intelligence across programmes, ensuring that options under development in the CSP did not conflict with emerging proposals in the Annual Plan. I applied Cialdini’s (2001) principles of influence, particularly reciprocity and commitment and consistency, by offering support to planning colleagues and demonstrating alignment between shared goals. This helped foster goodwill and ensure my contributions were seen as enabling rather than burdensome, helping me to navigate the competing priorities and maintain credibility across stakeholder groups. I received confirmation and validation of my contribution to the programmes of work from a testimonial from the Principal Project Manager on the CSP (appendix V1).


	
	So What? (Analytical Phase)

Negotiation and influencing were some of the key learning I found at this stage of the CSP phased approach. To gain agreement from services on their workforce priorities was key to establishing what the phased approach should be. On reflecting on my learning, I had unknowingly used Interest-Based Negotiation (Fisher & Ury, 1981) to get services focusing on their shared goals rather than positional bargaining. During the CSP process teams had forged new relationships and had an insight into each other’s shared issues. Although they were from different services, their problems with fragility around a stretched workforce, loss of key skills and difficulty recruiting were common concerns. Through creating options to realign and improve their services as a collective they had gained a common goal one which I unknowingly was bartering with to ensure they were still engaged in the process. As Fisher & Ury (1981) went on to note "The essence of negotiation is not compromise but creative problem-solving that satisfies all parties' interests.”
Building alliances with my colleagues who were also on this path with me was key. I spent many hours with the Assistant Director of Finance going through each service in detail for her have the correct information to calculate the financial cost of each option. Tailoring the assessment to address the current financial priorities to show the cost effectiveness of the option if undertaken in a phased approach was essential for the financial outcome required. This meant that I had to ensure I was providing the detail required from a figurative assessment but also being able to explain the person-centred reasoning behind many of the decisions. By sharing my insights, I can reflect that I was able to demonstrate the return on investment that could be achieved by undertaking a thorough workforce planning approach. "Influence is about understanding what matters to others and positioning your argument in a way that resonates with their priorities." (Cialdini, 2001). 
During this phase I learned the importance of having evidence-based workforce planning in place that is aligned to mutual interests and that to truly be able to influence financial stakeholders workforce plans require framing as strategic investments with phased deliverables. However, I also learnt that it also doesn’t matter how clearly you can define the savings and improved performance that could be achieved, if there is political pressure to do something different then that will take precedence. This has been a bitter pill to swallow at times, however, I have conceded that I have undertaken my role in the process effectively and when the political landscape changes the plans will still remain and be viable.
Freeman, Harrison & Zyglidopoulos (2018) noted that "Sustainable workforce change is achieved through continuous engagement and the ability to address stakeholders' evolving concerns." During this period, I felt I reflected a lot on the way that I engaged with colleagues, at times I almost avoided contacting certain services as I knew they were under extreme pressures within their services and were also getting additional demands to focus on their savings in the here and now. I knew that I had to get in touch with the teams to ensure that their views were heard and their options designed effectively, therefore, to combat my reticence in contacting them I took it upon myself to ensure that I had all the information required prior to meeting so that I took the least amount of their time as needed. I tried to manage expectations by maintaining transparency about their current and potential future challenges. Providing the relevant information that I could on the Annual planning process and what was expected of them and how it differed from the CSP approach. Where possible I tried to explain the differences and offered myself and my colleagues support if needed.  Through creating a sense of shared ownership, I was able to curtail the time and support them in their wider actions. I learnt to provide empathetic communication and where possible address their concerns proactively. I was able to provide additional data for their annual plans and signpost to relevant colleagues. I was also able to raise concerns from these conversations within the annual planning meetings so that voices were being heard (appendix T1). As part of the Annual Planning process, my colleague and I offered to give a Workforce specific workshop to try and address the interdependencies and complexities of having two programmes of work running in tandem. Although we did not get the length of time, we were hoping for on the day, we were able to focus colleagues' attention on ensuring they were cognisant of any interdependencies when writing their plans (appendix U1). 
Through undertaking the phased approach, I was able to understand in more detail the complexities of each service which allowed me to share these views with wider planning colleagues. As a result, the Annual plan this year has become a far more triangulated plan showing the interdependencies between workforce, finance and services. Through sharing information and being in the right places I feel I have helped shape a more informed plan for the HB. I have been able to frame the narrative better this year to tell a compelling story about workforce sustainability and interdependencies. On reflecting across the 2 years I’ve been involved in the CSP programme, I feel my own knowledge of the HB, workforce planning, services and financial constraints has aided me in being able to provide improved workforce insights. Through appealing to the strategic priorities, I’ve been able to link in the workforce feasibility and align this to a sustainable workforce plan whilst also highlighting the risks of not putting certain plans in place. Kahneman (2011) stated that ‘Data alone does not change minds; how the data is communicated determines its impact’. This for me is the culmination of my learning across this 2-year programme. As a result of my own development and increased knowledge in data analytics, ministerial priorities, service fragilities and workforce intelligence I have managed to recognise that executives are more likely to approve workforce plans when data is presented in a compelling and strategic manner. Previously,  I believed that the data I presented was sufficient to construct a compelling case for change; however, upon reflection I recognise that further development of my own knowledge was necessary.  Engaging with key influencers through the CSP programme has significantly enhanced both the depth and strategic relevance of my work. 



