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JOB DESCRIPTION
JOB DETAILS

Job Title:			Project Manager – Workforce Planning 
 
Pay Band:			7
		
Directorate:			Workforce and OD

Department:			Workforce Planning/Workforce and OD



ORGANISATIONAL ARRANGEMENTS

Accountable to:		Workforce Planning 

Reports to:		Workforce Planning 

Responsible For: 	Building capacity and capability in workforce planning across the Health System for Primary, Community and Secondary Care


JOB SUMMARY / PURPOSE

Leads on building capacity and capability for a range of projects as part of the delivery of the Health Boards Workforce Planning Group.  The projects will encompass service delivery improvements, partnership initiatives, commissioning projects, including qualitative and quantitative improvements and environmental (estate) improvements as they impact on workforce. 
I am currently working on various projects with the other members of the team in order to achieve this.  The main project is the Programme Business Case / Transforming Clinical Services / Land Selection work, which includes smaller projects around Women & Children (Obstetrics and Gynaecology, Neonates, Paediatrics), Stroke and Medical Education/Workforce (see Appendix ?).  My role is to assist in these Health Board projects with my Workforce Planning expertise.

Focuses on the development of capability and capacity in workforce planning which will include the creation of resources which may include the development of training, webinars, frameworks and networks to facilitate access for service managers, partner’s agencies and workforce and OD colleagues. 
As a team we have been developing a toolkit that service managers and senior managers can use that will help them to carry out workforce planning at a high level for their service. As we use the Six Step Methodology, we agreed that between three of us we would take two steps each and create the necessary tools to go into the toolkit.  As well as the overview for each step (see Appendix ?), my areas were steps 1 and 2, therefore I created the following:
Step 1
Stakeholder Engagement Plan
Stakeholder Analysis
Project on a Page
Power of Interest Matrix (see Appendix ?)
Step 2
Mapping the Change form
Organisational Change form
Activity Task Analysis (see Appendix ?)
These documents do need to be tested and then shared on a central Sharepoint system, allowing key managers to access them when needed.
With regards to training, I am the lead for the coordination of the creation and development of educational resources for Workforce Planning for the organisation.  I have developed a calendar for the year of forums we will deliver to key managers.  These include drop-in sessions for practical activity, best-practice sharing and networking and formal training sessions on workforce planning demonstrating the importance of and how to carry this out. 
At the end of 2021 I recorded my first webinar that was aimed at senior managers on how to plan as part of the Education and Commissioning process, as required by the Welsh Government (see Appendix ?).  I am planning on creating more during 2022 according to the needs of the organisation. When working with a service, there are times it becomes clear that a level of education is needed in order for a project to progress efficiently, therefore it is my responsibility to coordinate this with bespoke training and/or workshops.  I am currently working with Health Education Improvement Wales (HEIW) and our Educational Department looking into digital learning solutions that will help us make the training more accessible (see Appendix ?).  A full organisational plan needs to be developed in order to move Workforce Planning Training forward in an organised and logical way.  I have developed a Plan on a Page that outlines key phases and activities, we as a team and directorate can realistically carry out over the next three years in this area (see Appendix ?). To date I have developed an on demand Introduction to Workforce Planning Webinar, a Primary Care Workforce Planning Course, two different Workforce Planning One Day Sessions, and a half day Senior Manager Workforce Planning Course.  Along with this I have developed a new Induction Programme that our new Band 6 and Band 5 followed when joining the Team.


Contributes to the development of the UHB Annual Plan/Integrated Medium-Term Plan (IMTP). 
At the end of 2021 I worked closely with the Transformation Project Office (TPO) to collate quantitative data from various services on the staffing they will need over the next 1 – 3 years. With this data, I had to analyse the requests, then in discussion with the service leads/managers, check and challenge the request to ensure what they were requesting was realistic, within budget, whether it impacted other services and/or projects (directly and indirectly), and where it was in relation to organisational priorities (see Appendix ?).
I also had to collate qualitative data on Ceredigion as an overall system, the Field Hospitals, Clinical Health Psychology, Waiting List Support Services, Physician’s Associates (see Appendix ?).  This data came from the vast meetings I attended and participated in throughout the year.  The IMTP is an extremely important document as it gets fed into the Welsh Government, and they base the decision on how much funding to provide to the Health Board on what is written within that document.  Therefore, it is extremely important that when I work with the services, the data ultimately collected (i.e. the requests made) is accurate, represents the challenges faced but is also one that can be realized.

Working with clinicians and staff across the UHB and wider organisation the post holder will promote innovation and best practice in workforce planning for service change in support of national priorities and drivers to local health need.
I attend a wider range of meetings regularly with clinical professionals and managers to encourage improvement where it is needed, to look for new ways of working that creates a more effective and efficient workforce and high-quality patient care.  For example, I am currently working very closely with Clinical Psychology and Clinical Health Psychology to look for innovative ways of working to overcome the dire situation they find themselves in and in response to the current needs of the local population, whilst still adhering to national priorities (see Appendix ?).  This spans the short-, medium- and long-term (see Appendix ?).  

The post holder will provide support and advice to managers and clinicians in the UHB on project delivery of the strategic intentions of the All-Wales and HB’s Health & Social Care Workforce Strategy with a focus on the workforce planning agenda. Including contributions to the All-Wales Workforce Planning Network. 
I was a key contributor in the Physician’s Associate Recruitment Group in the setting up of the new streamlining process for NHS Wales. Additionally, I have been asked by HEIW to present at one of the previous All-Wales Workforce Planning Network meetings on the work I was doing around the Physician’s Associate, as best practice for NHS Wales (see Appendix ?).

The post holder will either lead or contribute to projects in collaboration with colleagues and partners, and contribute to service reviews and offer guidance on workforce planning processes to colleagues across the UHB.
I have collaborated with the Senior Project Manager of the Transformation Projects Office in the preparation for the upcoming change in moving Thoracic activities from a regional base to more locally.  This includes facilitating a mapping change process that focuses on following the patient pathway to carry out a task analysis so that we can ascertain the staffing needed in the Health Board for this change (see Appendix ?).

Analyses available data and service information to facilitate redesign, supporting the delivery and development of improved performance and quality across the UHB.  
While I have used tools and resources, such as the Staff In Post tool and the Establishment Control Tool, in order to collate data, I don’t feel confident in my use of them.  The team has a Data Modelling Specialist who is able to access and download data quickly, and from wider sources.  

The post holder will be expected to liaise widely within and outside the Directorate ensuring a professional approach is adopted and projecting a positive view of the Health Board.
I regularly attend meetings external to the Directorate and Health Board to promote the work that we are doing and to share innovative practice with other Health Boards.  Other organisations include HEIW, NWSSP, Skills for Health, other Health Boards (Velindre, Liverpool).


MAIN DUTIES AND RESPONSIBILITIES

Key Relationships
The post holder will manage the interface between partners, external professionals and agencies, and operational Managers and clinicians, regularly liaising with the Directorate Management Teams and corporate Health Board departments. 
On a daily basis I am in communication with internal and external stakeholders, whether that be internal team members on best practices, fellow Workforce and Organisational Development colleagues on data and development, service managers on workforce planning principles and activities, directorate and corporate management on progress and change and/or external bodies on legislation and governance.  

Service Management
The post holder will manage a range of projects and programmes with potentially conflicting timescales and priorities.  This work may have wide implications for the UHB care pathways, clinical standards, performance and protocols.
There is always a number of projects taking place at the same time.  One example is when I was leading on the planning for the Medical Workforce Unscheduled Care in Withybush Hospital (see Appendix ?), the Medical Workforce for Accident and Emergency in Glangwili Hospital (see Appendix ?), and contributing to the planning of the Same Day Emergency Care unit and Same Day Urgent Care unit in Ceredigion (see Appendix ?).  One was a medium- to long-term plan, one was short- to medium-term plan, while the other was short-term.  All involved the Medical Workforce in Unscheduled Care. Each had an impact on the other but were trying plan in silo of each other.

Work across multiple streams of work, providing support to Workforce and Organisational Development in implementing the Health Board’s Health & Care Strategy including Health Board’s strategic objectives, supporting the planning cycle and the delivery of the Annual Plan / Integrated Medium-Term Plan.
Each year, my involvement in the development of the Annual and Integrated Medium-Term Plan requires me to collaborate with a number of different services, from within the Workforce and Organisational Development directorate and externally.  Learning and Development and the Medical Education Teams are key to enabling the Health Board to fulfil its educational needs.  I have regular meetings with the Medical Education team, as the professional group I help oversee is the Medical Workforce, this allows me to keep abreast with developments and it leads to a more effective annual plan submitted to the Welsh Government.

Leads and/or contributes to projects and service reviews across the UHB and in collaboration with partner organisations, offering guidance on workforce planning processes to colleagues.
While I have been involved in a small number of projects that collaborated with external partner organisations – for example the setting up and running of the Field Hospitals during the pandemic(see Appendix ?) – I do feel that my experience in this is limited and would like the opportunity to contribute to further external projects in the future.

Leads and/or contribute to pathway development and support and develop initiatives which focus on new ways of working by providing the frameworks for role design and assessing workforce risks. 
Another member of my team has been designated the Role Design Specialist within Workforce Planning.  While all members of the team will in future contribute to role design work, the specialist currently leads on all activities while the framework is being tried and tested. 

Monitor and review workforce plans, feeding back on changes in local need and national policy guidance as it relates to workforce. 
I work very closely on the development and planning of the Physicians Associates within the Health Board, and I regularly provide feedback on the developments taking place on the roles.  Over the past year or two there has been development towards a large change with all Medical Associate Professionals, in legislation and registration.  Regular updates are provided at All-Wales meetings I attend by professional bodies and universities.  I bring these back and feed into relevant management groups, so that local decisions are made appropriately.

Participate in and take minutes at project and other meetings when required.
While most meetings have secretaries that attend to take official minutes, I take my own notes – paper and ICT-based – ensuring relevant and key points to my work are noted so that they are fed back to the team other relevant stakeholders (see Appendix ?).

Report on progress to relevant Project Groups and relevant Health Board meetings at regular intervals.
I attend various meetings with senior managers, Clinical Leads, Heads of Service, Assistant Directors, Directors and Board Members.  When I attend, I have a clear understanding on the role I have to play, the information I have to glean, the message I have to give, the persuasions I have to use to help the services and organisation achieve the best workforce they can.  However, the perceptions others have on why I am an attendee at these meetings can be quite different.  There are some that view my role as a representative of the overarching Workforce & OD Directorate, others as ‘recruitment’, or a data analyst, or even to solve all their problems.  

Leads and/or participates in projects to develop new ways of working in line with organisational objectives and best practice.
I have been designated the Mapping Change Specialist within Workforce Planning.  As yet, I have not had the opportunity to develop into this role and will need to start working on this shortly.  This will then enable me to lead on or participate in projects that develop new ways of working.

Prioritise own work to ensure effective support to others and delivery of key objectives.
This is an area I feel I need to develop.  While I do prioritise, my organisation and time management skills could be improved which would impact positively on my prioritisation skills.  With a large workload it can be difficult manage my time when there are numerous tasks due at the same time, when minimal time was given to do them. This can be included in my Personal/Professional Development Plan.

Leads and/or participates in and facilitates meetings and or workshops on topics relating to delivery of the Health and Care strategy.
I recently lead on the Pathology workshop to help them prepare for a change in delivery of service so that they are more in line with the Health and Care strategy.  This included training on how to map and carry out the change, a brainstorming session on what the issues are, along with problem-solving discussions.


Provide advice and support for workforce planning to managers, clinicians and staff involved in projects to take forward service modernisation and improvement.
I worked with the various services, including the Patient Advice and Liaison Service, providing advice on how to access workforce data, what key data was needed to provide evidence, and how to analyse and present the data to the Board in a paper.  This paper would allow them to demonstrate the issues with the department so that relevant changes can be authorised, and improvements made.

Ensures the activity is fully aligned to the plans and strategies of the Health Board and Welsh Government.
AAs – prescribing.  Working with clinical leads, job description leads, legal team on impact of carrying out activities in line with Welsh Government rules.

Leads on and/or supports development of workforce planning project which impact across the UHB, including collaborative working with other agencies and partners to be delivered in primary, community and hospital-based settings as appropriate.
I supported the joint planning of the Ceredigion Community-Based Workers who would assume an integrated role between health and social care.  This meant working with the Local Authority in Ceredigion and the Community Services in the Health Board to develop a role and its responsibilities that could work under both organisation’s policies and procedures.


Communications
Communication requirements will include the need to effectively communicate highly complex or potentially contentious information, seeking to influence and requiring co-operation to each agreement.
When working with the Health Psychology team, there was highly complex data around the patient demand and Health Board projections for the coming five years, this had to be communicated with the potential options available for the workforce supply along with the risk of staffing leaving other services with a desire to work in that team.  I broke this down into bitesize information and graphics to aid understanding.  This allowed the Head of Services to make the necessary decisions for her departments growth.

Communicates effectively and establishes good working relations with a wide range of people:
· Workforce and OD
· Directorate and operational teams
· Corporate Health Board Teams including finance, workforce, estates, IT, performance and planning
· Senior Managers and Clinicians 
· Local Authority and Voluntary sector partners
· Colleagues across the Health Board
· Primary and secondary care colleagues across the Health Board
· Workforce Clients and Service users
I have engaged and worked a vast number of internal and external stakeholders across all services, senior managers on service plans, the (Corporate) Transforming Project Office on regional projects, the operational managers on the delivery of plans, Learning and Development teams on joint working in our training sessions, Primary Care Academy managers on collaborating development with planning, a wide range of junior, middle and senior managers on increasing their knowledge and skills in workforce planning, to name but a few.

Presents and facilitates workshops on workforce planning transformation to large groups of staff and stakeholders.
I have facilitated workshops – solo and in collaboration – to groups of a range of sizes, from small groups of five or six, to large groups of twenty to twenty-five.  I have experience of facilitating both virtually and face-to-face.  I feel very comfortable in my role as facilitator.

Communicates with Senior Health Professionals, Managers and partners on a regular basis in relation to Service and workforce planning infrastructure i.e. frameworks, tools and resources.
This is something that is being included in the team’s communication plan that I am currently working on.  We need to be able communicate with a wide range of senior professionals around the infrastructure we have developed and are developing.  I have been working with our Communications Team on developing an internal intranet on Workforce Planning, this holds training, documents, advice and guidance, external links, all aimed at senior managers and above, with more resources being added soon.

Communicate with relevant stakeholders on design of workforce planning projects and advises on the steps needed to support changes to models of care.
When working on the Field Hospital programmes, I advised internal stakeholders how and when they needed to develop their workforce plan by to open the service on time, by communicating regularly, visiting places of work, providing documentation, asking relevant questions and listening to the issues and challenges they were facing.

Persuade and influence stakeholders and project teams in relation to timely completion and adoption of workforce planning methodologies. 
I have provided firm but supportive communication with managers around timelines and deadlines for various workforce planning activities, including needing discussions to prepare for the Intermediate Medium Term Plan and the All-Wales Streamlined processes.

Provide updates on project deliverables as required to large groups of staff and stakeholders.
When part of the Field Hospital project team, I not only provide the project team with data and updates from the Workforce Directorate – on recruitment, contracts, job descriptions, deployment, workforce numbers and more – I also provided updates on the Field Hospital developments back to the team and Directorate.

Works with external agencies as appropriate in collaborative schemes for the delivery of UHB and service development.
Through various All-Wales group, I have worked with other Health Boards, HEIW and the Welsh Government to ensure that the Health Board has the appropriate help and that processes in place benefit the Health Board and do not hinder the development of services or my team’s work. 

Builds and maintain strong influential relationships with colleagues, Health Board staff and stakeholders.
I have built and maintain strong professional relationships with each stakeholder I have worked with, on a variety of projects.  This has been evidenced by a number of them contacting me for additional assistance, knowledge I have gained, data I have obtained, names for networking and/or support, support in various ways. The services this is especially the case are Psychology (Clinical and Clinical Health), Paediatrics and Physicians Associates.
I have and do participate in these areas.  Previously, I was heavily involved in the business case for the Field Hospitals during the pandemic, and I am currently part of the Project Team for the Women and Children

Health, Safety and Security
Act within legislation, policies and procedures relating to information governance.
There is a considerable need for confidentiality within all work that I do, due to the sensitivity of patient information, service data, staff details.  I comply with all external legislation and internal policies and procedures relating to information.  This is particularly true when I am required to work from home.
	
Attend statutory/mandatory training.
All my mandatory training is listed on my Electronic Staff Record, with reminders that come through providing me with sufficient warning when I am due to complete another.  There are training sessions that are due annually, for example Information Governance, some that are due every two years, for instance Health and Safety, and others that are due every three years, like Fire and Vulnerable People.  I am required to comply by these and do so at the appropriate time.

Ensure that feedback from stakeholder engagement and consultation is built into service and project planning and development to bring about improvements to access, quality, value for money and return on investment.
When first working with services on strategic workforce planning, it became evident that they were not in a position to look long-term as they were fighting every day struggles to keep their service operational.  I fed this back to my line manager, who worked with me to assist the services with more operational workforce planning for a short time so that strategic work could be done further down the line.

Quality
Develops policies to improve performance in specific areas which will impact across the Directorate.
One area that I have developed is in relation to the funding process for the Physicians Associate that are employed directly after the graduate from university.  The policy ensures services have a long-term plan for the role, have considered financial implications in the future and have engaged with all relevant stakeholders.  It also ensures that the organisation is employing according to it priority areas and using the funding appropriately.

Ensure that project plans are based on evidence and good practice and that quality and safety are the main drivers for service change.
I firmly believe that all decisions, changes, and plans should be evidence-based, for many reasons. Therefore, in meetings, discussions, workshops, templates I emphasise the need for data (quantitative and qualitative) to justify what will be done.

Utilise existing systems for assessing service users’ views on quality of services provided and for involving patients, their carers or their representatives in workforce planning or related project work.
When working with the Field Hospitals, I collaborated with the Health Board’s Quality Improvement Team to ascertain how the change in service delivery and roles were impacting on the staff and patients.  We talked to various staff members of different levels, observed work in action and spoke with willing patients who were able.  We concluded that, while there were minor improvements that could be made, the system as a whole was incredibly positive, with patients preferring the venue to the hospital.

