
 

Health Education England – Large Speciality 
Programme, simulation of new commissions 

for General Practice Trainees 
 

 

Briefing paper – February 2016 

DRAFT 2 (5th Feb 2016) 

 

 

 

 

 

 

 

 

 
 

  



 

Contents: 
 
	
1	 Introduction .................................................................................................... 1	

1.1	 Background ........................................................................................... 1	
1.2	 Model purpose ...................................................................................... 1	
1.3	 Modelling approach ............................................................................... 2 

 
2	 Model assumptions ....................................................................................... 2	

2.1	 Introduction ........................................................................................... 2	
2.2	 GP Registrars and the training pathway ............................................... 3	
2.3	 Adoption into the workforce .................................................................. 5	
2.4	 Other potential losses from the system ................................................. 7	
2.5	 The GP workforce ................................................................................. 7	
2.6	 Population need ................................................................................. 12	
2.7	 National assumptions ......................................................................... 12 

 
3	 Model outputs ............................................................................................. 13	

3.1	 Aggregate position ............................................................................. 13	
3.2	 LETB numbers ................................................................................... 14 

 

Appendix: 
Appendix 1: Key Engagement events/contacts .............................................. i	

 

 
  



 

Executive summary 
This report details the assumptions and modelling that has been undertaken to explore 
whether the current national commitments to the level of GP training numbers is 
commensurate with achieving an increase in the wte capacity of Doctors in General 
Practice by 5,000 between 2014 and 2020.  It’s broad conclusion is that supply is indeed 
sufficient to meet the target if training posts are filled and if appropriate job opportunities 
are provided to retain trainees in the General Practice workforce after completing training.  
It also suggests that beginning to reduce the number of new trainee starts in 2018 or 2019 
would not impact on achieving the overall target and may avoid future risks of over supply. 

The modelling is the product of over 5 years work with LETBs in the Workforce Modelling 
Collaborative.  As such the model structure and assumptions have been through several 
rounds of constructive challenge and validation by local planners and clinicians.  The 
current set of assumptions and model logic are set out in this report and are based on the 
latest full GP census from September 2014 together with HEE national and local 
assumptions and intelligence.  The model assumptions also reflect the informed opinion 
of those with whom we have engaged (see Appendix).  The modelling approach has 
followed WSP’s ‘best practice’ in the use of System Dynamics modelling, attested in a 
range of settings over many years1. 

The model underpinning this work represents a ‘shell’ into which each LETB’s data 
assumptions can be imported.  The product at an all-England level is therefore the sum of 
11 different models.  Each local model has been made available to the respective LETB, 
as well as providing an environment in which model benchmarking and aggregation can 
be carried out simply and intuitively in an on-line environment.  This makes for effective 
collaboration across England in achieving a single overarching goal whislt respecting local 
difference now and in the future. 

The model scope is described in detail in the report.  The model pathway starts at ST1 GP 
training taking into account factors such as the age, gender and source of trainees, which 
in turn impacts on the length of training and subsequent migration into the workforce.  
Evidence on delays, migration and loss between training and taking up post as a GP is 
used to inform availability and movement into a GP workforce, which is in turn 
distinguished by broad age-band and by salaried v’s partner status.  The latter impacts on 
participation rates and therefore overall capacity within the general practice workforce. 

The modelling tool provides an environment in which different scenarios and sensitivies 
can be tested.  The broad conclusion of this report should not therefore be taken as a 
quarantee of success, but rather as providing a set of conditions under which success will 
be achieved, each condition being subject to risk and model sensitivity.  The conditions 
that are most sensitive to achieving the overall goal are therefore: 

1. Achieving a fill rate that is close to 100% at an all-England level, which may require 
under and over filling in different regions (significant medium term impact). 

2. Maintaining the ‘loss’ to the workforce between training and taking up a post at a 
maximum of 19%, as evidenced from the best available evidence in this area 
(significant short short term impact). 

3. Retaining GPs in the workforce commensurate with a longer term trend toward 
later retirement (moderate short term impact). 