	
	Now What? (Transformative Phase)

To enhance both my individual and team Workforce planning capability and capacity, it is necessary to develop more adaptive and responsive approaches to emergent demands. As a team we are very good at reacting and stepping in to help when called upon, however, this hampers our capacity and has led to some burn out. I would like to develop alternative workforce strategies to allow for a quicker response and for services to undertake workforce planning for themselves particularly when there are unexpected policy or financial changes which has happened many times over the last 18 months. If we could create bitesize training or resources to allow services to respond quickly without our need to undertake most of the work, we would be able to improve our own resilience and that of the wider teams. I have undertaken some scenario planning through the Regeneration framework, however, it would be exciting to share this with wider services and teams to allow others to plan and explore their future workforce options themselves. Embedding scenario planning methodologies would allow for alternative workforce projections (Wright & McMahan, 2011).  This would allow for more flexibility in decision making as it would offer negotiable workforce options to be explored.
For my personal development I would like to enhance my influencing techniques by developing pre-engagement strategies to help gain informal stakeholder support before it gets to formal negotiations. This would aid in presenting workforce plans as solutions to broader organisational challenges that can appear through interdependencies that aren’t noted. I hope to be able to take this development forward as I embark on my new roles as Strategic Workforce Planning Manager at HEIW. Reflecting on where I have come and the learning, I have undertaken over the last 4 years in post has made me realise how much I have grown as an individual and within the workforce planning profession. By embedding structured negotiation techniques, strategic influencing, and conflict resolution strategies, workforce planning can drive sustainable workforce transformation. 
In a recent 360-degree feedback process I undertook through the NHS Leadership Academy (appendix W1) I was heartened by colleagues and peers perception of my leadership abilities and received positive and constructive feedback on how I can continue to develop, which aligned to my own thoughts through this reflective process. I would not have dreamed of applying for a post in HEIW over a year ago, however, the work I have undertaken and the skills I have gained in influencing, negotiating and providing data insights has allowed me the confidence to apply and be successful in gaining the secondment. I hope to continue my learning journey and persist in establishing myself as a Strategic Workforce Planning Manager across Wales within my new role.







Appendices: Evidence
As per guidance each item of evidence noted below will be submitted via email.
	Code
	Appendix Title
	Document Type

	A
	Annotated CV
	Word

	B
	Workforce Planning Project Manager Interview - Report on Key Issues
	PDF

	C
	Six Steps Skills for Health Methodology for Workforce Presentation 22.10.20
	PDF