Supports others effectively during times of change and work with others to overcome problems and tensions as they arise and ensure that own workload is managed effectively.
Along with supporting other teams and services through change, as seen across this document, I have also supported my own team through difficult times of change.  These times have included a loss of a staff member, being short staffed for long periods of time due to illness, through a change in my line manager’s portfolio, as well as through the expansion of the team. I have led my team through change mapping exercises so that we are able to prioritise the workload and determine what our activities should be to meet certain aims and strategies.

Equality and Diversity
Actively promotes equality of opportunity and diversity in own area of responsibility.  It is intended to go beyond compliance with equality legislation and move towards a situation where there is awareness in your area of and active commitment to the need to ensure equality of opportunity and the benefits of diversity.
As part of my role with the Medical Workforce, I have been working with Equality, Inclusion and Diversity team on a UK-wide programme called ‘Experts in Our Midst’.  This looks at the untapped potential from within the workforce, where individuals originally trained overseas are not using the skills, knowledge and experiences to the full in our Health Board.   

Finance and Resources
Will be required to review and monitor budgets for designated service areas and/or specific initiatives and projects.
Annually there is a core budget with the Workforce and Organisational Development for a number of Medical Associate Professional roles across the Health Board.  It is my responsibility to ascertain the need for the year in regards to these roles and utilise this money according to the organisational priorities.  I developed a process whereby services would submit a request for a post, and then a panel of key stakeholders with the power to authorise, would meet and priorities the posts, and together we would make sure that the budget was not over- or under-spent.
	
Promote and secure value for money, ensuring that the services of the team operate in an efficient manner. (Value Based Health Care)
At all times I consider the principle that workforce planning must incorporate finance to ensure that the workforce planned for is within the established budget and funding is used appropriately.  I convey this in the training that I deliver and the discussions I have with services.

Will be required to participate in the costing of service development proposals and will need to ensure the costs of initiatives are understood by the Directorate and wider organisation.
I have contributed to the discussions and decision-making between Workforce Planning, Services and Finance around the Physician’s Associate roles Health Board-wide.  I hope that over time work in this area will be widened.

Effort and Environmental
Frequent VDU use is required for this post of periods of up to 3 or 4 hours at a time in
order to produce complex reports and analysis to support decision making. 
More balance is needed in this area, as I do not take breaks as regularly as I should do.  This will help to build on resilience and has the potential to increase productivity.

Frequent concentration will be required on a wide variety of complex issues throughout the day. The post holder will frequently have to adapt to changing priorities and re-focus the
work of self and others on new priority areas that may require urgent action. 
There are also days when I am working on a priority case, when my line manager will communicate that the Executive Director needs information or guidance on a particular issue by the end of the day, and my focus has to be diverted from what was the priority, to the new priority with a more pressing deadline. 

The post holder will participate in and facilitate meetings which require a high level of concentration on a wide range of topics, with a variety of audiences and mixtures of attendees.
I am frequently in back-to-back meetings where each meeting will hold different issues, priorities and stakeholders.  Each meeting will require concentration to follow along and be continuously thinking of how I can tailor my assistance or combine solutions, so they are more efficient.  One meeting may have operational issues while another is focused on more strategical work.  One meeting may only have one or two stakeholders, while another has ten to twenty, and I have to facilitate so that each person has a share.  

The role will require regular negotiation with senior NHS professionals.
I feel that my skills in this area need to be developed, as I am not confident that I can negotiate effectively with senior managers/clinical professionals.

Analysis of facts & figures to support work.
Workforce Planning and all that I do is based upon factual and statistical evidence gained from services and systems.  This is the foundation on which to develop any workforce plan.  I undertake this daily.

Critical path analysis and patient pathway analysis
When working with on the Thoracic project, for example, it took great effort to understand the interdependencies between services within the patient pathway, continuously asking questions so that each task and each service was captured.  This required going back and forth between workshops and services to speak to relevant stakeholders to gain the correct data.  This is typical for my work with the different services.

Dealing with difficult situations/ circumstances - Significant service change agenda will require this.
I have been in numerous situations where managers are frustrated, disappointed, upset with either decisions made by Board or the situation they find their services in.  An example of this is facilitating conversations between the Head of Psychology and Cardiff University, where emotions were running high and the desperation of the situation in Psychology was coming though and I had to talk both parties down so that progress was made.



PERSON SPECIFICATION

	ATTRIBUTES
	ESSENTIAL
	DESIRABLE
	METHOD OF ASSESSMENT

	Qualifications and Knowledge

	Educated to degree level or equivalent level of NHS working experience.

Excellent knowledge of programme and project management.

Knowledge of the Skills for Heath Workforce Planning Methodology 

Evidence of further development education and training to Masters Level or equivalent level of experience. 

	Higher degree

CIPD

Project Management qualification e.g. PRINCE 2 / MSP / Agile

Knowledge of Workforce Information BI

Knowledge of Organisational Development and Learning Theory. 

	Application form and interview

	Experience

	Experience of managing service change projects and coordinating and leading activities to achieve the project objectives, ideally related to workforce 

Experience of planning and prioritisation own work and deliver to time and objectives.

Experience of report writing, programme planning, business case processes and communicating on multi agency workstreams.

Experience of delivering training/presentations to multiple audiences. 

	Good understanding of national HR initiatives within the NHS

NHS experience  

Understanding of a range of analytical techniques, software and tools for data manipulation; modelling, scorecard

Developing protocols and policies & procedures   

Development and management of HR policy and practice  

Developing and implementing new systems and procedures

	Application form and interview.




	Aptitude and abilities
	Able to work in a multidisciplinary and multi-agency environment.

Able to work to demanding timescales.

Have the ability to communicate effectively to internal and external stakeholders.

Ability to analyse data and situations and recommend solutions to problems.

Able to research and evaluate.

Keyboard skills.

Good time management and organisational skills.

Effective interpersonal skills.

Experience of engagement and collaborative working with the public, key stakeholders and patients / service users / consumers

	Welsh Speaker
	Interview

	Other
	Ability to travel within and outside the Health Board in a timely manner

Flexible approach to the needs of the service.

	
	Application form and interview





























Curriculum Vitae

Name: 		Shelley Danielle Dony
Address:	27 Maes Pedr, Johnstown, Carmarthen, Carmarthenshire, SA31 3BW
Telephone:	07473 352374


Profile

I am a Project Manager in Workforce Planning within the Workforce & Organisational Development Directorate of the local Health Board, trained to deliver training to learners of various levels – from school leavers to doctors and senior executives.  With over fifteen years of experience in various forms of management – both of staff and resources – I have the responsibility of overseeing the quality assurances processes of various awarding bodies across the whole health board.  I am a qualified Dyslexia Workplace Assessor with a dedication to life-long learning.  I have effective interpersonal communication skills bilingually – English and Welsh – and am currently studying with the University of Wales Trinity St. David’s.
I have experience of working in the private and public sector, starting work at 19 years old. The first ten years of my professional career was all in the private sector and banking, whilst the remainder was in the same Health board in the public sector.  The skills that I have gained through my career have not all been listed in this CV but are transferable and have been used throughout my professional, and personal at time, life.

Qualifications and Training						Carried out

MAs Professional Practice						March 2022
CIPD Level 5 Diploma in the Management of Human Resources	July 2020
Level 4 Certificate in HE Psychology 				October 2015
Manager’s Passport (NHS Wales)					November 2014
Level 4 – Dyslexia in the Workplace (Assessors Programme)	October 2014
Level 4 – Gloywi Ieithol						May 2012
Level 2 – Dyslexia in the Workplace (Assessors Programme)	October 2011
Prince2 Practitioner							March 2010
Prince2 Foundation							March 2010
Level 3 – Delivery of Basic Skills to Adults				July 2008
Level 4 – NVQ Learning & Development				November 2007
Level 4 – V1								November 2007
Train the Trainer							March 2006
Level 3 – A1								November 2005

‘Train the Trainer for Workforce Planning’ Training			August 2022
Skills 4 Health Workforce Planning Training			April 2021
Skills 4 Health Competence-Based Workforce Planning Training	February 2021
Virtual Facilitation Skills Training					Sept 2020
360⁰ Feedback Facilitator Training					March 2016
ILM Level 5 Coaching & Mentoring Training			March 2015
Level 5 – IQT Silver: Managing Change (NHS Wales) Training	March 2014	
Action Learning Set Facilitator Training				March 2013
Build your own Website Training					March 2013
Confidence Building and Resilience Training			March 2013

Let’s Talk GenZ – Understanding the Future Workforce Webinar	November 2023



Six Goals for Urgent and Emergency Care Goals 5 & 6 Launch Event December 2022
All-Wales Strategic Medical Workforce Planning Conference	July 2022 
Rural Health and Care Conference					November 2021
Transforming Urgent Care and Patient Flow Virtual Conference	July 2021
The NHS Critical Care Virtual Summit: Future-Proofing ICU	May 2021	
Healthcare People Management Association Annual Conference	December 2020
Going Remote: Healthcare Delivery in the New Normal Webinar	November 2020
Rural Health and Care Conference					November 2020
Microsoft Office 365 Forms, Planner & Sway Webinar		October 2020
CIPD Valuing People Webinar					July 2020
CIPD Festival of Work Conference					June 2020

Level 3 – NVQ I.T. 							March 2006
Level 2 – NVQ Business Administration				May 1999
Level 1 & 2 – Typing, Word Processing, Audio Typing		May 1999
Two ‘A’ Levels – C & D						August 1998
Eleven G.C.S.E s – A*-B						August 1996

The qualifications I gained have been through various methods, from classroom, examinations, practical assessments, academic writing, to portfolios of evidence, distance learning and work-based learning.  These have been with schools, colleges, training providers and universities, and have all been over various lengths of time. This experience as a learner provided me great insight and knowledge for my roles in Learning and Education.

Employment
Hywel Dda University Health Board
Project Manager – Workforce Planning, December 2020 – present date
As Workforce Planning Project Manager within the Strategic Workforce Planning Team, I report to the Head of Strategic Workforce Planning and Transformation (Appendix ?? – org structure). Each with our own areas of responsibility, I am responsible for assisting workforce planning for the Medical Workforce and Ceredigion as an overarching county. Leading on the Change Mapping, Training and Communication aspects of Workforce Planning.  As Project Manager, the role acts as a facilitator and enabler to empower services/managers to be able developing a workforce plan by creating resources.
Leads on building capacity and capability for a range of projects as part of the delivery of the Health Board’s Workforce Planning Group.  The projects encompass service delivery improvements, partnership initiatives, commissioning projects, including qualitative and quantitative improvements and environmental improvements. Develop and delivery of training, webinars and forums, internally and externally, facilitating access for service managers, partner agencies and the Workforce & OD directorate.  Contribute to the overarching Health Board Plan/IMTP and the Education & Commissioning process by working with clinicians, clinical leads, heads of services and other key stakeholders. Promote innovating ways of working and sharing best practice in workforce planning for the service change in support of national priorities and drivers to local health needs.  Contribute to the All-Wales Workforce Planning Network meetings, working with key colleagues from other Health Boards and reports submitted to the Executives and Board Members.  Provide advice to service managers around the analysis of data, redesign and the development of improved performance and quality.
The role itself is classed as a Strategic Management role, and the aim is to achieve that in the near future; however, since the role commenced amidst a global pandemic, the Health Board was focused more on the immediate.  There was emergency and tactical workforce planning in place to mitigate the risks and issues that had presented themselves. It is an extremely challenging role because of these reasons.  All services were facing staffing pressures even before the pandemic hit.  Therefore, the projects themselves require me to manage the way I communicate and interact with them on an individual basis, taking into consideration the situation they are in, in order to take things forward.  I adapt the way I work with them, for example I have worked with all of the Medical Workforce for Unscheduled Care in Withybush Hospital; however, I had to narrow down the scope of my work in Glangwili Hopsital to the Medical Workforce in Accident & Emergency only, due to capacity issues.  Despite each general hospital having Unscheduled Care within, they all have different ways of working, with a very different workforce needed; therefore, I have needed to use active listening to understand each of the variances as well as analytical skills to ascertain similarities and differences, trends and projections across the three counties.
I attend numerous high-level meetings whereby I can influence decisions made by informing with data and my knowledge of methodology/theory, advise and guide from experience along with actively listening to the current context, and negotiating where change is not readily accepted.   PARG, PBC Comms, AICC, Bridging Service Ceredigion, Ceredigion Management Team, HB Winter Planning Steering Group, Communications Hub Steering Group, Women & Children Project Team, Waiting List Support Service, GP-PA Steering Group, Covid Fixed-Term Task & Finish Group, EQiP, Land Selection Clinical Appraisal, and others (see Appendix ?) – for an explanations on the abbreviations please see the Glossary.
As one of my areas of specialism is the Medical Workforce, I have played a key role in the development of the role of the Physicians Associates within the Health Board (see Appendix ?).  Through working with the Assistant Director of the Medical Workforce and two Lead Consultants, I am steering the Health Board in utilising the role to mitigate the shortage of medics and my data influences decision-makers with the future direction of the role (see Appendix ?). In order to assist with this, I created a Plan on a Page to outline the key details of the work needed to create the workforce plan.
Developing on my skillset from previous roles, I have also been delivering training to managers at Velindre Health Board (see Appendix ?). To date there have been 108 managers that I have trained. This is done virtually through Microsoft Teams and has deepened my knowledge on the concept and widened my professional network. I also deliver training internally within my own Health Board around Workforce Planning and practical workshops for implementation (see Appendix ?). Before the pandemic, starting in 2020, I had no experience of delivering/facilitating sessions virtually.  I attended a short Virtual Facilitation Skills course in September 2009 and then Train the Trainer course between June and August 2022 (see Appendix a) to help me develop my skills and confidence.  This first was general facilitation where I learned what tools I could use during virtual sessions to make the learning more rounded and deeper; and the second was more focused on delivering workforce training to senior managers in a virtual environment.
I have learned how to implement workforce planning methodologies and have broadened my facilitation skills; however, I feel I still need to learn how to have confidence in myself and further influence those at a senior level to really drive the changes wider.
One service I worked very closely with over a substantial period is Mental Health to help them address their major consultant vacancy issues (Psychologists) (see Appendix ?).  There are many services within Mental Health that utilise Psychologists, all with different structures, different patient pathways, different objectives.  I lead on capacity planning and performance work with them that led to an inter-service approach that allowed them to reach more patients.
When working with the Intergrated Care Team to help them address their Medical vacancy, using business intelligence, I analysed baseline data to help them determined their supply and demand, worked out (estimated) forecasting for the service and presented options on the solutions they could employ.
The area of expertise I have been assigned is Change Mapping.  While I have indirectly carried out change mapping through various projects, this is not an area I was well versed or confident in as a standalone element of Strategic Workforce Planning.  After developing this area, I was able to work with services confidently on change mapping.  For example, the Thoracic Service was signposted to me to help them with a service change that needed to take place, moving certain services from centralised regionally to locally.  Within this service change there was patient pathway changes, all leading to new workforce requirements.  Meetings with Directors, Lead Consultants, Principal Project Managers, Service Delivery Managers. I worked through an initial construct of a patient pathway with Lead MacMillan Therapists for the cancerous and benign pathways to take to the wider services and key stakeholders for a starter for ten (see Appendix ?).  Following this, I organised and facilitated workshop with stakeholders around mapping the change, identifying what is the service change, what would the projected demand change be, what the current staffing looked like, what it needed to be, the barriers to the change and the drivers to the change, and finally next steps in planning the implementation (see Appendix ?).
 
Future Workforce Development Manager, 2018 – 2020
Within this role, I was a member of the Workforce & Organisational Development team who provided expertise to facilitate initiatives to support our workforce of the future – including the management and delivery of the work experience function, implementation and design of the apprentice academy, Destination NHS, the re-redesign and new ways of working relating to our current workforce, and ensuring that our local population is attracted to our initiatives to develop a workforce pipeline which is prepared and able to meet the demands of our future.  Working closely with the Assistant Director of Workforce & OD, Head of Workforce Intelligence and Head of Learning and Development, my role played an important part in linking the learning and education function to future workforce development plans, ensuring that plans reflect the development of an appropriately skilled workforce.
It is surreal to think of a time before the pandemic, however, this post came to an end as the pandemic started due to a restructure across the whole directorate.  Within this role I led on the creation of the Apprenticeship Academy and pioneered the apprenticeship roles within the Health Board – the Nurse Apprentice (see Appendix ?).  Due to the announcement at the Public Board Meeting, there was a strict timeline to work to, this required time management skills on my part to ensure that the programme delivered.  To advertise and recruit to the programme took great collaboration and teamwork skills to work with colleagues within the directorate as well as Service Leads.  Additionally, I was required to use my public speaking and presentation skills to ‘sell’ the programme and the Health Board to members of the public, partnership agencies and potential apprentices (see Appendix ?).  A number of issues arose in the design, development and implementation stages whereby I had to mitigate risk and solve problems, quickly and effectively to ensure the timelines were not derailed – for example an issue arose around the age of the apprentices, whereby if they were under 18 years old, would they be able to carry out personal care (i.e. hygiene of intimate areas) on adults.  After discussions with the legal teams, the Director of Nursing (and other Board members), University stakeholders, and other colleagues in Workforce Operations, the policy was amended, and procedures were put in place to protect apprentices while still allowing them to gain experience, knowledge and skills (see Appendix ?). 
I learned how to create brand new roles for NHS Wales that integrated elements from various directorates and lead a large-scale project within a tight timeframe; however, I felt I still needed to learn how to work strategically.
Senior Education Quality Assurance Advisor, 2014 – 2018
As the Quality Assurance Manager of the Hywel Dda University Health Board ILM Centre and Agored Cymru Centre, I assume accountability and overall responsibility for internal quality assurance across the three counties. Within the ILM Centre this includes leading a team of tutors, assessors and internal verifiers to ensure that the centre’s quality meets and exceeds ILM requirements; facilitating, assessing and verifying on the Level 3 Leadership & Management course and the Level 5 Coaching & Mentoring course.  Within the Agored Cymru Centre this includes liaising with, assisting and guiding various service leads on the delivery and progression of their qualifications – from single units at Level 1 to full diplomas at Level 3.
Leading on a WEDS (Workforce & Education Department, Welsh Government) project, I develop the Health Board’s business practices, in partnership with Swansea University, of various continuing professional development and pathways into nursing for Health Care Support Workers in various services.  This involves collaborating with various Assistant Directors within the Health Board to ensure that organisational priorities, as well as national strategies, are met; consulting with relevant coordinators from the university, making certain that the Health Board’s service needs are met in regards to learning and development.  
Additionally, my role includes the delivering of corporate induction training to new staff members, as well as Basic Life Support during their first day’s induction – this includes skills in aiding somebody choking, with severe bleeds, unconscious and resuscitation.
I learned how to develop new processes, collaborate with clinical leads and delegate responsibilities; however, I felt I still needed to learn how to create new roles and work with the wider senior managers.
Project Manager, 2009 - 2014
As project manager I successfully managed the activities and budgets of two WULF (Wales Union Learning Fund, Welsh Government) Essential Skills projects, worth £210K & £350K, over two and three years respectively.  This involved establishing and collaborating with internal and external partnerships to ensure targets were achieved; organising, delivering and evaluating relevant training courses according to individual and organisational needs; promoting the benefits of bridging skills gaps and overcoming barriers sensitively; managing and influencing staff to ensure tasks and relevant paperwork were completed on time; communicating with Welsh Government on a regular basis regarding funding and activities; delivering presentations to management and groups of up to one hundred people. During this role I qualified as a Dyslexia Workplace Assessor, sensitively carrying out assessments for staff members and suggesting reasonable adjustments, as defined under the Equality Act 2010. 
I learned how to manage financial resources, work in the public sector, sell learning programmes; however, I felt I still needed to learn how to collaborate and network further across the Health Board. 