 

                                            
1 See http://www.thewholesystem.co.uk/wp-content/uploads/2014/10/SD-good-practice-WSP.pdf  
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1 Introduction 

1.1 Background 
Understanding and having confidence in the consequence of decisions and actions today 
on the future supply of the GP workforce is recognised as a challenging undertaking.  
‘Now-casting’ over the short term has benefit and can provide an initial platform from which 
to explore medium to longer term scenarios.  This now-casting typically captures the 
current position and makes assumptions on a year by year basis.  As with any modelling 
each year you move forward introduces additional uncertainty.  No modelling tool can 
remove this uncertainty, but using System Dynamics does significantly reduce the 
complexity of making ‘what-if’ assessments as well as providing an environment in which 
there is much greater potential for engagement with a wide set of stakeholders.   

The simulation model on which this report is based has been used as a learning tool since 
2009 when the then East Midlands LETB asked the question ‘what happens to the supply 
of fully trained GPs if the length of training is extended?’  It became clear very quickly that 
there were significant gaps in our understanding of the transition from training to taking up 
a post as a GP, both in terms of geography and timing.  Since then we have significantly 
improved our understanding of the dynamics of this ‘transition’ through both data analysis 
and engagement with clinicians (see Appendix 1 for a list of engagement opportunities 
that have informed the model development).   

Over the years the model has developed significantly to address the wider challenge of 
securing sufficient GP capacity in a care system that is making increasing demands on 
this workforce, something that is critically important at both a national and a local level.  In 
addition, by the end of 2014 all the then LETBs had come together to form a collaborative, 
using the same assumptions and modelling tools that began to provide both a local and a 
combined national picture. 

At the national level, the current HEE commitment to secure 5,000 more wte Doctors in 
General Practice by 2020 from the 2014 baseline is supported by the equally firm 
commitment to start training 3,250 new trainees each year across England as a means to 
that end.  We have therefore taken these commitments and ‘tested’ them in a dynamic 
modelling environment for each HEE locality, ensuring that they ‘add up’ to the national 
commitment.  The output from this modelling is therefore to provide reassurance regarding 
the ultimate national goal, albeit with risks identified, as well as the local implications.   

This report therefore sets out the assumptions, logic and conclusions of the simulation 
model, as well as outlining how the model is being made available to explore both national 
and local challenges in a single collaborative approach.   

1.2 Model purpose 
The purpose of the model is to answer the question: What factors are most significant 
in translating 3,250 new trainees a year into an increase across England of 5,000wte 
by 2020 with sufficient ongoing supply beyond that date to meet growing demand? 
The modelling tool is able to answer this question at a national level as well as providing 
insights about local recruitment numbers and in the context of different underlying 
assumptions, including: 

• Changing population health needs, particularly associated with the frail older 
population; 

• The changing nature of the GP workforce including a shift toward lower 
participation rates, shifts in gender balance, changes in retirement rates and 
the existing demographic (male/female & UK/overseas) of current trainees;  
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• Current intelligence about numbers ‘lost’ to the service after completion of 
training and migration between LETBs. 

1.3 Modelling approach 
The approach adopted in developing a modelling tool that is ‘fit for purpose’ for both the 
issue and the context within which it has been developed has followed the ‘good practice’ 
guide published by the Whole Systems Partnership2.  This has built on over 20 years of 
experience in using these tools.  Using system dynamics modelling supports the 
development of understanding and decision support in a number of ways: 

• It looks at flows through the system enabling identification of key 
drivers/components of the system; 

• By being focused on the question to be answered, it enables boundaries to 
be drawn, and prevents drift into non critical topics; 

• It encourages clinical and data expert engagement, and the owning of 
models by those making the decisions; 

• Through examination of ‘what if’ questions, practical and political constraints 
can be used to override model parameters, thereby enabling the full range 
of determining factors to be taken into account; 

• Using consistent modelling across local areas enables efficient calibration 
and benchmarking for enhanced understanding of regional variations. 