	D
	Capability Assessment 2021
	PDF

	E
	IMTP Workforce Technical document from 2021
	PDF

	F
	MDS All Data - Final submission April 21
	Word

	G
	MDS All Data - New submissions June 21
	Word

	H
	Workforce Planning 3 month Anniversary 31st March 2021
	Power point

	I
	Team Audit June 2023
	Word

	J
	Skills for health Six Steps Training
	PDF

	K
	Skills for health Competence based planning Training
	PDF

	L
	Covid Revised Cleaning Plan Nov 20
	Word

	M
	Enhanced Cleaning Recruitment Meeting notes 14 Jan 2021
	PDF

	N
	Facilities additional funding recruitment - Proposed timeline
	Excel

	O
	Facilities Workforce Plan introduction
	PDF

	P
	Workforce Plan - 6 steps guidance coaching
	PDF

	Q
	Six Steps Overview template
	Word

	R
	Facilities Baseline Data August 2021
	Word

	S
	Enhanced Cleaning Workforce Plan - GGH & PPH
	Word

	T
	Reflective Document - Six Steps
	PDF

	U
	Agenda - Operational Vaccination Bronze group 26.1.21
	PDF

	V
	Training recommendations for Covid-19 vaccinators
	PDF

	W
	MVC HCSW Model Demand & Supply 23.03.21 
	Word

	X
	Workforce Analysis - Age Profile as of Sept 2020
	Excel

	Y
	Regeneration Framework
	Word

	Z
	PBC Workforce Projections 2021-2031
	Word

	A1
	Step 2 - Baseline Template
	Excel

	B1
	A Workforce Plan for Cinderella
	Power point

	C1
	People Planning - Regeneration Framework
	PDF

	D1
	Vark Questionnaire
	Word

	E1
	Clinical Services plan SBAR March 2023
	PDF

	F1
	PBC Activity Modelling Workstream TOR  DRAFT V0.2 15JUN23 - ME notes
	Word

	G1
	Clinical Services Plan Issues paper
	PDF

	H1
	Clinical Services Plan - Workforce Data Methodology 
	PDF

	I1
	Operational WFP feedback 
	PDF

	J1
	Retirement Projections
	Word

	K1
	CSP Workforce Data Example 31st March 2024
	Excel

	L1
	Workforce questions to consider
	PDF

	M1
	CSP Workforce Data Methodology - Phase 2 Initial Data
	PDF

	N1
	Clinical Services Plan Update to WOD July 2024
	PDF

	O1
	HEIW Enabling Change Masterclass Attendance Certificate
	PDF

	P1
	Clinical Services Plan Update September 2023
	PDF

	Q1
	CSP - Workforce Assessment for Board submission
	Word

	R1
	Key Interdependencies for Phase 2 CSP
	Excel

	S1
	HEIW Masterclass series attendance
	Word

	T1
	Excerpt from Planning Co-ordination Group Teams meeting chat 
	PDF

	U1
	Annual Plan Workshop 9.1.25 - Workforce
	Word

	V1
	CSP Testimonial 
	PDF

	W1
	NHS Leadership Academy 360-degree feedback 
	Word













Abbreviations & Acronyms

	A&C
	Administration & Clerical

	ACS
	Additional Clinical Services

	AHP
	Allied Health Professionals

	APST
	Additional Professional Scientific & Technical 

	CIPD
	Chartered Institute of Personnel and Development

	CSP
	Clinical Services Plan Programme

	DPP
	Dyfed-Powys Police

	EC
	Education & Commissioning

	EI
	Emotional Intelligence

	ESR
	Electronic Staff Record

	FVB
	Finance Value Business TEAM

	GGH
	Glangwili General Hospital

	HB
	Health Board

	HCSW
	Health Care Support Worker

	HDUHB
	Hywel Dda University Health Board

	HEIW
	Health Education & Improvement Wales

	IMTP
	Integrated Medium Term Plan

	JCVI
	Joint Committee on Vaccination & Immunisation 

	KPI
	Key Performance Indicators

	MDS
	Minimum Data Set

	MVC
	Mass Vaccination Centre

	PPH
	Prince Philip Hospital

	TCI
	The Consultation Institute 

	WFP
	Workforce Planning

	WG
	Welsh Government

	WPCAM
	Workforce Planning Capability Assessment Matrix
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