PRP Training 
Vocational Coordinator, 2007 - 2009 
Manage the vocational/essential skills department that encompasses various sectors – including business administration, customer care, I.T. and hairdressing; ensuring that staff met organisational targets, Welsh Government’s standards and awarding body’s criterion; holding monthly 121s and appraisals, successfully leading internal and external audits; representing the company in networking with various groups and affiliates in the three counties of South West Wales.  The role also involved managing government-led pilot basic skills projects and administering the Education Maintenance Allowances to students on a weekly basis.
I learned how to facilitate training sessions and manage a team of staff; however, I felt I still needed to learn how to manage financial resources.
Assessor/Internal Verifier/Tutor, 2005 -2009
Assess external candidates undertaking Business Administration and Customer Service qualifications at levels 2-4; internal verifying fellow assessors’ work; deliver induction session on policies and procedures;  facilitate a Welsh language course; tutor 16-19 year olds in level 1 keyskills; deliver essential skills in literacy and numeracy to adults with learning difficulties; review learners’ progress whilst motivating to excel.; developing schemes of work and lesson plans with differentiation to be implemented across the organisation.  Internally verify assessor’s work with their learners to ensure they meet the awarding body’s quality assurance standards and requirements.


Personal
DOB – 12/02/1980
Car owner and full license holder.
In my spare time I do yoga, play hockey, and go to the gym. I enjoy walking my dogs and listening to live music.




















Context

Hywel Dda University Health Board (HDd) is the organisation that provides health care primarily to the residential population of Carmarthenshire, Pembrokeshire and Ceredigion 382,800 (ONS, 2022), but also to its thousands of tourists. Has 4 General Hospitals – Glangwili (Carmarthen), Withybush (Haverfordwest), Bronglais (Aberystwyth) and Prince Philip (Llanelli) – as well as 5 Community Hospitals, 13 Centres/Clinics, 15 Mental Health facilities and the Community setting for Care at Home (HDdUHB, n.d.). As a Health Board it is part of NHS Wales and is governed by the Welsh Government. The organisation is managed by a board consisting of 21 members, which include the Chief Executive Officer, the Chair, Executive Directors and Independent Board Members.  It works with other public sector organisations, such as the Local Authorities and the Police, as well as Third Sector agencies and Carers, to look after the ongoing health needs of its population.  The Health Board has a long-term strategy – the Healthier Mid and West Wales Strategy – whereby support and care is provided more in the communities as close to home as possible (HDdUHB, n.d.). Within this strategy is a vision that the Health Board moves from only treating illness to incorporating prevention or worsening of ill health by providing help early on and keeping people well as much as possible.  Everything we do, as an organisation, directorate and team always has that in mind when carrying out day-to-day business.

During the pandemic it became evident that the Health Board needed more help in planning its workforce more effectively.  The Director of Workforce & OD witnessed through experience the difficulties involved in creating a new plan for a vast number of the workforce.  This was accentuated by the emergency of the situation and the imminent and ongoing uncertainty.  One of the (then) Senior Workforce Managers had recently completed a Masters qualification on Strategic Workforce Planning, and was in the prime position to establish new team for Workforce Planning in 2020.

After working as a Learning and Development Manager in a private training company, I was employed by the Health Board into the Learning and Development department as a Project Manager on a temporary basis.  Following that I was given a permanent contract as a Senior Education Advisor before securing a promotion as the Future Workforce Development Manager.  At the time, I saw the role as more of a Learning & Development role; however, I see now that the role combined elements of Learning and Development with Workforce Planning, through the instigation of the long-term programme of the Nurse Apprentice.  During the pandemic, I was deployed to help one of the (then) Senior Workforce Managers, initially around deployment, largely in the planning and launch of the Field Hospitals. This brings me up to my current role.  








Learning Area 1

Strategic Workforce Planning

Within the Health Board, Workforce Planning has always been done on a relatively short-term basis, this is not classed as strategic.  Workforce Planning is a continual process whereby the organisational strategy and the individual department needs are translated into a plan employ the people necessary to fulfil that strategy/needs (CIPD, 2022; Vulpen, n.d.; Schmidt & Laycock, 2009).  Strategic Workforce Planning is when this done with a long-term view of five years or more (Smithson, Maguire, Honeyman, & Jabbal, 2015).  

The level of workforce planning carried out typically carried out historically in the Health Board was for rotas on a six-week basis, cover for sickness/maternity/leave, and the annual Intermediate Medium-Term Plan (IMTP).  It was only during the Covid-19 pandemic that the Executive Board decided that a more strategic and formal process to planning the workforce was needed within the Health Board; this led to the formation of the team I now work in.

[bookmark: _Hlk125375119]Prior to my starting in the role of Project Manager – Workforce Planning, my level of understanding on Workforce Planning was basic to intermediate.  I had undertaken workforce planning in the form of managing a team (managing sickness and leave), co-managing a major project on the development and implementation of the Nurse Apprentices (see Glossary for explanation on terminology), and my involvement in the initiation of the Field Hospital during pandemic.  I hadn’t received any formal training, theoretically or practically, but I had read a small number of articles specifically on workforce planning.  
An aspect of the interview for my role was to provide a presentation on the pros and cons of the Skills for Health Six Step Methodology for Workforce Planning.  To develop and present this, I had to research the framework from a very limited source – the Skills for Health website.

I was employed into my role as a trainee, on an Annex 21 contract (see Glossary), necessitating development. I have identified a number of areas of learning that enabled me to develop in my role and become a specialist in workforce planning. I propose to critically analyse each area of learning, using Gibbs’ Reflective Model, to understand the level of benefit they provided in my development (Library, 2020). The four areas I propose to critically analyse are:
· Research, Critically Analyse and Apply Workforce Planning Methodologies
· Strategically Promote and Influence Workforce Planning through Establishing and Engaging with a Variety of Internal and External Stakeholders
· Collate and Critically Analyse Data to Inform Workforce Planning Capability across the Organisation
· Design and Develop a Range of Tools and Resources to Aid Workforce Planning

Learning Outcome 1

[bookmark: _Hlk118642045]Research, Critically Analyse and Apply Workforce Planning Methodologies

Upon entering the role, I was asked to complete a Capability Matrix – an assessment of the completer’s knowledge and application of the elements of workforce planning, as prescribed by HEIW – to determine what I felt my level of knowledge and skills was at that time (see Appendix A ). This was to inform my line manager on my starting levels – a baseline to measure against – and act as an initial assessment for my development journey as a trainee in the role.  The Capability Matrix told me that I was predominately in the “learner-driver” category, which seemed logical at the start of my development journey.  I understood that I needed to read more to gain knowledge and the opportunities to apply what I was to learn.

Considering Gibbs’ Reflective Model (1990), I recognise that I was trepidatious whilst completing the Capability Matrix for the first time. While I understood the definitions of the elements of the matrix, I was unsure of how wide the scope of the practical applications for these elements were. I was concerned about what level I was expected to be at as I’d only just been employed into the position, I still felt that I was being assessed as to whether I was at the necessary standard for the role, despite having been through an intensive interview process. With that in mind, it is likely that my answers were not fully accurate – whether consciously or unconsciously.   This is in keeping with the thought that self-assessments subjective, influenced by experiences and communication, and are based on perceptions rather than fact (Papa, n.d.). I did complete the Capability Matrix based on my limited knowledge and submitted it, without a statement of clarification around my evaluation of the process.  Whatever the degree of accuracy of the scoring, the task brought to my attention the lack of depth of my knowledge to the overarching process of Workforce Planning.  By following Gibbs’ Model of reflection (1990) I can conclude that I am not comfortable with activities that assess my ability when I have not been able to prepare myself or gain knowledge beforehand. 
This process also taught me that I had insecurities around my capability in the role and the reasons for the task at the time, which was natural being new in post.  However, my insecurities could have led to higher expectations from colleagues on my ability had I scored myself in a purposefully dishonest way with excessive scoring.  Boud’s (1990) opinion is that self-assessment plays an integral part to an individual’s development, and I can see its benefits; however, it has also been noted that self-assessment needs to be an honest self-reflection of oneself (Ali, n.d.).  To achieve a more honest self-reflection for a more accurate self-assessment, the circumstances around the facilitation of the needs to be different.  The next time I completed the Capability Matrix (Appendices N and O), although my knowledge had increased, my awareness of the need for honesty allowed me to be more confident in showing the weaker areas along with the strong. If the intention was for this matrix to be completed by any NHS Wales employee, the level of understanding needed to complete it would have already been at a high level, therefore all submissions would potentially show high results.  From experience, I knew this would not be a true reflection of the Health Board or its employees currently.  I provided this feedback, along with my line manager, to HEIW.

Further to scoring, for my development, a number of recommended actions were provided in the matrix as documents to read.  Along with this, during my first week, I attended the team induction where I was provided an induction booklet which included a reading list of appropriate resources that could aid my knowledge and understanding on strategic workforce planning (see Appendix B).  The aim was for each trainee to carve out time and carry out the reading during our working day as part of our development in our role.
The reading list I was given at induction was one method of helping me increase my knowledge.  A self-assessed VARK questionnaire I had carried out at the start of my development suggested that, while all styles are fairly balanced, the visual element was my strongest learning style preference, therefore this task was fitting and suited my development.  At the time I received the reading list, I felt positive about the task.  It was a way of gaining more knowledge without the potential of being overwhelmed by the expectations of services and their current issues.  I knew that my line manager had constructed the list, and she was a specialist in strategic workforce planning, so was looking forward to reading the resources she found helpful.  However, as the pressure increased to work with the services on the IMTP from the second week of my time in role, it became more and more difficult to allocate and protect time to developing, which included reading these resources.  Change can bring about anxieties (Schoon, 2009).  Furthermore, I had left a role where I was a specialist with a high level of knowledge and moved to a new role where I was trainee with limited knowledge.  I felt a high degree of pressure to gain more knowledge and fully understand the world I had recently joined; however, time was against me, which raised my anxiety levels at the stage. 

When using Gibbs’ Reflective Model (1990), I can comprehend the overall impact this method of learning had in my development (University of Edinburgh, 2020).  The reading list is a commonly used tool used to aid an individual on a development journey (Croft, 2018).  With it I was able to read, research and analyse information to gain knowledge and deepen my understanding in workforce planning. Time to read was an issue, as was prioritising – which ones were more important than others, which was good for background and which I needed to know for now.  This led to me mostly reading in an undirected way, which wasn’t efficient.  Gibb’s model (1990) allowed me to conclude that I need structure to a reading list, I feel more comfortable when directed in my learning.

In order to complete the reading list, I had to carry out the research and increase my knowledge in my spare time, rather than the anticipated development timetabled during work time.  There was ample information held in the sources that increased my knowledge in Workforce Planning in general, Workforce Planning in the NHS and Workforce Planning in Hywel Dda.  One source provided me with information on the level of agility held by the Hywel Dda workforce – seen in response to the pandemic.  This was written up in response to an internal audit, and informed me of some of the strengths and weakness within the system at that time. Another document gave me some background into the IMTP, including why the Welsh Government required the information and the goals for its collation, as well as previous submissions.  This enabled me to see how the IMTP was a tool in planning the services, and in turn the workforce to deliver that service.  This was the only source to be prioritised by our line manager, as it would help me with the work I was about to undertake.  Also included in the reading list were documents written by HEIW (the author of the Capability Matrix) which explained the elements within their Workforce Planning Framework.  This expanded my basic knowledge and allowed me to see a broader picture around the elements.  One of these documents – the ‘toolkit’ – even signposted to other sources that would help increase my knowledge further.  
In line with Gibbs’ Model of Reflection (Library, 2020), having evaluated and analysed what happened, there are changes I would make in future. It is better when reading lists are aligned to objectives or learning outcomes with distinctions between core/essential and additional/recommended (Croft, 2018; Oxford Teaching Ideas, 2021). Having used Gibbs’ Reflective Model (1990), the actions I would recommend following my learning is, for new staff members, building a reading list aligned to the learning outcomes attached to the Annex 21 of their training contract and will contain core reading in order of priority, recommended, and optional. New trainees will also have reading time scheduled into their induction period (6 months), which provides protected time so that they can carry out the necessary reading that will enable them to develop more efficiently.  In parallel, when I meet with a new topic or new role again, I would see great benefit in working with relevant individuals in developing a similar style of reading list.
From reading the toolkit developed by HEIW, I understood the range of information needed for the steps in the framework. These steps were essential to my application of accurate and effective workforce planning strategies.  To note, the understanding and application of the framework, and the steps featured, were a pivotal aspect of my development and performance in my role.  For example in Step 1, under “Purpose”, it isn’t enough to ascertain the reason for wanting to develop a workforce plan.  There’s a need to understand who asked for plan, why they asked for it, what drivers are influencing the need for the plan, in both the short and long term, plus considering what the goals and objectives would be for the plan.  The framework advises that this is the first thing all stakeholders need to understand in order to develop an accurate, effective workforce plan.  
An example of how I applied this learning can be identified when I worked with the management team for the Unscheduled Care Directorate in Withybush Hospital.  I asked open and probing questions to be able to understand where their need was coming from, what was driving them to rethink their workforce, what their issues were that needed addressing, who requested this plan and who would take responsibility for it.  By asking these questions I was able to facilitate the conversations with key people to explore and determine the challenges the directorate in Withybush Hospital were experiencing.  In this case, the plan was requested by the General Manager of Withybush Hospital, to create a more stable and sustainable medical workforce in the Unscheduled Care Services in the acute hospital.  I could see through the practical application of what I had learned why a greater detail to the steps were necessary. For example, it is not enough to just ask what the ‘purpose’ of the plan would be.  The common answer is ‘to gain more staff’; however, this is not a sufficient answer or ‘purpose’ to begin developing a workforce plan.  What is important to ascertain is what issues have arisen from the lack of staff, what individuals/teams are impacted, how long do they have to develop and implement a plan, are there any legislations or codes that are driving or impact the plan needed, how far reaching the plan will be. Using Gibbs’ Reflective Model (1990), I can conclude that, having carried out extensive reading for my role, I am now able to research Workforce Planning Methodologies and associated topics.


The team was initiated in January, in the middle of the development and completion of the Health Board’s IMTP for 2021 (see Appendix D), and so I was asked to assist in the development of this document. At that time, the IMTP set out the Health Board’s plan/aims for the following year, broken down by directorate, service and county.  This included services plans as well as workforce plans. To complete this, each trainee had areas allocated to us and we were required to engage with leads and discuss their plans (see Appendix E).  For that year, as I was so new to the role, I was only required to gain information from the services to incorporate into the IMTP, rather than ‘check and challenge’ the information that was given and the requests made (this was expected from me the following year).  The information I needed to gather was around building a picture of their situation, including the challenges, their successes, their aims and needs. 
The IMTP was an overwhelming process as I, along with the rest of the team, were thrown in the deep end with very little information beforehand.  With three hundred and fifty-two services available in the Health Board this was a mammoth task, and a steep learning curve. I was asked to work with the overarching system in the county of Ceredigion to gain information as to their strategy and their plans for the coming year.  I learned that Ceredigion worked as a stand-alone county, very different to the other counties, and my being a resident of the other counties made me ‘an outsider’, and so to develop a relationship with the management team there, required me to work differently to how I’m used to, particularly as there are strong characters. This is in line with the thinking held by many theorists in that individuals should understand their own behaviour and manage own reactions to engage more effectively with such characters (Cancialosi, 2018; Markway, 2015). The management team there had a three-year strategy for the services across the acute and community settings (see Appendix F).  The strategy set out the plan of how to achieve their goals, and had a proposed plan as to their workforce, which was helpful for me to review as it would inform my discussions and ensure that I had an appropriate underpinning knowledge and understanding of their aims. 
Upon sharing the document and critically analysing it with the rest of the team, my understanding around the strengths and weakness of the plans deepened.  This is in line with a common viewpoint that group discussions can increase an individual’s depth of understanding (The Eberly Centre, n.d.).  With comparing the submission by Ceredigion with the other submissions, and discussing these documents over time with the team, I could see the impact each plan would have on the other, the risks as well as the benefits, and how these should have been developed with knowledge and consideration of each other. This is in keeping with recent thoughts around the importance of integrated workforce planning (Wakeford, 2021; Skills for Care, 2021; Lin, 2022). 
To demonstrate an example of how I applied this learning, the Ceredigion Management Team had stated that they would require a certain number of therapists to work in their Integrated Care Centres in Cardigan and Aberaeron as part of the Community Rehabilitation service, however, they had not discussed this need/request with the Therapies Directorate – the Head of Occupational Therapy and Assistant Director or Therapies, in particular. This request competed with the request, demand and supply of Therapists across the Health Board. 
It was only upon comparing and discussing that this issue came to the fore, and it was valuable learning for each of us in the team.   
By learning while doing, it was a form of active learning, which has been suggested as “the way forward” in self-development (Steele, 2019). This method of development allowed for trial and error, along with discovery and social interaction, and encouraged “prolonged engagement”, as this activity took place over a few months.  All of which are common with active learning (Drew, 2023).  While I was not identified as a kinaesthetic learner in a self-assessment carried out at the start of my development (see Appendix ??), upon reflection, I can see the value I gained from learning through experience and practical application.