The analysis, model development and testing are all embedded in an iterative 
engagement process that ensures clarity, transparency and ownership of the end product.  
The current version of the model has been developed as part of HEE’s Large Specialty 
Programme, building on the previous work for the Workforce Modelling Collaborative, and 
has involved data gathering at a national level (from HSCIC), with local validation, plus 
presentation and discussion at a national ‘sharing and learning event’ in October 2015 
including planners, education commissioners and clinicians. 

2 Model assumptions 

2.1 Introduction 
This section sets out the assumptions used to initialise the model for each LETB3.  The 
modelling tool has been built as a ‘shell’ into which each area’s data can be input and 
simulated independently.  In addition, the aggregation of the outputs from these models 
at an all-England level is facilitated through the use of an online tool.  National assumptions 
can be used to provide an envelope within which local assumptions are made, which 
ensures a national steer that reflects policy commitments and resource considerations.  
National and local planners have access to both their own off-line versions of the model 
and also to the on line benchmarking tool. 

The model works on the basis of dynamic feedback at each time step, for example by 
capturing the wte GPs expected to retire and factoring that in to the number of new 
trainees required.  However, due to time delays, in this case between trainee starts and 
taking up a full time post, the model interface provides an opportunity for the user to over-
ride and anticipate these changes in ways that are not possible for the model on its own.  
Because of the number of variables in play at the same time the user interface provides 

                                            
2 The Whole Systems partnership has provided strategic consultancy services to a range of health and 
social care partners for over 20 years.  Its good practice guide in the selection and use of systems thinking 
and system dynamics modelling can be downloaded here.  
3 For the purpose of this modelling HEE areas are the former LETBs with London being treated as one 
unit. 
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an invaluable learning opportunity with regard to the sensitivity of different assumptions 
and any unintended consequences arising from the decisions made. 

2.2 GP Registrars and the training pathway 
The model is initialised with the number of people in training by year of training, gender 
and by UK/Non-UK source.  The latter 2 x 2 split was felt to be the most appropriate level 
of differentiation that would have impact on the outcomes of the model i.e. that differences 
such as age on entering training, length of training and disposition after training would vary 
between these.  It was also recognised that these assumptions would differ for each LETB.   

Figure 1 shows a simple representation of the model structure, whilst Tables 1 and 2 show 
the total or average figures across England used as initial assumptions.  Figures 2 to 4 
then show the local variation used in the modelling tool.  The lower number of Registrars 
in Yr 1, despite plans to be increasing training, is a reflection of a national fill-rate of just 
over 83%.  The number of new trainees assumed in 2015 in the model is 3,104 and in 
2016 is 3,250. 

 
Figure 1 The simplified training and adoption pathways 
 

 Yr 1 Yr 2 Yr 3 
GP Registrars 2,914 2,984 3,256 

Table 1 Snap-shot of GP registrar numbers from HEE 2015 trainee census4 

 
 Male/non-UK Male/UK Female/non-

UK 
Female/UK 

Age at start of training 36 31 34 30 
Average length of training 3.7 3.5 4.0 3.7 
Breakdown of source 6.4% 29.1% 10.8% 53.7% 

Table 2 Average or aggregate assumptions for the modelling tool (rounded)5 

 

                                            
4 Source: HEE 2015 trainee census for GP registrars by year plus collated commissioning plans for new 
commissions. 
5 Source: HEE 2015 trainee census for age at start of training and source with local intelligence informing 
the differences in the average length of training. 
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Figure 2 Number of registrars by HEE area 

 

 
Figure 3 Age on entering training by HEE area 
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Figure 4 % gender and source of trainee by HEE area 

2.3 Adoption into the workforce – assimilation and migration between local areas 
Migration and assimilation are key factors at both national and LETB level.  Figure 5 shows 
the % of GPs found as being in practice between 2 and 5 years after completing training, 
for the 2003 and 2008 cohorts of leavers.  The former was derived from work undertaken 
by the Workforce Review Team (WRT) whilst the latter has been produced by WSP on 
behalf of the Workforce Modelling Collaborative and in conjunction with the Health and 
Social Care information Centre (HSCIC). 