The learning I undertook from that years IMTP enabled me to deepen my understanding around the first step of the 6 Step Framework.  Following this, I decided to add an element to Step 1, in the form of a question – What other project/programme (internal or external to the HB) will impact or influence the actions and/or outcomes of this workforce plan?  By asking this question right at the start I could understand, or prompt the stakeholders of the plan to consider, how integrated planning can impact on the plan. Having considered my experience with the IMTP in line with Gibbs’ model (1990), I am able to critically analyse the method of workforce planning the Health Board, in line with Governmental requests, carry out on an annual basis.

To help me in my development and meet expectations in my role – both of which went hand in hand – I was required to attend weekly team development days along with my fellow trainees and the rest of the team (see Appendix G).  To begin with there was a specific agenda item to the day on our development; however, by June (month 5) this was no longer an item as our development was intrinsic to all elements of the working day (see Appendices H, I, and J). On these days, I discussed what I had done that week, including providing project updates, and lessons I had learned. I had the opportunity to ask my line manager questions on Workforce Planning and how my role was impacted by that element, particularly given that we have been assigned professional areas of interest. I was able to work with my team and develop solutions together as a team based on the combined knowledge and experience we already had, obtain advice on how to progress over the coming week, and learn about each other in the team and what the strengths were to draw upon.  This is in line with the thoughts of many theorists around team-working, suggesting that it provides, and increases, motivation, skills improvement, communication, problem-solving, productivity and development (Mello, 2017; Schindler, 2018).  At one time, one of the other trainees was discussing the logistics of planning the workforce for the covid wards in Withybush, and I learned a factor that needs consideration in this was the layout of the wards, where the beds were, how far apart.  This impacts on the number of registered staff required by law in that area for that level of patient(s) (Welsh Government, 2021).  I was unaware of this beforehand.  Having reflected on that information and evaluated its importance, in line with Gibbs’ model (1990), I understood that it was wholly necessary for me to have clinical experience to facilitate Workforce Planning conversations with services, as I felt previously that this was holding me back.  I could see that through the experience, skills and knowledge of others in my team, I could gain a certain level of knowledge around clinical settings to assist my conversations.  With this knowledge of the ward layout, I was able to participate and provide additional information to services, not long afterwards. 
This can be seen when I was an attendee in a meeting around the planning and establishment of a new Field Hospital, I was able to contribute to the discussion around the bed locations and the need to increase the number of Registered Nurses required high that what they had estimated.  I was able to take the learning from each of these development days and feel confident in applying them in my subsequent meetings with services and management so that discussions were more effective and efficient. Upon reflection, in line with Gibbs’ Model (1990), I can conclude that as the weeks went on, and my knowledge and confidence increased, I was able to contribute more to the team discussions and participate in healthy debates around the development of service workforce plans.  In turn this helped with my engagement with the management in Ceredigion, as they could see the benefit of working with me. 


Reflecting and analysing the components of my development in the first year, in line with Gibbs’ Reflective Model (1990), I can conclude that a key part that was attending a programme developed and delivered by Skills for Health. The programme contained training on a Strategic Workforce Planning Methodology called the ‘Six Steps Methodology’ (see Appendices K & L).  This was held over three sessions, virtually – as it was directly in the middle of the pandemic.  The programme went into depth on each of the six steps, giving theoretical knowledge on workforce planning methodology and providing practical insights on how to apply the methodology within the services The facilitators were experienced in both the NHS and workforce planning and could perceive the potential issues that I would face. 

During the session I learned about the importance of good quality data, and how it needs to be balanced with data intelligence.  I did not fully realise the extent of this until I was working with the services and seeing how the data held on NHS Wales’ ESR system (see Glossary) had numerous flaws and greatly impacted the efficiency and often the progress of developing workforce plans with the services.  My knowledge on the impact demand and capacity data has on workforce planning also deepened through being hindered by the lack of necessary data on ESR. 

When looking to apply what I had learned, it was evident that this had not been taking place to the extent where it provided sufficient, good quality data that helps inform workforce planning.  The system where activity is recorded only holds basic information, for example the A&E data shows the number of patients through the front door on day shifts, night shifts, weekends, the number that were admitted, discharged, referred, and the waiting times. While this is useful information, it does not provide the level of detail that helps to understand the staffing required. For instance, each patient is unique and while one person presenting with a bad chest may be discharged after basic tests in four hours, another with the same presentation may need an array of complex tests and be discharged after seventeen hours, requiring a different number and range of workforce. 

After reflecting on how I put into practice the knowledge and skills I gained in training, I can conclude that the systems within NHS Wales do not hold data detailed enough that help services develop a robust Workforce Plan.  I would not have learned this had I not practiced what I’d learned.  Being told that fact would only have provided me with a superficial level of knowledge, however, as I learned through practical application, it led me to a deeper level of understanding, which has then aided me to steer conversations appropriately, asking different questions. This is in line with Kolb’s experiential learning theory, in that the doing, or “experience” (Learning Theories, n.d.) is an integral part of the learning journey (Evans, 2023). For example whilst talking to Primary Care managers, I informed them of the limitations of the system, but that this can be compensated for other data.  
Following on from the 6 Steps training, Skills for Health delivered a separate programme focusing on one aspect of strategic workforce planning, which was Competency (see Appendix M).  This was held over two sessions virtually. In this training I learned about the elements of standards, functions and competence associated with the development of a competence-based workforce plan. I also learned about how to, and why, carry out service/patient pathway mapping.  On reflection, I can clearly conclude that, while the Six Step Training provided me with a foundation and helped me meet the required competency, it was this training that has influenced me the most in how I work now as a Workforce Planner.  

Having learned in the training that a service’s workforce should be built around the activities needed to meet patient needs and organisational priorities/strategy, and that this should lead to designing/developing roles around the skills and standards needed to meet those activities, has shaped how I facilitate conversations.  When in a meeting with managers in Glangwili Emergency Care, they were looking for a situational-based approach to workforce planning, however, I could confidently speak about the benefits of understanding which functions/activities have been negatively impacted by any workforce shortfalls and facilitate a conversation around how this can be mitigated, and incorporate this into the situational-based approach. By following Gibbs’ Reflective Model (1990) I can conclude that it is only after practicing what I learned in this training can I say that I am able to critically analyse and apply workforce planning methodologies. 

To understand my progress during the first year, I was required to periodically complete a self-assessment on the capability matrix (see Appendices N and O).  My line manager was then able to compare my results against the original and benchmark with the other trainees.  Not to compete, but to understand any common areas that needed assistance.  As the first year progressed, my knowledge in Workforce Planning increased greatly, so did my self-awareness of how I was growing in my role.  When carrying each of the subsequent matrices I was able to reflect on the difference in the scores, why I gave myself those particular scores previously as well as that time around.  What was interesting was that, while my knowledge and application of workforce methodologies had increased, my scoring would at times either stay the same, go down, or show a slight increase, even when I felt there was a greater increase in my growth in the role.  It was because my understanding of each of the elements and complexity and magnitude of the work I was doing was increasing, and I recognised that while previous score were a true reflection against what I knew at the time, it was an accurate reflection of reality (Thompson & Pascal, 2011).  I was able to discuss this with my line manager in my 121 sessions following the completion of the matrix. Following a course of reflection and practice, I can conclude that I am able to critically analyse my own application of workforce methodologies.

I was aware from early on in my trainee year that the overarching goal that would demonstrate my competency as a Workforce Planner was through an authentic practical application of Steps 1 and 2 (of the 6 Steps Workforce Planning Methodology) with the services.  The area that I was assigned to work with was the Medical professional group and Physician’s Associates (see Glossary). In my case, this proved extremely difficult, though I was able to somewhat deliver this. One of the reasons for experiencing extreme difficulty is due to the impact of the pandemic; however, in fact, the pandemic didn’t create the issues experienced, it simply exasperated them.  This project probably provided me with the greatest learning and understanding of the complexities and challenges of Strategic Workforce Planning.  It was communicated from induction that this would be a project spanning the whole year of the Annex 21 contract, and that the assessment of competence was based on the work carried out within. With that in mind, the work on this project commenced from month two.  As the area of responsibility within my role would be the Medical Workforce, my project focused on the Medical Workforce specifically in Withybush Hospital (see Appendix P).  The original request for assistance was for a more strategic 5-year plan for the Unscheduled Care service in Withybush Hospital, Pembrokeshire. However, when I facilitated the first meeting with the initial stakeholders, the request quickly changed to an operational 1-2year plan, due to the immediate issues and pressures the service was experiencing.  This limited what I could do with them and for them and limited what a workforce plan could achieve.  What they required was assistance on an operational basis with alignment to what would be needed in the future.
Initially, there was motivation and drive for the plan to be developed, with attendance to the initial meetings high and all who attended were engaged.  This decreased as time went on, and there was a noticeable difference after the summer break, as it appeared to halt any progression, as all subsequent meetings ended up being either postponed due to the number of people declining invites or only two people attending stifling further progress.  If I had set up monthly meetings for the year, at the start of the process, this could have decreased the chance of unattended meetings perhaps, though capacity to attend would still have been an issue.
During the entire process I took information and my progress back to my line manage to discuss in my 121s.  Upon reflecting, in line with Gibbs’ model (1990), I can conclude that it was through these conversations that I was able to see how the Six Step Framework needed to be adapted in this case.  I now understand how important discussions with peers around my work are to my confidence in my ability and to my development. Using this example of my working with Withybush Hospital, the request to change the plan from strategic to operational there meant was a need to utilise the Six-Steps in a different way, as the traditional process didn’t fit what was needed.  From a discussion with my peers, I could help them meet their gaps. I applied Steps 1 and 4 at the same time to ascertain whether their vacancies/gaps corelated with the issues they were experiencing.  Some issues did corelated, but not all. Then we could move on to Step 2.  In my training it was suggested that the potential cyclical nature of steps lay in Steps 2, 3 and 4; however, my work within this project taught me that in reality, the steps within the framework can be interchangeable, and should be, to meet the needs and situation of the stakeholders that require the plan. This is in line with the suggestions that frameworks should be flexible enough to discourage “overly prescriptive” actions that do not meet needs (CIPD, 2021).
Research earlier on in the role taught me some common obstacles in Workforce Planning, such as poor data quality, poor time management, lack of finances, VUCA environments (Remon, 2022; NHS England, n.d.; Kraaijenbrink, 2018).  It was only through the practice of facilitating Workforce Planning with the services that I learned what the local obstacles were to my Health Board and to particular services, including the lack of time and capacity with all stakeholders, especially management; the competing priorities which included a focus on ‘fire-fighting’ to solve the operational issues being experienced; the attitude of staff at all levels, having been greatly impacted by not only the ongoing staffing shortage, but the pandemic too; and the uncertainties with the Programme Business Case for the Health Board and lack of communication from the Executive level, leaving people unwilling to start planning as they didn’t know what they were planning for.  By evaluating and analysing my experience, in line with Gibbs’ model (1990), I have been able to keep these factors in consideration when working with other services/managers. Acknowledging the obstacles they were facing and empathising with them has allowed for better professional relationships and more effective ways of working.
Having gone through this process for my Annex 21 and learned a great deal, I can say I am now able to critically analyse and apply workforce planning methodologies.

With the difficulties being experienced, my line manager was flexible and allowed me, along with the other trainees, to demonstrate our competency through applying knowledge demonstrating practical delivery in a specific scenario.  That scenario was the story of Cinderella. We co-developed and co-delivered this application as a team in a training session to peers, which was assessed by my line manager (see Appendices Q and R).  Each of us had a specific area to discuss, and we tailored this according to our professional areas – mine was mapping the change.  Therefore, I delivered the introduction as well as Steps 1 and 2, which incorporated the purpose leading into change mapping. While I was able to incorporate the amount and depth of detail necessary to be assessed on, I did have to expand on what is known as the Cinderella story to make sure that the full breadth of my knowledge was communicated for the assessment.  This taught me something, in that there is no perfect example of Workforce Planning using all elements that we are required to know about.  Each workforce plan is different, has its own uniqueness, its own criteria.  I learned that a good Workforce Planner has to have the knowledge and skills to be able to meet all, but will need to be flexible to meet each individual plan and only use what’s needed. Having reflected on the development and delivery of the presentation, I can conclude that I am able to apply workforce planning methodologies.

As the session served two purposes – training and assessment – we decided all together that we would script the content so that our line manager could more accurately assess our knowledge and how we would apply the methodology in this scenario.  I scripted what I would say, however, on the day, as the session was also a training session, and my background is in teaching and facilitating, I was quite uncomfortable reading from a script. I am used to adlibbing from the bullet points on a screen or spontaneously talking in response to a comment or discussion. I also like to refer to points being raised later or earlier in the session, showing the interconnectivity, however, I was unable to do this as I had only developed the slides relevant to the first two step. Due to this, my delivery was not to as high a standard as I would typically expect of myself.  By reflecting on this I can conclude that to deliver at a high standard I need to be comfortable in the content of the entire sessions, and to be able to speak freely without being restricted by a script. 

There was another aspect to the development and delivery of the training that I learned from. As the session was part assessment the content of some of the slides by one of the team was excessive.  They had the assessment only as the focus of the delivery rather than the whole audience and had included far too much information so that they were able to show the full depth of their knowledge so as to pass the assessment.  While I hadn’t seen the content of information they were to deliver, I had seen the length printed out on paper. I did not have the confidence to challenge them on the appropriateness of the content for the full audience. After reflecting, I concluded that I have a weakness in the lack of confidence in confrontation.  This is an area that I needed to develop particularly in my role challenging assumptions held by managers.  



Learning Outcome 2

Strategically Promote and Influence Workforce Planning through Establishing and Engaging with a Variety of Internal and External Stakeholders


When my team was established, each project manager was allocated a professional group and a county to focus on and work with.  I was allocated the Medical Professional Group and Ceredigion.  Held within the induction booklet was a brief list of relevant contacts for these areas of mine (Appendix S).  Along with these were key individuals in services that all of us would need to have contact with and establish a relationship with.  Consequently, within the first few weeks of starting, meetings were set up to introduce me to different and relevant teams (Appendix T).  It is generally acknowledged that constant change within the organisation and the complexity of a variety of aspects makes communication in general difficult, which is echoed by external professionals (CIPD, 2021). Therefore, it was helpful to have the communication lines open right from the start of my time in this role.  Included in these meetings were:

As there were many programmes of work and projects that had already commenced across the Health Board before I started in the role, many meetings had already been established, so I needed to liaise with my Line Manager and the Administrative Support to ascertain which ones were more pertinent for me to attend, and which were pivotal.  After speaking with my Line Manager, she suggested I attend many of the (different) meetings to increase the breadth of my knowledge in what was going on across the organisation and to observe her implementation of workforce planning in the Health Board.  Whilst attending those meetings I was able to meet and start developing relationships with various people, which helped raise my confidence in developing relationships but also raised the profile of my team and more formal workforce planning in the Health Board.

One thing I did notice very early on, was that as I had worked in the Health Board for over ten years when starting this post, there were several individuals who had previously known me and worked with me in various management roles within Learning & Development.  Therefore, when engaging with some I had to re-establish the relationship, as people were in the habit of seeing me in one guise whereas I needed to be seen differently, as a Workforce Planner.  This is something I had relative experience in after transferring my management responsibilities from the Grow Your Own pathway to the Apprenticeship Academy; however, this transfer was of greater significance. One way I was able to re-establish relationships was by re-introducing myself in an email setting out my roles, responsibilities, and remit.  I found that while the email was a good way to inform people of my change in position, more was needed.  I neglected to consider human nature in that they would reminding of my new remit, as they were so used to working with me in relation to developmental programmes.  I did this through meetings, by signposting colleagues to the correct team (or individual) working on development programmes. 

To compound the matter of communication and engagement, I started my role when the pandemic was at its peak, therefore engaging with any stakeholders needed to be done virtually. This is contrary to what Jackson (2020) and Oyegoke (2021) suggested that as everyone is different and different people can interpret the same message differently a ‘one-size-fits-all’ method of communication will not be appropriate.  It became the culture in the Health Board very quickly when the pandemic hit to communicate via Microsoft Teams with further correspondence by email. Most individuals appeared comfortable to communicate on screen through Teams; however, there were some individuals that did not appear comfortable with the method.  It was through experience I discerned people’s discomfort.  The two most common signs of discomfort were to keep the camera off during discussions or meetings, and staying quiet, when ordinarily they would have been more communicative during in-person meetings.  With these individuals I emailed separately after the meetings had ended so I could further my work.
 
When working with the Pembrokeshire Medical Management Team promoting the need for strategic workforce planning, between the lack of capacity had by all, the geographical distance between stakeholders and being in the midst of the pandemic, it was more efficient to hold meetings virtually.  Towards the beginning of the project, most attendees were present on the call, but not all contributed.  The General Manager of Withybush Hospital, the Lead Consultant and one of the Service Delivery Managers participated fully in the conversations and appeared invested in the project; however, the others appeared to be focusing elsewhere as they were typing and carrying out work on their IT system.  This meant that whilst a conversation was being had, it may not have been as broad as it could have been, as I don’t know what other potential rich information could have been added by the other attendees. As time progressed, the attendance to the meetings declined, often with no warning given that stakeholders would not attend.  Whilst I do not know whether this was a reflection of the attitude of the meetings being virtually, I do wonder had I arranged and attended these meetings on site physically would they still have not turned up to them, particularly without warning.  I am inclined to believe not, given that they are experienced professionals.  
I spoke to my line managers about the issue I was facing around the lack of engagement from the Pembrokeshire Medical Management Team.  I was provided advice about how to attempt re-engagement.  I was advised to look at those who were not as engaged and contact them separately with questions and requests so that they could become more involved.  This way the could view our work with an increased importance and become more engaged.  I tried this, by contacting one of the Service Delivery Managers and the Medical Coordinator to ask them for relevant data, and collate issues they came across whilst conducting their day to day activities with the clinicians to bring to the group meetings for us to consider.  While I was able to engage more with the Service Delivery Manager on a virtual one-to-one basis, this was short-lived with the pressure the pandemic was still having on the services.  I discerned that what the Management Team needed was somebody to work solely with them to carry out the workforce planning activities, whilst they were occupied with the more operational activities.   
Whilst there were benefits to holding meetings virtually, namely safety, flexibility, and freeing up capacity, having reflected on the issues experienced in line with Gibbs model (1990), I recognise that there were a number of issues with holding each meeting virtually at that time, namely full engagement, distraction as a risk, a leniency towards a more relaxed attitude to meetings, limiting the potential of a fully formed professional relationship.  