 
Figure 5 Assimilation in the workforce for 2003 and 2008 GP training cohorts 
The ‘curve’ has clearly shifted higher, which is primarily due to improved data capture due 
to the HSCIC access to GMC and Performer’s data.  The WRT analysis suggested a gap 
of 29% at 5yrs post qualification, whilst the updated HSCIC analysis has revised this to 
18.8% consisting of:  

• 14.5% were not working in primary care but were found to be working in other 
places that utilise ESR e.g. hospitals, in other UK nations or were temporarily 
not working but retaining their registration; 

• 1.5% were working in places not using ESR, e.g. prison medical officers or 
armed forces; 
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• 2.8% were not registered, possibly having left the UK or the medical 
profession. 

However, there is still a significant delay, which is material to the modelling of supply and 
demand.  The average ‘loss’ of GPs between training and taking up a substantive GP post 
assumed in the modelling is therefore -18.8%.  The regional differences for the ‘loss’ is 
shown in Figure 6. 

 

 
Figure 6 % ‘loss’ between training and taking up a substantive post by LETB 
In terms of migration between the point of completion of training and taking up a post the 
analysis provided through HSCIC indicated significant gainers and losers among the 
LETBs.  This represents a ‘zero-sum’ at an all England level, but with regional variation 
shown in Figure 7, which are the assumptions used in the respective models. 

 

 
Figure 7 % migration between regions between completion of training and taking 
up a substantive post based on 2008 cohort 
We are also assuming that GPs who have completed their training but have not yet taking 
up a substantive GP position as a partner or salaried member of staff are performing locum 
work.  We have consulted on a suitable average period between completion of training 
and taking up a substantive post throughout the model development process and currently 
assume that this would 1yr for students from overseas and 2½ years for those from the 
UK (who are typically younger, as shown in Table 2 above).  We have also triangulated 
the output from this assumption with a local health economy and are satisfied that it is 
broadly correct.  These GPs are included in the model outputs as part of the total GP wte 
capacity within the local system. 
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2.4 Other potential losses from the system 
The modelling tool seeks to balance demand and supply at the point between completion 
of training and taking up a substantive post.  However, it does this by identifying the level 
of need for replacement GPs taking into account retirement, other leavers, changes in 
participation rate and underlying demographic demand (assumptions for which are 
detailed later).  At each time step the modelling tool compares the number of new GPs 
needed to meet this demand with those that are available from the training pathway.  It is 
possible for there to be either over supply (in which case more than our assumed average 
loss to the system will occur) or under supply (in which case there will be a gap between 
the need for, and the number of actual GPs, until the point that supply increases). 

2.5 The GP workforce 

2.5.1 Overview 

The GP workforce has been segmented by three broad age groups, by gender and into 
salaried and partner roles.  This allows for the simulation of the dominant career pathways 
within the GP workforce whilst avoiding detail that is either unknown or not material to the 
model behaviour.  Views expressed during the model development process have been 
used in the model and triangulated and tested against the current understanding of system 
behaviour, for example in the growth in the salaried GP workforce.  These have been 
agreed through the clinical engagement and are summarised as a series of ‘net flows’ at 
key points.  This is shown in Figure 8. 

 
Figure 8 The main career paths captured in the model 

2.5.2 National workforce snap-shot and changes between 2013 and 2014 
The workforce data needed to initialise the model has been derived from the HSCIC GP 
workforce census (September 2014).  For this part of the model we have segmented the 
workforce into partner or salary status and into three age bands (under 40, 40 to 44, 45 
and over).  This level of granularity has been arrived at based on a balance between 
overall model purpose and ensuring a robust set of assumptions that respond to 
anticipated ‘macro’ changes in the workforce.  It has also been tested regularly through 
the various engagement opportunities with planners and clinicians. 
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The September 2014 census identified: 

• 37,420 headcount or 32,628 FTE (average participation rate of 87.2%); 

• A gender split of 52.7% / 47.3% M/F (FTE); 

• A partner/salaried split of 72.8% / 27.2% (FTE) 

• An age profile of 30.1% <40; 47.8% 40-55; and 22.2% over 55. 

We have compared the September 2014 census with the September 2013 census to 
identify changes that may reflect longer term trends and identified: 

• An increase of 1.7% in the FTE GP workforce (553 FTE); 

• An increase in feminisation within the General Practice workforce from 45.4% in 
2013 to 47.3% in 2014; 

• An increase in the percentage of salaried GP FTE from 25.0% to 27.2%, which 
meant that the number of GP Partners fell slightly from 24,043 to 23,763 whilst 
FTE Salaried workforce increased from 8,032 to 8,865; 

• A younger workforce with an increase in the % under 40 from 29.1% to 30.1% and 
a fall in the % over 55 from 22.8% to 22.2%. 

This pattern is fairly consistent across the English regions as shown in Figures 9 to 11. 

 

 
Figure 9 Changes in FTE GPs between September 2013 and 2014 HSCIC Census by 
region and age band 
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Figure 10 Changes in FTE GPs between September 2013 and 2014 HSCIC Census by 
region and employment status 

 

 
Figure 11 Changes in FTE GPs between September 2013 and 2014 HSCIC Census by 
region and gender 
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2.5.3 Model assumptions for each local area 
The model assumptions for each LETB have been derived from the HSCIC GP Workforce 
Census (30 Sep 14) and are shown in Figures 12 and 13 for Salaried and Partner positions 
by gender and age (note that the scale for Figure 12 is half that for Figures 13). 

 
Figure 12 Initial WTE salaried GP workforce by gender and age band 

 

 
Figure 13 Initial WTE Partner WTE GP workforce by gender and age band 
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2.5.4 Model assumptions that influence career pathways 
Figure 8 shows the flow between different cohorts of the GP workforce.  These are driven 
by a number of key assumptions, first based on the duration of each career phase: 

• The elapsed time in the <40 cohort is calculated dynamically within the model 
taking into account age on entering training, the average length of training and time 
between training and taking up post; 

• The elapsed time between 40 and 55 is 15 years; 

• The elapsed time between 55 and deregistration is taken as 7 years, i.e. with 
average retirement age being 62, but that in the longer term this effective 
retirement age will rise by 1 year for each decade. 

In addition to these elapsed time assumptions we have made a number of estimates with 
respect to net flows within the system that reflect anecdotal and aggregate data analysis 
(such as that reflected in the analysis of the HSCIC census returns above), namely that:   

• The decision between partner and salaried position at the start of a GP career is 
gender specific and is typically 25% for men and 50% for women; 

• That there is a net flow from salaried to partner GP status of c.35% around the age 
of 40 and a reverse net flow of c.10% around the age of 55; 

• That 25% of the GP workforce retire or leave practice before official retirement, at 
an average age of 55, for career change or other reasons including moves into 
senior management (recognising that this 25% reduction is a FTE figure and does 
not necessarily mean that 25% of GPs leave the profession). 

Together these assumptions give an output that reflects the changing shape of the GP 
workforce, as shown in Figures 14 and 15, i.e. with the increase in the workforce coming 
from salaried GP posts and from women in the workforce.  In the example given here (for 
one sample LETB) a 50/50 position with regard to gender split will be reached in 2024. 

 
Figure 14 Model output for sample LETB for shift in partner/salary make-up of workforce 
using assumptions detailed above 
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Figure 15 Model output for sample LETB for the shift in gender balance within the GP 
workforce based the gender split of current Registrars plus the above assumptions 

2.6 Population need 
The number of GP trainees required to secure the future workforce needs to take into 
account growing population need and the changing expectations of the role of General 
Practice in the wider health care economy, particularly for increased out of hospital care.  
The model therefore factors in these two considerations in the following way: 

1. Growing population need is calculated from ONS CCG population projections 
allocated to LETBs.  We recognise that this only provides an initial indication of 
growing need and have therefore provided the option to modify this by a % figure 
based on the disproportionate growth in the old and frail population.   