That experience contrasted with my experience with the Health Psychology Service, which was also conducted virtually.  I used what I had learned from the experience with the Pembrokeshire Medical Management Team for this service.  The Head of Service was signposted to me by another colleague in Workforce & OD, needing help to expand workforce having realised the benefits the service could bring across the Health Board.  This stakeholder was based North of Ceredigion and so it was more efficient to meet virtually rather than ask one of us to drive more than sixty miles to meet.  The meetings this time were on a one-to-one basis, hence the first time we met virtually I was able to build a rapport, establishing a professional relationship, finding common ground, so that we can work more effectively together. I did this in greater depth than with the Pembrokeshire Medical Management Team.  I then asked her to tell me what she felt the aims of the service was, the current context of the health psychology service and what she felt she needed help with. This was similar to what I did with the Pembrokeshire Medical Management Team; however, this time I went on to explain what workforce planning is and how I could help her, what the limitations would be in her ask, the risks and the potential mitigations.  I felt that that when the service understood the benefits of working with me it would increase the chances for prolonged engagement.  We left the meeting with actions to carry out and she was very happy and keen to progress.  We met virtually regularly, and there were no issues around communication or engagement, this potentially because I emphasised the benefits of working together right at the start.  Reflecting on this in line with Gibbs’ model (1990), in contrast to work done with the Pembrokeshire Management Team, I feel that having communication virtually posed no issues because there was just the one person I was speaking to, who was incredibly focused on the help and expertise I was offering her.  Having met virtually a number of times, I was able to produce a document highlighting her position and her options on developing a workforce plan (Appendix U).  The Head of Service was more than happy with the document and took it back to the county director for further discussion and a formal request was made via the All-Wales processes in the IMTP.  Having reflected on my experience with the Health Psychology service in line with Gibbs’ model (1990), I can conclude that I did learn how to promote and influence workforce planning through engaging with one of my internal stakeholders.

Virtual meetings can be difficult for people as individuals cannot see/hear the full range of language possibly being used – including body language, tones, and atmosphere in the room – which all adds to communication.  Since the start of the pandemic many employees have reported feeling fatigued by lengthy virtual meetings (CIPD, 2021).  Reflecting back, in line with Gibb’s model (1990), I conclude that this is certainly me at that time.  Between starting and new job with little previous experience, undertaking a radical learning curve, working in the midst of a world-wide pandemic in an organisation where the whole population was profoundly reliant on, and spending a vast amount of time in virtual meetings, I was exhausted.  It was a relief when I was able to meet with individuals on a face-to-face basis.  It was during the pandemic and reflecting on my feelings and the level of fatigue being experienced, that I understood my preferred method of communication is face-to-face, being physically with individuals.  My reliance on observing body language is significant, and something I find difficult to do when engaging with individuals virtually.  This is consistent with the line of thought by Lamb (2014), who discussed the difficulty in seeing peoples’ gestures and facial expressions, getting a sense of the atmosphere in the ‘room’ and building/maintaining relationships through informal chats pre- and post-meeting when they are held virtually.  I am a lot more comfortable and relaxed when engaging face-to-face. This is contradictory to what has been reported by the CIPD (2021), that during the pandemic, most employees felt the more social technologies encouraging quick responses, collaboration, sharing issues and best practice, and creating a ‘community’ (Jackson, 2020). This could be due to my learning style as a being visual, as I need to be able to see people’s body language when communicating.
 

My relationship with the Ceredigion Management Team has varied since joining the role as they are a very complex team. Communication overall has been virtual; however, I feel that this has hindered the depth of the relationship developed.  The management team in that county have differing characteristics to the other two counties, therefore the method of communication and engagement needed (and still needs) to be different. I have previously encountered teams requiring different ways of communicating and adapted to fit into their team.  However, the use of Teams as a primary form of communication was new to me.  I wasn’t particularly comfortable with the video calling element of virtual communication, as I preferred to be present in people’s company and see their body language with their verbal speech. I had to learn to accept the method of communication and focus on the content. 
During my first year in role, I communicated with the management team with regards to the IMTP (see Glossary) (see Appendix U).  I was seen as an outsider, as I didn’t live or have a work-base in the county, so needed to work differently to establish a professional relationship with them. The management team see themselves and the county very differently to the other counties, so I focused on this.  I commended them on the fact that their plans integrated acute and community settings, and focus on the uniqueness of their county for one manager, the figures and finance for another manager, and the aims for another manager.  This was more of an Organisational Development approach to Workforce Planning to what I had used previously.   I decided to use this approach to reassure the team that I posed no threat but was interested in their approach, keen to learn from them and help them succeed. This way the team would be more likely to accept and utilise my expertise. Another way to be seen as part of the team, was to attend as many meetings as possible, offering to help where I could.  This is in line with the school of thought that when a team is created or changed, having regular social and human interaction will support the development and settling of that team, which can form a good foundation on which to build (CIPD, 2021).  One of the regular meetings I attended was delightfully labelled the ‘Carwen Cwtsh’ which was diarised by the General County Manager.  Upon reflecting on this development in line with Gibbs’ Model (1990), I can conclude that this was a pivotal action of establishing a relationship and being able to promote the techniques and principles of workforce planning to the way the county managed their current and future staff.  This is something that I took forward and applied when working with services looking to establish the Physician’s Associate role.

The turning point for my relationship with the overarching County Management Team came when a workshop and two subsequent meetings were held close together in person.  I saw a significant change in attitude after being physically present and working with them, they were more accepting and often reached out for help and support. Whilst I saw this at the time was a good thing, what I didn’t realise was that I had portrayed myself in a different role to what I was intending.  Due to the breadth of my knowledge and the work I could do, they had come to see me as a more of a HR Partner, rather than a Workforce Planning Specialist only.  When reflecting on as per Gibb’s model (1990), I can conclude that whilst I promoted workforce planning, I did not manage communication well, in that I did not manage their expectations through over-stepping my role (CIPD, 21). I only realised this when it came to the second round of IMTP.  As I was clearer and more confident overall in my role and the responsibilities in the work I should and shouldn’t be doing, conversations were strained when the Finance Business Partner wrongly perceived what my role was in the process, and asserted that I personally should have carrying out the necessary tasks for the process (it was in fact the service managers that needed to carry out these tasks).  I remained calm and explained my position in a positive light, highlighting how I could help the managers achieve what they needed. Whilst this was not what they were expecting from me, they accepted the arrangement, and we moved forward.  From this situation I was able to learn to be balanced in my engagement with the team, to only do what is within my remit and to signpost to other teams when needed.  This is what I have done from that point onwards.  Upon reflecting in line with Gibbs’ model (1990), I do believe that having been through that long learning process I do strategically promote and influence workforce planning through establishing and engaging with a variety of stakeholders.


Promoting workforce planning across the Health Board, meant managing the team brand and ‘offer’ from the team.  To assist me manage the scale of work needed across the Health Board, I helped develop the Consultancy Framework for the team (see Appendix V).  The implementation of the Consultancy Framework was aimed to steer the engagement between members of the team (including me) and the support needed by the service, allowing us/me to step into the process of development of a workforce plan and then to step back out again.  This allows each of us in the team to focus on our specialist areas.  For me, this meant stepping in to deliver change mapping activities with the service(s) and being able to step back out whilst another Workforce Planning Project Manager steps in and takes over their specialist area, helping to drive progress forward, to encourage the necessary workforce change to happen.  This is in line with various notions that the right branding communicated in right way inspires and encourages change, builds trust and leads to further collaboration (theTeam, n.d.; Williams, n.d.; Changeboard, 2016). 

To develop our Consultancy Framework, I needed to research the models of consultancy and various methodologies before being able to help develop one.  The methodologies I research included those that were generic frameworks which can apply to project management, coaching and mentoring and other concepts.  Such methodologies included ADKAR (MTCT, n.d.), Lean (MTCT, 2022), Porter’s Five Forces (MTCT, n.d.), McKinsey’s 7-S (MTCT, n.d.), The UX Model  (Stevens, 2021), Product Market Fit (Marc Andreeson), GROW Model (MTCT, n.d.), and Six Sigma (MTCT, n.d.).  I learned a lot from doing this research, not about merely regarding the content, but around the principles of frameworks.  Many of the frameworks that have been developed have steps or principles that are transferable.  They can be applied, not only to the topic they were developed for, but for other topics or concepts.  For example, the GROW Model (Whitmore, 1988), which was originally applied for coaching, is a framework that can be applied to numerous areas, Workforce Planning included.  However, this also means that the Six Step Methodology could potentially be applied elsewhere, or in a different way.  I have taken this and use this learning when teaching other managers about the Six Step Methodology.  The teaching of Workforce Planning will be discussed further in Learning Outcome 4.

I attempted to apply this framework when working with all the services I was in communication with.  However, the framework was not a tool that was readily accepted, or acknowledged by the services, as they were so desperate for help, it was as though they were not concerned with the method of my engagement with them, rather, what I was going to do to help them.  I quickly learned that the Consultancy Framework was more of an internal tool for myself, and the team, to understand and use as a way of working. 

I also learned that it was easy to ‘step in’ to provide assistance to a particular service, as they often welcome the help, however, to ‘step out’ again proved more difficult.   This is because of the amount of help that the services have needed.  When I was working with Thoracic Regional Project, I was invited in to work on Change Mapping for the change in service provision.  The intention was that I step in to solely facilitate the Change Mapping activities needed to identify the potential workforce needed, then step back out to allow the Project Manager to develop the action plan and implement.  However, in reality this was not the case.  When I stepped in, not all the groundwork had been carried out in preparation for the Change Mapping activities, therefore I had to assist in the collation of information and engage with stakeholders that had not been a part of the project until then (see Appendix W).  Once all relevant Change Mapping activities had been completed and a potential workforce had been identified, I was unable to quickly step back out, as the Project Manager required my assistance on developing the action plan and the initial phase of implementation.  Upon reflection I could see and understand that the Health Board and the services within it are not in a place where I can apply the Consultancy Framework, as developed, fully, but it can be used as a mindset for me, and my team members, in how I can aim to engage with services. Following Gibbs’ Model (1990), I can conclude that I have learned and can strategically promote and influence workforce planning through my engaging with stakeholders. 

Towards the beginning of the pandemic, my work with the establishment of the Field Hospitals required me to engage face to face with the service managers as time was working against me, and the urgency of the matter meant that work needed to be carried out as soon as possible.  However, after the first Field Hospital was up and running, communication and engagement changed to virtual settings, in the development of the other Field Hospitals.  My role in the establishment of the first was to check and challenge that the roles the Management team wanted were correct, and to test out/evaluate the implementation of these roles at an operational level; however, when the second and third hospitals were in development, my role became more tactical/strategical.  In this case, my role and method of engagement lined up.  Upon reflection, I can see and understand that when I am face to face, I become more practical, more operational in my thinking and activity.  In contrast, when I communicate and engage virtually, I am more comfortable in working more strategically, and with a consultancy-mindset.  This is line with the thoughts from Morrison-Smith and Ruiz (2020) who suggested that a potential negative effect of working virtually as a team is a perceived distance from a fellow worker creating detachment.  While I agree this could be a negative impact, in my case I see it as a positive, as it allows me to work more strategically, thus fulfilling my role and helping the services more effectively, as meetings were held weekly, and I was able to maintain good relations with the frequency of communication.  After reflecting, in line with Gibbs’ Model (1990), I can conclude that I have learned how to strategically promote and influence Workforce Planning through engaging with stakeholders.


My work around the Physicians Associate role was primarily carried out virtually, using emails in particular, as I needed to communicate with a large number of services managers across the whole Health Board, and have limited capacity. Therefore, virtual engagement was the most efficient method.  However, there are said to be issues with that method. Emails, audio calls and virtual meetings are “all ripe for misunderstanding and misuse” (Roper, 22).  
Even when information within an email may be correct at the time of sending, by the time the email is read the content could be inaccurate due to change.  Also, the less time an individual has to communicate, the shorter emails could be. The shorter they are the more chance of info being misunderstood/misinterpreted (Roper, 22).  This is something I experienced when communicating with some of the service managers around the Health Board policy and contracts for the role as part of the streamlining process (see Glossary).  When communicating in an email around the new graduates of Physicians Associates, it became apparent, months later, that one or two of the managers had misunderstood some of the information.  In my attempts to word a professional, concise and informative email, without implying the managers were lacking in knowledge, important details were not clear, and missed by managers.  Roberts (2014) suggested that most employees believe communicating information clearly is a measure of success. 
I learned that for my information to be effectively communicated I need to be explicit and detailed. I agree with this statement, as I viewed it as a failure on my end that my communication wasn’t clear to all. From this point onwards I have made sure that my communication is explicit so that there is less chance for confusion or details missed.  This is in line with the suggestion that taking responsibility for negative reactions and learning from results is an effective way of building on relationships to ensure future engagement is possible (James, 2021).
Having reflected on my work around the Physician Associate role, in line with Gibbs’ model (1990), I can conclude that I can and do strategically promote and influence workforce planning through my engaging with a internal stakeholders.  For a more detailed consideration of the learning undertaken with the PA role please see Learning Area 2.







Learning Outcome 3

Collate and Critically Analyse Data to Inform Workforce Planning Capability across the Organisation

When I first entered the role of Workforce Planning Project Manager, I was involved in activities around the Field Hospitals.  When working with the stakeholder group on the establishment of the Selwyn Samuel Field Hospital, then Bluestone (see Glossary for explanations to both hospitals), my role was to ascertain the staffing requirement, both clinically and non-clinically, and compare against the pipeline data against the staff requirement data, then advise the group accordingly.  As I had not done anything like this before and so had no prior knowledge to draw upon, I had to learn quickly to be able do this.  With regards to the clinical workforce, I worked with the Nurse Staffing Programme Lead to understand the legal requirements on the nurse staffing ratio, registered and non-registered, in accordance with All-Wales Nurse Staffing Act (Welsh Government, 2021). I had regular communications with the Nurse Staffing Programme Lead around what the correct staffing numbers were per patient and per area (see Appendix X). I learned what the uplift (See Glossary) needed to be in addition to the legal requirement and why it was necessary.  The pipeline data was being fed to me by a stakeholder group that was collating data on available staffing to the Health Board.  I needed to understand how many individuals were being newly recruited, where they were in the onboarding and/or induction and training process, where they could be based, how they could work, and when. Unfortunately, there was a priority to place these new recruits into the main General Hospitals, rather than the Field Hospitals, therefore the numbers of staff coming through was never enough.  Consequently, I needed to have a conversation with Heads of Nursing and the Nurse Staffing Programme Lead around the use of agency staff within the Field Hospitals.  This was not ideal, as there would be an increased cost to utilising them as opposed to NHS employed staff. However, there was no other option available.  In discussion with key senior managers, I was able to determine the minimum number of substantial staff that was needed in relation to the agency staff, i.e. a minimum of 50% substantive staffing were needed on site at all times.    

This is one of the experiences that taught me that data on its own does not provide all the information.  Local and human intelligence is needed along with, along with consideration of legislative requirements, as well as the internal politics and procedures of the organisation.  For instance, while the Nurse Staffing Levels (Wales) Act provided variable numbers, consideration of and understanding the nature of the Field Hospitals, the context of the Pandemic, the size of the service meant that it was extremely important to set a different, yet still legal, ratio of 50:50 substantive to agency clinical staffing.  This was something I took forward to the establishment of the other Field Hospitals. 

It was difficult to remain calm in at that point, when I understood the clinical and legislative reasons for having certain numbers of staff, but then seeing that we as a group couldn’t achieve it the majority of the time.  Particularly when the reasons for not achieving it was due to other areas of the Health Board taking priority or stakeholders not being strong enough to say “no” to certain managers, by my perception, which resulted in us losing the needed staff members to run the Field Hospitals effectively and in line with legislation, and according to the patients’ needs.  I learned that I have a strong sense of justice and feel very strongly about the use or misuse of power in an organisation, particularly to the detriment of others.  I feel that this can be useful when channelled or directed professionally.  This is in line with the opinion of other academics, who infer that politics or power is a tactic that is used to influence to achieve a desired behaviour (Asst. Prof. Dr. Bicer, C., 2020; Seneca College).
 
I was able to build on what I had learned and confidence I had gained through that learning, in the advice I provided the Field Hospital Bronze Group (see Glossary) on the opening of the Plas Crug Field Hospital in Ceredigion.  Plas Crug Field Hospital was the last of the Field Hospitals planned to open, therefore I was able to use my developed skills and knowledge more effectively at that time. Based on the data I had collated and analysed on the staffing pipeline, the anticipated patient acuity level (see Glossary), the number of patients anticipated, the anticipated staffing activity and the legally required staffing ration, I was able to provide the group with the advice that the opening and safe running of the Field Hospital in Ceredigion would not be advisable, as the meeting of the staffing requirement was just not possible at that time.  While it wasn’t my decision, I did strongly advise and evidence my advice, which ended up being the main justification for the Field Hospital not opening. 
Upon reflecting, on my involvement with data in Workforce Planning, in line with Gibb’s Model (1990), I conclude that I can collate and critically analyse data to inform workforce planning.


The activities required for the Integrated Medium-Term Plan for 2020 started immediately after I started in this role, therefore my involvement was limited to knowledge, skills and experience.  I assisted my line manager with the collation of the data and requests from various services and observed her interactions with the service managers and planning department in the analysis of the data.  My interactions with service managers for this area was via email (see Appendix Y).  The Intergrated Medium-Term Plan consists of two parts – the narrative which provides the Welsh Government an update as to the state of the service and it’s workforce, and the staffing requests from services so that the Welsh Government can allocate appropriate funding to the Health Boards for the workforce.
My line manager is very experienced in this area and was able to spend time talking me through the data that had been submitted by services against previous requests and their baseline data (see Glossary). I was fortunate to be able to observe my line manager checking and challenging the requests submitted with the service managers and any relevant stakeholder to that request.  I felt that observing my line manager in conversations whilst having the data with me allowed me to learn effectively, as this was line with my preferred learning style, which is visual as per Flemming’s model of learning style preferences (Marcy, 2001).    