2. Changing expectations of the roles of GPs to provide ‘out-of-hospital’ care as a 
separate call on GP capacity above and beyond the traditional GP role. 

Whilst there is likely to be a ‘true’ measure of underlying population health need that should 
drive GP WTE capacity we recognise that determining what this is is outside the scope of 
this modelling work.  We also recognise that there are a wide number of other factors that 
will impact on future GP capacity requirements, not least the skill-mix within primary care 
and consideration around the ‘total practice’ workforce as distinct from this uni-
professional perspective. 

The approach taken here is therefore to work backwards from the national assumptions 
and determine whether these are consistent with a reasonable set of assumptions to drive 
the two considerations noted above.  We will return to this in a subsequent section. 

2.7 National assumptions 
We have assumed: 

1. That 3,250 trainees will commence training in 2016 (and initially for each year up 
until 2021).   

2. That the distribution of trainees is based on population share adjusted by known 
migration flows (plus or minus to achieve a zero-sum). 

Having set these national assumptions and calibrated the model to accept data inputs for 
each local area we have then combined outputs to determine whether the additional 5,000 
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WTE by 2020 is achieved.  We have assumed that the GP WTE workforce included in this 
calculation consists of: 

• The projected WTE salaried and partner workforce; 
• The additional ‘non-generalist’ WTE roles we are assuming will be developed; 
• The workforce between training and taking up a GP post; 
• Half of the GP registrar population, i.e. that capacity deemed to be delivering 

service during training. 

In order to create an output that satisfies the national target of +5,000 WTE on the basis 
of 3,250 new trainees each year we have had to adopt the following assumptions with 
regard to underlying demographic and need drivers: 

1. That the impact of growing numbers of frail elderly within the population will double 
the impact of underlying population growth. 

2. That the additional GP WTE capacity required for non-generalist out of hospital 
care (whatever service model that adopts) equates to an additional 5% capacity 
realised over a period of 5 years. 

[Note:  work has been undertaken to explore underlying ‘fair shares’ of GP capacity based 
on weighted capitation and need.  Whilst this is an option within the modelling tool at a 
local level this has not been used in this report.  Were it to be included it would again affect 
distribution of GP training rather than total numbers, and it should be noted that there is 
no guarantee that increased training numbers would achieve improved coverage or 
increased migration after training.] 

3 Model outputs 

3.1 Aggregate position 
The aggregate outputs from the model described above, run at a LETB by LETB level, is 
shown in Figure 16.  The total entering training, as described above, is fixed at 3,252 
(rounded) until 2021.  The growth in GP Registrars set in train by recent increases in 
training continues to 2022, after which it returns to levels similar to those in 2015.  
However, once the constraint of 3,252 is removed the model suggests a reduction in 
trainee starts from 2022 to 2,350 in 2024 before recovering to c.2,700 in the longer term.   

 
Figure 16 Total entering training and growth in GP Registrars 
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The consequent increase in WTE GP capacity is shown in Figure 17.  The growth to 2020 
is fuelled by the 3,250 trainee starts, whilst the ‘flattening off’ after 2022 is partly a reflection 
of the reduction in GP registrars indicated in Figure 16.  There are, however, two risks to 
this scenario, namely: 

• That there will continue to be growth beyond 2020 at a pace that may or may not 
be necessary even with a reduction in new trainees.  This is due, in part, to the 
influx of new trainees into the workforce at a relatively young age meaning that the 
workforce, on average, would be significantly younger and where people will be 
expected to work for longer.   

• That in the short term the additional trainees completing their training will not 
readily find practices willing and able to employ/partner with them.  At present the 
model suggests c.350 (10-15% of trainees) additional leakage due to temporary 
imbalance between trainees and employment opportunities, but suggests that this 
might double up to the early 2020’s before returning to current levels. 

However, our modelling of different scenarios suggests that supply is sufficient to meet 
the additional 5,000wte target if training posts are filled and if appropriate job opportunities 
are provided to retain trainees in the General Pactice workforce after completing training.  
It also suggests that beginning to reduce the number of new trainee starts in 2018 or 2019 
would not impact on that target and may avoid future risks or over supply.   

 
Figure 17 Growth in GP WTE workforce arising from the combined model outputs 

3.2 LETB numbers 
As described earlier the aggregate model outputs are generated by combining outputs 
from 11 LETB models (treating London as one).  The 2014 actual starts, the 2015 intended 
starts and the 2016 share of the 3250 target are all known and used to initialise the model.  
These are shown in Figure 18 (note that 2014 fill rates are factored in whilst totals for 2015 
are assumed to be fully taken up). 
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Figure 18 GP trainee starts 

Between 2017 and 2021 the baseline model scenario maintains the level of 2016 trainee 
intake per region shown in Figure 18.  However, when this constraint is relaxed in 2022 
the individual models for each region adjusts the trainee requirements, as shown in Figure 
19.  This results in what might be considered as a longer term ‘natural’ replacement level 
of trainee requirements in the light of local distinctives within the workforce and historic 
patterns of migration.  Patterns of migration would need to be reviewed on an ongoing 
basis to verify whether the suggested direction of travel at a regional level remained 
appropriate.  In addition the model outputs do not take into account more complex demand 
side factors such as any inbuilt or historic differences in the levels of population health 
need compared to the number of GPs or the impact in changes in the overall skill mix of 
local primary care teams. 

 
	 2015	 2016	 2017	 2018	 2019	 2020	 2021	 2022	 2023	 2024	 2025	

EM	 280	 280	 280	 280	 280	 280	 280	 167	 158	 162	 187	
EoE	 311	 332	 332	 332	 332	 332	 332	 281	 268	 260	 268	
KSS	 232	 247	 247	 247	 247	 247	 247	 400	 400	 400	 400	
YH	 329	 351	 351	 351	 351	 351	 351	 219	 204	 197	 199	
TV	 110	 117	 117	 117	 117	 117	 117	 73	 68	 72	 81	
WX	 140	 150	 150	 150	 150	 150	 150	 215	 209	 202	 197	

Pan	LDN	 458	 458	 458	 458	 458	 458	 458	 343	 321	 312	 339	
NW	 464	 494	 494	 494	 494	 494	 494	 247	 228	 220	 227	
SW	 250	 267	 267	 267	 267	 267	 267	 260	 252	 249	 249	
NE	 180	 192	 192	 192	 192	 192	 192	 96	 88	 84	 85	
WM	 350	 364	 364	 364	 364	 364	 364	 217	 201	 193	 196	
TOTAL	 3104	 3252	 3252	 3252	 3252	 3252	 3252	 2517	 2395	 2351	 2428	

Figure 19 Longer term trainee commissions suggested by the model 

Given the caveats noted above, Figure 19 therefore suggests that in the longer term Kent, 
Surrey & Sussex and Wessex could maintain higher levels of trainees.   
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Appendix 1: Key Engagement events/contacts 
 

Dates Attendees Content 

14 May 2013 East Mids GP Deans, LMC 
Chief Exec and reps, planners 

Data Gathering 

26 Nov 2013 East Mids GP Deans, LMC 
Chief Exec and reps, planners 

Testing prototype 

25 Feb 2014 East Mids GP Deans, LMC 
Chief Exec and reps, planners 

Testing refined model 

29 Apr 2014 Workforce Modelling 
Collaborative LETB leads 

WMC review and 
benchmarking 

April to June 2014 HSCIC GP Analysis team Triangulation of data 
with HSCIC and GP 
recruitment 

5 Jul 2014 National Planners and HEE Development review 
and debate 

8 Oct 2014 COGPED presentation, Exeter Review of implications  

October 2015 HEE Large Speciality 
Programme Learning event 
including clinicians 

Review of model 

 

 