From observing this process, the first thing I learned was that the workforce was not considered until later on in the overarching Health Board planning process.  The three-year plan outline the Health Board released had plans on a page for governance/risk, digital and empowering, but not consideration or engagement having been carried out for the workforce (See Appendix Z).  I also learned that is not the right way of planning, as you cannot plan service delivery without consideration of the individuals and roles needed to deliver that service (Addicott, Maguire, Honeyman, & Jabbal, 2015).  
The second thing I learned was that services did not have the capability and capacity to ascertain and submit accurate requests. By looking at the data on the submissions from the previous two years against the one submitted in 2020, it was evident that service managers were guessing their figures, in order to submit, rather than calculating an estimate.  To note, service managers (nor any manager) can accurately predict the exact number of workforce / roles they will need as situations continuously and unexpectedly change, therefore estimated projections are the best one can do (CIPD, 2022).  These were areas I, along with my team, would aim to change the following year. 


When working on the Integrated Medium-Term Plan for 2021, I had been in post for a year and my knowledge, skills and experience in workforce planning had increased since my previous involvement.  I intended to build on what I had learned and help towards improving the process. That year, I, along with my team, worked alongside the Corporate Planning Team to collate and develop the document that would be submitted to the Welsh Government.  I was assigned services and a county to focus on, which were the Field Hospitals, Physicians Associates, Ceredigion County, Planned Care and Health Psychology.  While the Corporate Planning Team were to lead on the overall process across the Health Board, I worked closed with them, attending meetings with key managers to check and challenge the data, questioning the requests made, and checking the responses.  

Once again, the data from Ceredigion County proved to be the most challenging for me.  The data that was submitted in the form of requests for staff incorporated numerous professional groups (see Glossary) and services that were either to be expanded or started from nothing.  I was aware from meetings and discussions with both the Corporate Planning Team and my own team that IMTP submissions had been made from the clinical and business leads from the professional groups.  This allowed me to compare and challenge the Ceredigion County data with the professional group data requests.  

For example, the Ceredigion County request included the need to expand the Therapies services from 5 days a week to 6 days over the following year, then a full 7 days a week the year after.  The request included additional staff that would allow for this expansion to happen.  However, the Therapies request did not include the Ceredigion County plans as they did not have this as one of their main priorities.  They had priority areas in other places that they felt needed additional staff.  It was clear that a collaborated effort had not taken place with the requests that impacted on the two directorates, and I had to challenge Ceredigion County Management Team on their collaboration with Therapies, through Corporate Planning Team (See Appendix AA).

Whilst I was trying to act upon the learning from the year before, I was still learning from that year’s cycle.  That year it was evident from the data request submitted that further breakdown was needed to check and challenge effectively and efficiently.  To request a number of registered Physiotherapists in a community hospital is not enough.  There are a number of specialist teams within the Physiotherapy service and the request submitted did not specify which ones were required – MSK, Neuro, cardio, respiratory.  This made it difficult to analyse fully, and is something I needed to work on the following year.  

There is a risk, however, that I need more information that can be provided.  After reflecting, in line with Gibbs’ Model (1990), I do like to ask numerous questions, and get as much detail as possible.  While there are benefits to that, asking too many questions can be overwhelming and lead to disengagement (Workforce Group, 2020).  

At a service level, I met with the Health of Health Psychology as there was a desire/need to expand the service across the Health Board.  Within the initial meeting, the Head of service talked through with me the ambitions for the service, what they had already achieved, their challenges and issues whose breadth range from local to National. The Head of Service was clear in that she was inexperienced in Workforce Planning and did know what to do next or how to plan for the future of the service effectively.  It was my role to assist her through this. 
Following this meeting I downloaded the data held on the Health Board’s system on the service as it stood, which is the baseline data.  The baseline data covered the cost code, the various roles, bands and numbers across the service, what their absence rate looked like, as well as the turnover (see Glossary for each critical element in this sentence). In addition, I looked at what the service’s IMTP and Education Commissioning requests had been over the last three years to see what their potential pipeline would be. From the learning that I had gained in my involvement in the development of the Field Hospitals and the IMTP process, I was able to develop an options outline for the Head of Health Psychology for increasing the workforce and expanding the service (see Appendices U and BB). 
Having reflected on my activities following Gibbs’ Model of reflection (1990), I can conclude that I am competent in collating and critically analysing data to inform workforce planning across the organisation.


Learning Outcome 4

Design and Develop a Range of Tools and Resources to Aid Workforce Planning


To enable the service managers across the Health Board to Workforce Plan effectively and efficiently, I have needed to design and develop a range of tools to increase knowledge and skills.  It is widely acknowledged that resources can play an important part in learning, in that they can be a source of new knowledge, or a reminder of/deepen existing knowledge (Bušljeta, 2013).  

One of the objectives I had to meet during the Annex21 contract was to develop resources that would support workforce planning in the organisation. With my development being linked to the Six Step Methodology, it was decided that the resources would be based on this.  I only had steps 1 and 2 to design resources for, as the other steps were distributed amongst the team.  I had made resources previously, including ‘how-to’ instructional documents and classroom booklets. However, each resource now would be of a different topic to any I had done previously, be integrated as a part of a suite of resources, additionally I needed to articulate and ask for complex information in a simple way. This was a new area for me.  I had a number of documents to develop for each step, these were:
Step 1 – Issue Identification, Scoping Document, Stakeholder Mapping, Stakeholder Analysis
Step 2 – Mapping Change, Organisational Change (See Appendices BB, CC, DD, EE, FF and GG).  
To aid me in discerning how to develop these documents, I looked at examples of documents online.  I found examples for documents like the Stakeholder Mapping and Stakeholder Analysis in abundance; most of which followed similar formatting. This made the development of these documents relatively simple. However, documents like the Issue Identification form, were not so easily found.  I found that I needed to look for various forms that helped organisations/teams get to the root of issues and draw upon elements of those different types of forms.  I evaluated various examples of documents such as Root Cause Analyses templates, Project Initiation Documents and Risk/Issues Trackers to see how elements were incorporated and which ones were more relevant to Step 1 and the overall Workforce Planning process.  At the time I ascertained that the Project Initiation Document was closer to the document we needed in the Health Board, as it allowed for the user to think about different elements and answer questions that probe a further breakdown of the issues they experience.  
I developed each of the documents and submitted them to my line manager for feedback, who also suggested submitting them to a service manager for operational feedback.  I had developed each of the documents in silo of each other, and I felt that they were detailed enough to allow managers to complete them fully without the need for one of us Workforce Planning Project Managers to guide them.  However, as each document was intended to be integrated into a suite of other documents that would form a toolkit, I could see that what was being asked was too much for any manager to complete.  It was not user-friendly.   This is contrary to the suggested practice that resources/toolkits are more effective when they are attractive and user-friendly (Bušljeta, 2013; Kumar, 2017).  Upon reflection in line with Gibbs’ model (1990), my focus, when developing the resources, was on demonstrating my knowledge on Workforce Planning to meet the competences for my Annex 21 contract, rather that on the reason for their development, which was to create the capacity and capability of managers to carry out workforce planning themselves. This follows the suggestion that toolkits are a resources that should turn theory into reality with no need for facilitation (Derera, n.d.).  This is what the aim upon commencement of my role. 
Upon reflecting in line with Gibbs’ model (1990), I do believe that having been through that long learning process I am able to design and develop a range of tools and resources to aid Workforce Planning.

When the Workforce Planning Team was initiated, I was asked to lead on the training and education side of the work that was needed across the Health Board. This was an area that I was comfortable with due to my considerable experience from previous roles.  However, as the topic was very new, there was still a steep learning curve to navigate.  
For the first training session, it was decided that all the Workforce Planning Project Managers were to be involved in the session, so each needed to develop and facilitate parts of the session.  As I was responsible for the development of the resources for Steps 1 and 2, I also developed all aspects of the training session relating to Steps 1 and 2.  
To ensure I provided accurate information and to increase my confidence in what I was delivering, I decided to base my delivery on the Skills for Health training slides I had been sent following the sessions I attended.  I used what I had learned from what I had read from the reading list as well as the training sessions I had attended to adapt and customise the slides providing a more local perspective.  I also added a practical example of workforce planning, in the context of something that most attendees (if not all) would have some knowledge about or reference to.  This was in the context of a Disney story, Cinderella.
The session was delivered virtually, as this was during the Covid-19 pandemic, and the delivery was more problematic than anticipated. The slides needed to be presented and controlled by somebody, but as each team member was facilitating, each of us needed to be on screen, and we only had the one laptop.  This added to the stress of the situation, being the first session delivered on Workforce Planning ever in the Health Board. I was able to arrange the room so that each of us were on screen but one of us could control the mouse and therefore the slides.  Upon reflection, this was an error due to my inexperience of virtual facilitation.  I learned from this and have since delivered sessions as a team whereby we are now visible on screen, with a more professional facilitation.
Feedback from attendees initially was positive (see Appendix HH), they enjoyed the training, found it informative and like the Cinderella example provided – it was a bit of fun and made it interesting.  This is in line with the suggesting that resources should make learning a particular topic more attractive and interesting, encouraging active learning (Bušljeta, 2013).  It appeared that the Cinderella example achieved this.  With that feedback in mind, I continued using it in future sessions.  However, more recent feedback from attendees has suggested that this example is no longer appropriate nor helpful to the learner’s understanding (see Appendix II).  I have taken this feedback into consideration and removed the Cinderella example from the training and replace it with a more relevant case study from another Health Board (see Appendix JJ).    
Initially, my role was to coordinate the scheduling for delivery and quality check the training developed.  This meant I had to quality check on a topic I was less experienced in, and on team members that I was still getting to know.  I didn’t feel comfortable or confident to provide feedback which included information on areas that needed improving.  I didn’t feel that I was a in a position to do that, having been in the role the same length of time as the others. On reflection, my lack of confidence was unwarranted as my skills and experience in delivering training using a variety of methods at various levels should have allowed me to provide constructive criticism and supported them in developing their facilitation skills.  I was only able to appreciate this after receiving a number of informal coaching sessions with my line manager.  Since learning this I have been able to contribute further to team discussions and development, providing critique and support, particularly in the team’s engagement, branding, communication, and services offered. 
Upon reflecting in line with Gibbs’ model (1990), I do believe that having been through that long learning process I am able to design and develop a range of tools and resources to aid Workforce Planning.

At the start of the second round of Education Commissioning (since commencement of my role), it was recognised that the ‘scatter gun approach’ used previously was not an efficient use of our time.  Therefore, as a team it was decided that we would produce a resource that gave an overview to the requirement along with an explanation on how to complete the template.  This would then be followed by structured clinics for the services to attend.  I decided that an audio-visual recording accessible on demand would be the most efficient avenue to take.  This is in line with the growing evidence that returning to ‘pre-pandemic’ traditional learning is not realistic, and with more organisations and individuals looking for digital provision (Snelling, 2022).  
As I would normally speak extemporaneously around the slides and its content, I had to learn how to write a script as the information provided in the recording needed to be more planned, precise and considered so that information cannot be misconstrued, as there is no opportunity for listeners to ask questions.  I learned that I needed to enunciate more clearly than I would typically in face-to-face sessions, ensure there is no unnecessary information (or ‘waffling) in my script, no jargon that is unexplained, that words or points that needed to be emphasized were highlighted beforehand (Malamed, n.d.; Learning, n.d.).  Once the script had been written, I asked a peer to read over it and provide feedback before I went to record the session.  After making minor adjustments to the script, which included the explanation of a phrase that may not have been understood by everyone and the additional placement of the submission date so that it was not missed by anyone, I could then move on to the recording. Once recorded the session was uploaded on to the Workforce Planning Teams Channel and a link was sent out to relevant managers for them to watch/listen to on demand.
Upon reflecting in line with Gibbs’ model (1990), I do believe that having been through that long learning process I am able to design and develop a range of tools and resources to aid Workforce Planning.

As part of my development, and to assist me in my role of Training Lead for Workforce Planning, I attended a Virtual Facilitation course, organised by the Health Board (see Appendix KK and LL).  This was a live, virtual, three half-day session course aimed and preparing/developing the attendee to facilitate sessions virtually. The course taught me how to use various software that is available to me in my facilitation Slido, Kahoot, Teams functions – whiteboard, poll, breakout rooms. During the sessions I had the opportunity to try each of the applications as an attendee.  It also taught me the importance of having an assistant in the virtual sessions. This is consistent with the outcomes of studies showing that assistants can reduce the pressure and workload of the primary facilitators in learning environments (Jackson C. R., 2013).  In this case, it showed me how the assistant can navigate the slides, coordinate the breakout rooms, make me aware of hands or comments I may miss and other responsibilities.  
Upon completion of the course, I arranged a small number of meetings with the Project Support Officer in my team to go over the role of the facilitator assistant and practice, together, the software and functions available to us, in order to produce more effective and efficient facilitation.  What we practiced in these meetings was then successfully applied in virtual training sessions to aid the learners in their development.

HEIW (see Glossary) developed their own Workforce Planning training pack as a part of their work to develop the Workforce Planning Strategy across all Health Boards in Wales.  As part of the All-Wales Workforce Planning Network, a request was made for training to be delivered to help members within the network become more confident in delivering that training.  Therefore, a Train the Trainer course was organised and delivered in partnership between HEIW and external company.  It was held virtually across three sessions (See appendices MM and NN).  The training session that I had developed was based on a combination of the training pack that HEIW developed, the Skills for Health training pack and lessons learnt within my Health Board.  Therefore, there was relevancy in me attending the Train the Trainer course.  The course taught me about a different methodology to delivering Workforce Planning Training.  One which allowed the learner to start carry out workforce planning activities during the sessions.  It also taught me how to use scenarios within the sessions to help deepen the understanding of learners.  This is in line with the thought that resources in learning supplement and enhance what needs to be understood in order to enhance the individuals’ capabilities (Kumar, 2017; Ordu, 2021).

A request was sent out by HEIW to assist another Health Board in the facilitation of Workforce Planning Training.  Velindre Health Board (see Glossary) only had to the one person that could facilitate the training, and they required another to assist.  I volunteered to help, as I wanted to observe and see how others facilitated the training, but also how workforce planning was being implemented in other Health Boards, and what lessons I could learn.  The main facilitator in Velindre used the training pack that had been developed by HEIW, rather than one developed locally.  The sessions were delivered online via Teams (see Glossary), which is a method I am less comfortable with.  It was interesting to see how the Velindre facilitator delivered the session, and I was able to see how she incorporated tools such as Word Cloud (see Glossary).  This accentuated what I had learned in the Virtual Facilitation course, and was good to see it in practice, rather than in a ‘controlled’ environment.  As this was a session that I hadn’t developed personally, I typically wouldn’t have felt comfortable facilitating, but having learned from sessions delivered with my own team, I asked for the slides beforehand and decided to add personal and local experiences to the delivery, so that I felt more comfortable delivering, but also to make the learning experience richer and more realistic to the attendees.  Having practically carried out workforce planning activities, I have gained more and more knowledge, and vast experience which has added to the depth of the information I can provide in my training sessions. In that way, I have learned that I am in fact a resource, in that I can aid understanding through the information I can offer personally (Allen, Kate, & Marquez, 2019).

Since I commenced in this role, the aim with regards to training continues to progress.  Initially there was seen to be a need to deliver training on Workforce Planning following the Six Step Methodology.  Through experience, engagement with the services and continual change in culture, the perceived need has moved on to smaller and more focused bitesize events rather than one day general training sessions. This follows the theories and studies that suggest people require ‘on demand’ training and resources available at anytime and anywhere (Ordu, 2021).  There are particular areas that require prioritising, such as data accessibility and data modelling, identifying and mapping change, horizon scanning, and frugal innovation. I am currently learning how to produce this type of training as a resource for our mangers using new software.



Learning Area 2

Specialist Area – Medical Associate Professionals (MAPs) Roles

The Medical Profession is a historic workforce group with registered roles dating back as far as 1858 when the General Medical Council was formed (General Medical Council, n.d.).   

The Physicians Associate role is one aspect of an overarching umbrella of new roles introduced to assist the traditional Medical Workforce, called the Medical Associate Professionals (MAPs) (Health Careers NHS, n.d.; NHS Employers, 2019).  The Medical Associate Professionals consist of Physicians Associates, Anaesthesia Associates and Surgical Care Practitioners.  They were developed to work as part of the multi-professional team, including the Medical Workforce, to ensure high quality patient care is provided (Health Careers NHS, n.d.; NHS Employers, 2019).    

Prior to my being deployed to work with one of the (then) Senior Workforce Managers, my level of understanding on the Medical Workforce was basic.  All my work within the Health Board until then had revolved around the Nursing, Allied Health Professions, and Additional Clinical Services Workforces (see Glossary for definitions).  My involvement in the initiation of the Field Hospital during pandemic led me to understand a bit more about how the numbers of medical professionals were impacted by the wider Multi-Disciplinary Team (see Glossary).  Later, the (then) Senior Workforce Manager asked me to become involved in the work she had started with Physician’s Associates.  She believed that this role would become integral in bolstering the Medical Workforce.  

As noted in Learning Area 1, during my role as a trainee, on an Annex 21 contract (see Glossary), I required further development in relation to the Medical Associate Professionals. I have identified a number of areas of learning that enabled me to develop in my role and become a workforce planning specialist in the MAPs roles with the Medical Workforce. I propose to critically analyse each area of learning, using Jasper’s ERA Cycle, to understand the level of benefit they provided in my development (Library, 2022; Skills, n.d.). The four areas I propose to critically analyse are:
· Research and Critically Analyse the Roles within the Medical Associate Professionals, examining the remits and restrictions within the Medical Workforce.
· Strategically Promote and Influence the Establishment and Expansion of Medical Associate Professionals Roles through Establishing and Engaging with a Variety of Internal and External Stakeholders
· Collate and Critically Analyse Data around the Medical Associate Professionals Roles to assist the Medical Workforce across the Organisation.


























Learning Outcome 1

Research, Critically Analyse and Apply MAPs Roles Knowledge

As noted in Learning Area 1, upon commencement in my role as Workforce Planning Project Manager, I was allocated a professional working group to oversee in a workforce planning perspective.  That professional group was the Medical Workforce along with the Medical Associate Professionals (MAPs).  As the Medical Associate Professionals were a completely new area to me, I had to undergo a vast amount of research to understand each of the roles within, and how they could potential be of benefit to the workforce planning of the Medical professional group.  I was asked to focus first on the Physician’s Associate role, which is one of the three roles in the umbrella group of Medical Associate Professionals.
My first area to research was the position of the Physician’s Associate in the United Kingdom.  Looking at work written by a number of different organisation such as the Faculty of Physician’s Associates and the British Medical Journal, I was able to gain knowledge of the role, what training would be needed to be undertaken to become a Physician’s Associate, and the aim of creating this role.  From this I understood how the role of the Physician’s Associate could potentially work alongside our medical professionals within the Health Board.  From what I had come to understand around the aim of the role was to complement and alleviate capacity issues with medical roles, I anticipated that the medical profession within my Health Board would also view them positively. However, this did not transpire to be the case with all the medical professionals within the Health Board.  Early feedback from a consultant in Withybush Hospital indicated that while there were some doctors who found the roles to be of benefit, there was much speculation and doubt over their use. I learned that even though a new role is implemented for positive benefits, there can be resistance for many reasons.  I decided to look further into what other Health Boards and Trusts had experienced with the role.
While the Physician’s Associate role was relatively new in Wales, it had been implemented in England some years previously and there had been sufficient time for academic studies and organisational evaluations to have been carried out demonstrating the various impacts from the role. I read all studies from organisations and institutions such as Health Careers NHS, NHS Employers, the Faculty of Physicians Associates in the Royal College of Physicians, Health Education England, and Health Education and Improvement Wales to look at the impacts, positive and negative to see what I could learn (see appendix OO). The first academic study in the UK was published in 2014 and it reported that the doctors who worked alongside the Physicians Associates were generally satisfied with the level of work and relationships with those in the roles (Williams & Ritsema, 2014 ).  Another study in 2017 reported that Physicians Associates contributed positively to medical and surgical teams, providing stability, and increasing doctors’ capacity (Drennan, et al., 2019). 
This mode of learning I was completely comfortable with as my preferred learning style was that of a theorist and a visual learner (see Appendix F).  Being able to read studies and theories provided me with the foreknowledge before carrying out any activities to plan the roles within the Health Board. By using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to research, critically analyse and apply Medical Associated Professionals Roles.


From there I needed to understand the position of the role within the Health Board.  By downloading data from the Electronic Staff Record (see Appendix PP) I could see how many Physician’s Associates were in the Health Board, where they were employed and when they started their role. The role was relatively new to the Health Board, and in Wales and so the number of individuals in the role was low, with the majority based in Withybush Hospital.  There had also been an evaluation carried out by a consultant on the use of Physician’s Associate on two of the Unscheduled Care Wards in Withybush that I was able to examine.  However, this document wasn’t particularly insightful as it was limited to two individuals, only contained limited anecdotal data, and covered a short period of time.  This is in line with the thought that evaluations should have feedback from a range of roles and levels, focus on a wide number of individuals within that role and cover a considerable time frame, relevant to the results required and scope / purpose laid out (Simpson, 2018).
There had also been two Health Board Physicians Associate Implementation Groups held previous to my involvement with the roles, therefore I was able to read local minutes that had been produced (see Appendix QQ).  These did have valuable information for me in relevant stakeholders that I would need to collaborate with in workforce planning the roles; however, I didn’t find the minutes itself very helpful.  The minutes contained minimal notes rather than full explanations of what was said.  I found it difficult to fully understand the information, and when I asked my line manager if she could expand on what was contained in the document, she was unable to due to the fact the last meeting had taken place approximately five months prior.  I learned from this that I need full contextual information to be able to fully comprehend details.  This I have taken on board, and now if I cannot attend a meeting to which is important to my work, I ask for the meeting to be recorded and then I watch the meeting back when convenient to get the breadth of information I needed to understand details.   

An important aspect of workforce planning is carrying out a task analysis and aligning a job role to that. I felt that I needed to understand the makeup of the role, what the Physicians Associate could, and could not, do within their role.  This could help to align the tasks in demand with the potential supply by the Physicians Associate.  The job description for the role within our Health Board provided me with a general explanation to what a Physicians Associate was authorised to do, what banding they worked as, and the governance and management structure. Along with this, I was able to locate job descriptions from other Health Boards to see the similarities and differences.  One key difference between the job description from my Health Board and that of a Physician’s Associate in Aneurin Bevan Health Board was the level of responsibility and the banding given. I was keen to understand why this was the case and how it impacted our Health Board.  After looking into it further I saw there was a correlation between the banding of the role and the number of vacancies being filled.  For example, in 2019 Aneurin Bevan Health Board succeeded in employing into all seven vacancies at a Band 7, whereas Hywel Dda Health Board only managed to employ into two of their seven vacancies at a Band 6.  I surmised that Hywel Dda had an issue with recruitment of Physicians Associates due to the level of responsibility and autonomy given to the role here.  I learned that, as with the work I have done with the Nursing profession, I did not need to have clinical knowledge to work with and assist the Medical profession.
Knowing this, I developed an evidence-based business case recommending that the Health Board increase the level of responsibility and Banding of the role to a Band 7 (see Appendix RR). 
This was not the first time I had submitted an evidence-based business case with recommendations for the Board to agree to; however, it was the first time the subject matter was Medical related. I was apprehensive as to whether the data contained was sufficient with strong enough evidence to support my recommendation.  I decided to ask my line manager to read the document and provide me with feedback.  My line manager agreed to support me and provided me with feedback that strengthened the document.  Following the feedback, I re-formatted the content so that the evidence was easier to read and understand, therefore strengthening the document as a whole.  I learned that having a good relationship with my line manager has given me the confidence that I have the support necessary to develop and submit important, complex and potentially controversial information. 
It is widely acknowledged that having good relationships with management or a manager has many benefits, including an increase in productivity and morale.  When trust has been established and is then reinforced, it can lead to further discussions and creativity.  In addition, a manager has large influence over amount of workplace stress, therefore it would be advantageous to maintain a good relationship with a line manager (Rose, 2019; Hills, 2007). My learning and experience reiterated this common thought.
An example of how I have put this learning into practice was when I was feeling a high level of stress due to a high workload with one recruitment cohort of Physicians Associates, and certain colleagues not completing their tasks, resulting in the incomplete activities falling to me due to a limited timeframe. There was an organisational reputation at risk, a lack of Physicians Associate vacancies advertised and then services being left even shorter of staff, if the activities were not completed, therefore I complete them. I felt comfortable to approach my line manager to explain the situation and how I was feeling, stressed and frustrated.  We discussed what could be done at that time and what needed to be done in the future to ensure the situation did not arise for a future cohort.  This was, once again, of great help to me, and allowed me to manage my (then) current and future workload. 
Following the Board’s discussion on my document, the recommendation to increase the banding of the role was agreed and actioned, however, this process will be further discussed in more detail in Learning Outcome 2.  By using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to research, critically analyse and apply Medical Associated Professionals Roles.


The Physicians Associate role, along with all the Medical Associate Professions, are not yet registered.  However, the General Medical Council announced that steps were being taken that will allow these roles to be registered (GMC, n.d.)This has a number of implications for the Health Board, and preparations needing to be made.  To plan how the roles might change, or the makeup of multi-disciplinary teams may change, I needed to research the upcoming registration of the role. This is in line with a general principle with workforce planning that knowledge of upcoming changes are crucial to the success and efficiency of workforce plan (Waite, 2013).
The General Medical Council were managing all work in relation to the new legislation as a precursor to the new registration.  I read up on the consultation process and signed up to receive regular updates on the progress.  I found this to be a helpful method of keeping abreast of progress, as I have found it difficult at times to ensure I am updated on matters due to my large workload, and it is a method which I have since used with other websites, including the Faculty of Physicians Associates and the British Medical Journal. 
One piece of information I learned was that the process of registering all Medical Associate Professional roles would stem from the voluntary registers currently in place.  If an individual was not on their relevant voluntary register, this would have the potential to hinder their legal and compulsory registration, which would have grave consequences for the Health Board.  Consequently, I took it upon myself to look into whether all our Medical Associate Professional roles within the Health Board were listed on the current voluntary registers.  I found that I could view the names on the voluntary register of Anaesthesia Associate, but not the Physicians Associates, as these managed by different governing bodies.  This discrepancy made it difficult to gauge the baseline in preparation for the upcoming change. 
I took this information to my line manager to get advice on what to do next, as I felt it was crucial for us to know.  My line manager reminded me that this was not my responsibility, that I should report it to the relevant person to follow up on.  This feedback highlighted an area I needed to work on.  After years of operational work, I found it difficult at times to move to a more strategic role, where I was required to delegate more work and report on findings and make recommendations, rather than follow through with actions myself.  
This was not the only piece of information that I felt needed action, therefore I used this opportunity to learn and practice delegating the needed actions so that the strategical elements became second nature to me.  For example, there was to be a new appraisal system coming in for all Medical Associate Professional roles, in line with all other medical professionals.  Managers and Supervisors of Medical Associate Professionals would have to not only have knowledge of this, but have access and be trained in house to use it.  I made sure to include this in my paper with recommendations for actions.
With the various risks I could perceive based on the upcoming work needed for the registration of all Medical Associate Professionals, I wrote another paper to highlight these risks and offer options to mitigate the risks (see Appendix SS).  I sent this document to my line manager for feedback, who advised me to add more quantitative data into it to emphasise the risks, which I did.  
Upon further reflection on this process, I have discerned that I find it frustrating when policies, rules or processes are not standardised across Health Boards, governing bodies, educational institutions, services and teams.  There is often historical and/or political reasons for systems not being standardised, ones that I have not control over, but that impact on the work that I do.  By using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to research, critically analyse and apply Medical Associated Professionals Roles.
    




Learning Outcome 2

Strategically Promote and Influence the Establishment and Expansion of MAPs Roles through Establishing and Engaging with a Variety of Internal and External Stakeholders

As I was the only one in my team to be allocated the Medical professional group to work with, to learn about and be able to work on workforce planning activities in relation to Medical Associate Professional Roles, it was essential I engage with key stakeholders.  In discussion with my line manager, we identified the (then) Medical Education Manager, the General Manager of Withybush Hospital, a Consultant in General Medicine who is an advocate for Physicians Associates, the Senior Medical Workforce Manager, and a Lead Consultant who is also a Physician Associate advocate but in Ceredigion, as key colleagues that could assist in my work.  While these are all key individuals in the role of the Physicians Associate, not all have been advantageous the responsibilities I hold in the planning of the role. 
It has been suggested that when an individual puts themselves in the company who has more knowledge, more experience, accomplished in common areas it has a positive impact on that individual and can increase their own knowledge and productivity (Cohen, 2018). Also noted, is that an individual can gain varying perspectives and insight, increasing creativity (NHS England, 2022).  I was hoping that each of these people would provide me with the insight they had gained from their experiences having different role and relationships with the Physicians Associates. 
I met with each on separate occasions, mainly due to availability, but also so that I could understand them as individuals and how the Physicians Associate role impacted on their day-to-day work (see Appendix TT).  

One of the things I ascertained when critically analysing the role was that there were specific requisites to their ongoing continual professional development.  According to the Faculty of Physicians Associates and the voluntary register, Physicians Associate are required to have 50 hours of continuing professional development per year; 25 of those hours must be from external sources (FPA, n.d.).  The Health Board did not have any process to govern the quality or quantity of professional development taken by the Physicians Associates, nor to ensure that there were sufficient resources to support the costs applicable to enrolling on to external development.  I recognised that this would only become more of a problem in the future as the numbers of Physicians Associates within the Health Board grew and there was a risk, not only to Hywel Dda and Physicians Associate in not meeting the governing body requirements, but that general competency and/or patient care could become at risk if the Physicians Associate did not keep up with their professional development. This is a risk I highlighted in the paper noted in Learning Outcome 1 (see Appendix SS). This paper went initially before the Senior Leadership Team within the Workforce and Organisational Development Directorate; however, no action was taken by the Learning and Development team at the time. The paper subsequently went before the Medical Workforce Management Group who saw the risk and wanted action to be taken.  This information later got back to the Learning and Development team, who only then team wanted to become involved in the action.  
When reflecting on this, I learned that, due to internal politics, I needed to make sure that the papers I write go before the right group for them to have any effect.  This is not an uncommon aspect when working in large hierarchical organisations according to the Harvard Business Review (Jarrett, 2017). It is suggested that with organisational politics, power, control mechanisms, authority, expertise influence the political landscape where informal coalitions can form and impact on what work progresses (Jarrett, 2017).  This is the situation I found myself in, where one management group had the control and power to not progress my paper, however, another one who had similar control and power wanted to progress and action the paper.  I learned from this, and consequently, any paper I developed involving the Medical Workforce, I made sure that the Medical Workforce Management Group received a copy soon after completion.    

As the Health Board had been requesting seven Physicians Associates each year in their Intermediate Medium-Term Plans, but without specifying where and in which service these were being requested for, I needed to ascertain where the next cohort would be placed. Initially, I contacted each General and Service Manager across the Health Board and invited them to submit an Expression of Interest for Physicians Associate if they had the need for one, leaving the onus on them to determine the need and request a role.  The results demonstrated that this was not an effective way of ascertaining need.  I only received communication from four General/Service Managers and on three of the sites. While the number of Expressions of Interest was poor, the Health Board did advertise for six posts that year.  However, this method of ascertaining need led to one notable incident by one of the new Physicians Associates in that cohort and the poor experience she received.  While the General Manager of the site had identified a need for the role in one particular service, no communication had been made with the clinical lead (consultant) who ran that service.  This particular lead had biases against the Physicians Associate role and did not want one working within her service.  The lead made this known to the new Physicians Associate after starting, resulting in the new staff member requesting to leave.  This could have had many negative consequences.  
It was from that incident that I recognised the influence and power certain members of the Medical professional group, particularly consultants have upon decisions made by managers.  Whilst the General Manager had the authority to recruit a Physicians Associate into a vacancy created in a service that had a staffing shortage, the success of that decision can be dependent on the approval of the consultant(s).  Once I had learned this, I developed a new process for requesting Physicians Associates that included confirmation of discussions between management and clinician (see Appendices UU, VV, WW).  This was introduced the following year for the next cohort with no incidents to report.
Upon reflection, through using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to strategically promote and influence the establishment and expansion of Medical Associate Professional roles through establishing and engaging with a variety of internal and external stakeholders.

The Physicians Associate Recruitment Group is an All-Wales group that was initiated to develop and ensure the streamlining process for recruiting newly graduates Physicians Associates was efficient, effective and maintained.  During only the second round of streamlining, it was suggested via email that the group be disbanded and maintenance/oversight be handed over to the All-Wales Medical Associate Professionals Oversight Group.  Members were asked to think about this and provide feedback at the next meeting.  While I had no previous experience of being a member of an All-Wales group with representative from every Health Board and Trust in Wales, I had several concerns about this decision and felt it was far too soon for the group to disband, considering the process was still changing and that issues were still arising.  However, as just one voice when there were other Health Boards that would be affected, I was unsure that speaking out would be of benefit to all.  I spoke to my manager and informed her how strongly I felt about it and provided the reasons.  In discussion, she highlighted to me that my doubts were justified, that concerns were in fact risks that affected all Health Boards too.  She also highlighted how valuable my insights were and my responsibility in making these known to the group.  This reinforced in my mind to speak out at the next meeting, which I did.  
At the meeting, the suggestion was raised, and while no one else put their hand up initially, I spoke out and raised my concerns, recommending the continuation of the group for another year or two whilst a full evaluation takes place.  Once I had spoken, another Health Board representative, one highly respected and influential, agreed with my comments and recommendations, which was then passed by the group (see Appendix XX). 
Upon reflection, I learned that highlighting risks to individuals at all levels, whether that be team members, senior managers, directors and All-Wales decision-makers, is a responsibility I have as a senior manager and that if a decision is not right for my Health Board, as the representative I have the responsibility to speak out about that.  I was able to put this into practice again, but with the Anaesthesia Associates at an All-Wales level.
The Anaesthesia Associates were a new area to me, however, I had a basic understanding of their role and was aware of the All-Wales work taking place.  There was a new job description being developed at an All-Wales level, one that was not in line with the job description in place in our Health Board.  The work now being asked by Anaesthesia Associates at an All-Wales level had less responsibility and autonomy as ours, and therefore the banding was one lower than our own.  This in itself was not an issue; however, in the process it did raise concerns over the issue of prescribing.  The Anaesthesia Associate role itself is not authorised to prescribe; however, there are two instances where an individual in this role could potentially.  One being if the consultant himself authorises the qualified Anaesthesia Associate’s prescription recommendation, the other being if the Anaesthesia Associate maintains a registered professional status within another professional group and has the relevant qualification and prescribes under that role and registration.  It is a complex issue.  There are members of the All-Wales group that feel even these instances are not authorised, one member even classed it as illegal.  Therefore, this matter needed investigation, and being the Health Board representative in the group, the responsibility for oversight fell on my shoulders.  
As this was potentially a legal issue, I felt inexperienced and under-qualified to manage and resolve the issue.  Therefore, after discussing it first with my line manager, I sought advice from a member of the Health Board Workforce Legal Team, and was managing it with her. However, during this time, an employee of Health Education and Improvement Wales (who lead on the All-Wales groups) started communicating with the Anaesthesia Associates directly regarding participating in an All-Wales advertising campaign around the role.  Thankfully one of the Anaesthesia Associates contacted me, as she felt I should be aware of the work they were doing.  I was extremely disappointed and agitated that Health Education and Improvement Wales would pursue this, knowing there was a potential legal matter being investigated concerning the work that was being carried out by the Anaesthesia Associates. After seeking advice once again from the Legal Team and the Communications Team about this, I had the confidence to voice my concerns to Health Education and Improvement Wales about this, state my disappointment and ask that this work be postponed until the investigation was settled.  Had I not learned from my previous experience, I may not have had the confidence to handle this matter so directly. By using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to strategically promote and influence the establishment and expansion of Medical Associate Professional roles through establishing and engaging with a variety of internal and external stakeholders.

As the interest in employing Physicians Associates has grown, there has become a need to manage the funding providing.  There is only sufficient funds centrally for seven posts.  Any other posts would have to be funded out of a local service budget.  I saw the need for the development of a funding process to prioritise and allocate the funding appropriately.  I had never developed this before therefore, understanding what my team would expect from a Workforce Planning perspective, I made notes of what I would look for, then asked my manager.  She advised me to speak to the Assistant Director of the Medical Workforce to get his perspective on it, as well as the Senior Values Manager to get a financial perspective.  This way we had the Workforce, Service and Finance trio assessment, which is one thing I include in every one of the training sessions I deliver, yet, coming at it from a different angle, I had failed to include until this point.  
Upon reflection, I have recognised that I had a preference to work on my own, researching and developing, then asking for feedback once I have carried out the work.  Whilst I teach regularly around collaboration in my training sessions and the need to work with a several teams and service for a more effective result, I have struggled to do this, possibly due to efficiency and time limits.  However, learning to collaborate with individuals and teams beforehand has had its benefits for me.  Having met separately with the Assistant Director and Senior Values Manager I can say that it not only strengthened the assessment form and the assessment process, but it strengthened my relationship with them also.  I also feel that it helped them get a greater understanding over the work I do as well as the service needs (as explained on the assessment form).  
An example of how I used this learning is in the development of the Physicians Associate Development Manager role.  After submitting the paper recommending the role, as noted in Learning Outcome 1 (see Appendix RR), it was fed back to me that the Medical Director and his direct team agreed with the need for the role.  Therefore, I arranged a meeting with two of the Assistant Medical Directors to start this conversation and include them in the development of the role right from the outset.  While this role is still in development, the collaborative nature of the work has made it a much smoother and easier process than ever before.
Upon reflection, through using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to strategically promote and influence the establishment and expansion of Medical Associate Professional roles through establishing and engaging with a variety of internal and external stakeholders.


Learning Outcome 3

Collate and Critically Analyse Data around the Medical Associate Professional Roles to assist the Medical Workforce across the organisation.   

When I took on the responsibility to oversee the workforce planning for these roles, there were only seven Physicians Associates in the Health Board, most of which were based in Withybush General Hospital.  As noted in Learning Outcome 2, before my role commencement and involvement in the Intergrated Medium-Term Plan, the Health Board had been requesting seven Physicians Associates each year, however, upon reflection, I had no details as to how this number had been calculated and where they were envisaged being located.  This meant that when the graduates were looking for vacancies to apply for, I had to work operationally rather than strategically, and ascertain where they were needed in the foreseeable months rather than plan and prepare where they would be based in three to four years’ time.  
It is widely acknowledged that when planning for a particular workforce, it is not done in silos but incorporates and collaborates with relevant and impacting teams/services, also known as integrated workforce planning (Lin, 2022; Vulpen, n.d.). This is also true with the data needed when planning a workforce.  Upon reflection, following Jasper’s ERA cycle (Library, 2022), when starting out in this role as Workforce Planning Project Manager, I can see that I did not fully know or appreciate this, as I was focused on data for the Physicians Associates alone.  
After experiencing and reflecting how working with my line manager and fellow teammates helped me with problem-solving and creative thinking in my previous work (for more information please see Learning Area 1), I decided to use them again in my work with data gathering. After discussing the background and desire for a Health Board-wide approach, I recognised that each person in the team enters different services with a different focus.  I asked that through our different discussions with services, could each member gather intel and share that with me so that I could gain a holistic picture of the Health Board, in relation to the Medical Associate Professionals.  There was an agreement from each member, and data slowly started coming in from one or two teammates (see appendices YY and ZZ). Upon reflection, following Jasper’s ERA cycle (Library, 2022), I can see that I am able to collate qualitative data around the Medical and Medical Associate Professionals Workforce.


At the beginning of my role, I looked at the data for Physicians Associates and where they were based in isolation to the rest of the Medical Workforce.  I talked with General Managers and Service Leads and trusted when they said they had a shortage of Medical clinicians and needed the Physicians Associate, so long as they had the finances to employ them, I would help them to employ a Physicians Associate (see Appendices AAA & BBB). This was an operational approach to employing Physicians Associate.  It was acceptable at the time, as it was amidst the pandemic and the Health Board needed the staff.  As we came out a more urgent call for staffing, there was an opportunity to move away from working operationally to a more strategic approach to planning and working with Physicians Associates.
To do this I approached the Assistant Medical Director to discuss a Health Board wide approach to planning the intake of Physicians Associates.  In our discussion I what the priorities were for the Physicians Associates, from a Board level, and for what use were they needed.  The Assistant Director iterated what was already known regarding the shortage of Medical staffing across all services in the Health Board and that the Medical Director saw that the Physicians Associates had a definite place in mitigating the shortage and the risks that came with it.  I suggested an overarching, Health Board wide approach to looking at where we employ these roles, to which he agreed.  He was happy to allow me to use any method I saw appropriate to ascertain this data.  As I was inexperienced at this, and each Health Board in Wales was in a similar position with this role, I had nobody I could learn from.  Therefore, I went to the local sources for their knowledge, quantitative and qualitative.  I communicated with each Service Manager to ascertain their issues and needs, with the support of the Assistant Medical Director (see Appendix CCC).  I collated limited data from this, due to the lack of engagement from some services.  From those that did engage, I was able to gather key qualitative information around their issues and needs (see appendix DDD). However, this was still current issues and needs, and not looking at future needs.  After reflecting, I recognised that I needed to employ different methods to help the organisation take a more strategic outlook with Physicians Associates. 
Another thing that I recognised, having followed Jasper’s ERA cycle (Library, 2022) was that I was a lot more comfortable collating and analysing qualitative data, as opposed to quantitative data.  This is suggested to be a common viewpoint by many associates in the Human Resource Profession, as we are commonly referred to as “the people people” (CIPD, n.d.), in that we prefer to seek out the human interaction and therefore qualitative information, rather than the cold statistical quantitative data (Garcia, 2018).  I acknowledged that in order to gain a more holistic viewpoint of the need for the Medical Associate Professionals I would need to collate more quantitative data.
An example of how I developed in this area was when I worked with members of the Workforce Intelligence Team to collate all quantitative data the Health Board possessed on the Medical Associate Professionals (see appendix EEE). This allowed me to analyse how often we were employing roles from the Medical Associate Professionals and whether there were any trends I should be aware of.  This led me to distinguish key data that would influence the planning of the roles, for example, the Health Board had not employed any additional Anaesthesia Associates since 2010, enabling me to start a conversation with key people regarding why this may be the case.

While this helped me collate data more efficiently, the discussions were still being had in silo, and it wasn’t producing a holistic picture. As my knowledge and experience of strategic workforce planning grew (as noted in Learning Area 1), I would have been remiss to examine the data for the Medical Associate Professionals alone, therefore I started including the whole Medical Workforce. 
It has been suggested that managing and analysing data holistically can provide better long-term organisational outcomes as it aids a well-rounded decision-making process (Schwartz, 2022).  Along with this, it can aid more effective collaboration across various teams or departments within an organisation as solutions to issues or risks can be seen across similarities in departments’ data.
I have two team members that are experts in Excel Spreadsheets and Power BI (see glossary), and my skills are not as high as theirs, therefore, I approached them to download relevant quantitative data on the Medical Workforce from the Health Board various data systems for me to analyse.  This included the Medical staff in post and the Medical vacancy overview with data provided over a number of years for me to analyse more effectively (see Appendices FFF, GGG and HHH).  After analysing the data, I could see that it was not only a strategic plan for Medical Associate Professionals that was needed, but an overarching Strategic Medical and Medical Associate Professionals Workforce Plan.  This was much larger piece of work that would need a steering group to help me facilitate.  Having discussed this realisation with my line manager and which stakeholders would potentially be needed, I went about organising the first meeting and the Terms of Reference (see glossary), and sent out the first piece of communication regarding this. To my surprise, I received an email from the Executive Director of Workforce and Organisational Development, copying in my line manager, asking for a pause on the first meeting to discuss the specific stakeholders needed and the aims of the steering group with the Board members.
Upon reflection using Jasper’s ERA Cycle (Library, 2022) I can see that I sometimes fail to recognise the weight and extent my work has, as it can have vast implications across not only the different services but the Health Board’s appearance to Welsh Government.  With the number of articles, books and guidance published to help individuals see the significance of the work they do and to recognise the impact their activities have on organisations, it can be suggested that it is common for individuals to fail to recognise the value of their work activities (Caprino, 2018; Martela & Kent, 2020; Coleman, 2022). I should have considered my seniority and that the Executive Directors would be aware of my work, before starting upon a large piece of work that would impact on them.
Example of learning is when the Health Board were scrutinised by the Welsh Government and confirmed publicly as being in Targeted Invention/Special Measures (see glossary), I was undertaking a piece of work around the Health Board’s Physicians Associate recruitment and development that would impact on the Medical Workforce, I made sure that I developed a paper communicating all details to the Board for approval before starting. 
By using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to collate and critically analyse data around the Workforce to inform the Need for Medical Associate Professional roles across the organisation.


As noted in Learning Outcome 1, right at the start I critically analysed the roles and the potential reasons for our poor levels of recruitment for the Physicians Associate role, reporting on the evidence and making recommendations for a change in the banding. 
This is an activity I have carried out before when creating new roles for the Health Board, therefore I was confident in how to action the process.  
The Corporate Finance Institute claims that budgeting and financial planning helps to coordinates activities of the organisation, enables socialisation between departments and encourages the discussion of plans and goals (Schmidt J. , n.d.).  These are all activities that are important in workforce planning also, therefore the principles were something I could understand and agree with.
I obtained the financial details that provided information on the different bandings that could have been applicable to this role, including the bottom tier of the scale, the top, the oncosts and the net amount (see glossary).  These were provided for the Band 6, Band 7 Annex 21 and Band 7 contracts.  I calculated how many roles the Health Board could afford within their given budget and what these roles would mean in practice, to provide the Board with the sufficient information to make their decision.  As I am not a financial business partner, I did forward all my calculations on to one to make sure what I carried out as correct.  The feedback I received was that I did not need to include the net amounts, but the top, bottom and oncosts would be sufficient.  I was also reminded to add a caveat that these figures were based the current financial figures as of that month and that these would be expected to change over the years.  
My initial recommendation was that the Physicians Associates be increased from a Band 6 after graduation, to a Band 7 Annex 21.  As I was on an Annex 21 Band 7 contract, I assumed that I knew exactly what that was and the specific details involved, which is why my initial recommendation was this.  However, after taking the paper with this recommendation to my line manager for review, she provided me with some additional insight into the details and specifications of an Annex 21 role.  This discussion led me to a new understanding, and I discerned that the recommendation should not be the Annex 21 of a Band 7, but to a full Band 7 role.  I amended the paper with the new recommendation and submitted it formally.
Upon reflection, I learned that I should not make assumptions on my own level of knowledge, that I should regularly test it and make sure what I know is either correct and/or up to date.  (Add in piece and reference and then example of having used this learning at a later date). By using Jasper’s ERA Cycle (Library, 2022) I can conclude I am able to collate and critically analyse data around the Medical Workforce to inform the Need for Medical Associate Professional roles across the organisation.
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Glossary
Acute – Hospital-based working
Additional Clinical Services – one professional group classified by the NHS that includes roles not registered by a professional body.
AICC – Aberystwyth Integrated Care Centre
Allied Health Professionals – a professional group whereby roles from within the Therapies services sit.
Annex 21 – a training contract served by the Welsh NHS which sets out a salary percentage per year of training.
Baseline Data – a set of data that shows what the current situation is within a particular area.
Bluestone Field Hospital – the Pembrokeshire Field Hospital that was set up during the pandemic for Pembrokeshire patients at the Bluestone Holiday Site.
Board – these are the top-level authorities within the Health Board.  It consists of the Chief Executive, the Chairperson, all the Directors as well as Independent Board Members.
Bridging Service – a service developed in partnership between the Local Authority and the Health Board to bridge the gap in the community provision of both health and social care services.
‘Check and challenge’ – the process of checking the information provided by a service, whether that be qualitative data on issues, risks, and challenges, or staffing request submissions, or data on demand, and then challenging them on their assumptions, requests, methods and attitude.  All to ensure they are thinking innovatively and realistically around their future workforce.
Communications Hub Steering Group – A group set up to steer the progress of the development of the new Communications Hub, which is a central place for all incoming calls and queries to the Health Board on their health demands.
Community – Care delivered either at home or more local and smaller buildings (closer to the patients’ homes)
Covid Fixed-Term Task and Finish Group – a group that was organised with the prime responsibility to ensure that one task is completed. This particular task was the legal and Human Resources management of all temporary (fixed-term) staff that had been employed to help with the surge of patients during the pandemic.
Education & Commissioning – a process whereby the Health Boards submit their requests to the Welsh Government for the number of individuals they need to be trained/qualified in certain areas/qualifications to provide the services and patient care efficiently and effectively, at a high quality.
Emergency Workforce Planning – Very short-term planning, the here and the now.
EQIiP – Enabling Quality Improvement in Practice, a programme that allows for the development of innovation with the support of the Quality Improvement Team.
ESR System – the Electronic Staff Record system that stores all personnel details on the employees in NHS Wales
Excel – a Microsoft software that houses data and allows for formulas to be carried out on them.
Execs – these consist of the Directors and some Heads of Services.
Field Hospital - an additional, alternative, and temporary hospital set up to accommodate for a surge in patients during a crisis.
Field Hospital (FH) Bronze Group – a group set up on an operational level to oversee the development and maintenance of the Field Hospitals across the three counties.
GP-PA Steering Group – a group established to steer the progress of the Physicians Associate development pathway within the Primary Care General Practice setting.  A collaboration between Primary and Secondary Care.
HEIW (Health Education and Improvement Wales) – A Special Health Authority that sits alongside health boards and trusts as part of NHS Wales. This authority plays a leading role in the education, training, development and shaping of the healthcare workforce in Wales. 
IMTP – the Integrated Medium-Term Plan is a requirement from the Welsh Government whereby Health Boards inform their plans and intentions for delivering services over the coming three years.
Job Description – an overarching and general description of what the role entails 
Land Selection Appraisal – an appraisal process that ensures a governed approach to the selection of land for where the new hospital will be built.
Medical Workforce – a professional group within the employees of the Health Board, whereby individuals follow a career path centred around medical care, e.g., consultants, trainee doctors.
(National Health Service) NHS – a service employed by the government that provides health care to its population in the United Kingdom.
Nurse Apprentices – a seven-year programme that saw apprentices develop through a level 2 qualification, gaining knowledge and skills with experience and on the job training in various departments/services, all the way to a nursing degree.
Operational Workforce Planning – Short-term planning, typically up to one-year.
Pandemic – referring to the Covid-19 Pandemic starting in 2019/20.
PARG – Physicians Associate Recruitment Group – this is an All-Wales Group that developed and evaluates the new streamlined recruitment process for newly graduated Physicians Associate.
Patient Acuity Level – the level of severity and complexity of illness a patient has, and the level of care needed to meet those needs.
PBC – Programme Business Case, a stage in the development of an overarching long-term transformative plan to meet the Health Board’s strategy moving care closer to home.
Person Specification – a part of the job description that specifies the knowledge, qualifications, skills and attributes an individual in that role should possess.
Physicians Associate (PA) – this is a general medical associate professional role that works alongside the medical workforce.
Planned Care – Health care that requires appointments and scheduling, e.g., surgery, outpatients.
Power BI – a Microsoft software that allows for the information in Excel to be analysed and presented at a more complex level.
Professional Groups – a set of roles within the NHS grouped together so that they can be easily classified, and data gathered. 
SBAR – ‘Situation, Background, Assessment, Recommendations’, a business case that records granular details/evidence with the aim of persuasion and/or action.
Scope of Practice – Different to the Job Description in that this is very specific to the job role, team, service and directorate.  Each person in the team may have a different scope of practice but have the same job description.  The scope of practice goes down to the granular detail of what the role is expected to carry out.
Selwyn Samuel Field Hospital – The Field Hospital covering East of Carmarthenshire, based in Llanelli, during the pandemic to help with the surge of patients.
Skills for Health – a Sector Skills Council focused on those working in Health Care.
Strategic Workforce Planning – Long-term planning, looking at three years plus (although 5-10 years is often seen as long-term planning by many workforce planners).
Streamlining Process – the new All-Wales process whereby the NHS Shared Services take some of the transactional activities in the recruitment process from every Health Board.  This applies to new graduates from Welsh Government funded University programmes, where graduates are employed by Welsh Health Boards.
Tactical Workforce Planning – Medium-term planning, typically one-to-three-years.
Targeted Intervention / Special Measures – a states bestowed upon the Health Board to indicate level of debt accrued and assistance needed from the Welsh Government.
Teams – a Microsoft software allowing for various virtual communication, including video calling.
Terms of Reference – a document produced by a meeting group that sets out rules, conditions, purpose, aims and attendees of the group.
Turnover – the number of employees that leave and start the organisation over a period of time.
Unscheduled Care – Health care that cannot be planned for, e.g., Accident & Emergency, Clinical Decisions Unit.
Uplift – a percentage added on to a baseline data to allow for certain conditions, such as sickness.
Velindre – another Health Board in Wales located in the South East that provides specialist blood and cancer services across Mid and South Wales.
Waiting List Support – a service set up by the Health Board to assist and communicate with patients that have been on a waiting list for a referral, appointment, procedure or operation for over twelve months.
Winter Planning Steering Group – a group set up that allows for the collaboration between local authority, Health Board and Third Sector organisation to meet the local population needs during the Winter by prioritising needs and applying for temporary additional funds.
Word Cloud – a method to capture and collate words or phrases provided by stakeholders so that they can participate and contribute to activities.
Workforce – the staff employed by the Health Board.  These can be substantive or temporary, full- or part-time.
Workforce Planning – a method to plan the workforce required according to the needs of the organisation, the local population, the regulatory bodies, and legal requirements.
Workforce & OD (WOD) – a directorate that focuses on all things related to the employees of the Health Board.  This includes recruitment, data, legal issues, learning & development, planning, payroll, and organisational development.
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