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FOREWORD
‘Knowledge is the most important raw material of government; working with knowledge 
is its most important process; and knowledge is what citizens expect government to 
provide.’

The workforce census conducted by the Royal College of Paediatrics and Child Health 
every other year is one of the most important pieces of work that we undertake.  It gives 
us absolute confidence in the figures we use when we are involved in discussions with the 
Department of Health and the Deaneries in regard to training numbers and the design of 
paediatric services.  We have a new government with new plans for the NHS in England 
with possible knock-on effects for all four devolved nations and so having accurate data 
is even more important.  An argument was never won by shroud waving but usually by 
cogent debate and unimpeachable data.  

A new body has been created to try and deal with workforce planning in England.  The 
Centre for Workforce Intelligence will advise government on future numbers of trainees in 
each specialty and we know, and they know, that our data is far superior to that collected 
by the National Health Service.

Can I thank you all for your hard work in contributing the data to the census and can 
I assure you that we will use these data to the best of our ability to argue for the best 
services for children and the appropriate number of trainees and trained doctors to staff 
that service today and in the future.

I would like to thank particularly Martin McColgan (Workforce Information Officer), Carol 
Ewing (Officer for Workforce), David Shortland (Vice President for Health Services) and 
Shazia Mahmood (Workforce Assistant) for the huge amount of work they have done in 
collecting and analysing the census data and for supporting me in discussions with the 
government and other organisations.

Professor Terence Stephenson
President
Royal College of Paediatrics and Child Health

Main Findings of the Workforce 
Census 2009 
The Career Grade Workforce

The overall paediatric career grade workforce in the UK was made up of 4789 individuals 
(4388.5 whole time equivalents) in 2009. Of these, 3264 were consultants, 1285 were 
specialty, staff and associate specialist grade (SSASG) doctors and 240 were other 
grades, mainly trust grade doctors. Excluding other grades, the career grade workforce 
(Consultants and SSASGs) has increased by 9.6% from 4152 in 2007 to 4549 in 2009, 
compared to a 2.3% increase between 2005 and 2007.

Consultants and SSASG Doctors: Between 2007 and 2009 there was an overall increase 
of 11.6% in consultant numbers, which equates to an annual growth of 5.6% compared 
with 3.6% between 2005 and 2007. The number of SSASGs in the UK showed an increase 
of 4.7% since 2007 equating to a 2.3% per annum rise, compared with a 4.2% per annum 
decline between 2005 and 2007.

The number of academic paediatricians recorded rose 7.3% from 164 in 2007 to 176 in 
2009, but was still below levels recorded earlier in the decade.

Vacancies: There were 137 vacant consultant posts (4.0%) in 2009.  The total of filled 
and vacant posts in 2009 was therefore 3401 compared to 3029 in 2007. There were 139 
vacant SSASG posts (9.8%) giving a potential SSASG workforce of 1424.

Trainees: The census did not record the number of paediatric trainees. However there 
were 3461 UK trainees registered by the College in July 2010 compared with 3381 in 
2008. 

Services provided 

There were 263 separate child health services employing paediatricians within the UK, a 
reduction from 276 in 2007. Overall 184 services provided general paediatrics in 218 units, 
and there were 179 community paediatric services, 31 tertiary services, and 179 neonatal 
services (in 214 units containing 63 BAPM level 3 units).

Reconfiguration: Information provided by Clinical Leads suggests that there is likely to 
be around a 9% reduction in the number of units currently providing paediatric in-patient 
services. 

Community Lead Roles: The majority of community lead roles (80.4%) were filled by 
consultants with 18.5% filled by SSASG doctors. A substantial number of community 
services reported that statutory lead roles did not exist, in particular those for Sudden 
Unexpected Death In Infancy (SUDI).  
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Rota cover and vacancies

The Academy of Medical Royal Colleges recommended in 2004 that an optimal number 
of doctors in a rota for a 56 hour week is 10 WTE 1. Only 17% of tier 1 and 14% of tier 2 rotas 
in general paediatrics and neonatology had 10 WTE for a 48 hour week.

Overall in 2009 there was an average of 7.9 tier 2 and 8.0 tier 1 WTE posts on each 
general paediatric or neonatal rota.

14.4% of WTE posts on tier 2 and 3.8% on tier 1 were vacant. On tier 2 therefore, the 
average number of staff in post on these rotas was estimated at 6.8 WTE. 

17.7% of posts in separate neonatal tier 2 rotas and 16.8% in shared neonatal and paediatric 
rotas were vacant. This is double the rate for general paediatric tier 2 rotas (8.5%), 

There were 104.4 consultants recorded as working on a total of 24 tier 2 rotas in September 
2009.

In 8 BAPM level 3 neonatal units a separate tier of consultant cover was not present. 

Job Types

Community Paediatricians: There were 1375 career grade paediatricians who either spent 
100% of their time in community or were community paediatricians with a special interest: 
this is an increase from 1313 in 2007. 

General Paediatric Consultants: There were 1224 100% general paediatric consultants in 
the career grade workforce, 37.5% of the overall total compared to 38.6% in 2007. 

Subspecialists: The numbers of subspecialists increased from 1042 (23.8%) in 2007 to 
1207 (25.2%) in 2009.  The largest acute subspecialty group was neonatal medicine with 
369 consultants (up from 275 in 2007), followed by intensive care medicine (128) and 
neurology (107). 

Workforce Characteristics

Gender: The proportion of female consultants were 46.6% in 2009, a slight increase from 
2007.

Part Time Working: 17.8% of consultants for whom information was available are 
contracted for less than 10 PAs per week compared with 17.5% in 2007.  

SSASG Working Patterns: 59.7% of SSASG doctors worked full time in 2009, an increase 
from 55.7% in 2007.

Programmed Activities for Teaching and Research: 45.4% of consultants had PAs in their 
contract allocated for teaching and only 11.1% were given PAs for Research. 

Introduction: 
RCPCH Medical Workforce Census 2009
Why is the 2009 workforce census so important?

The future service model and the implementation of RCPCH and other established 
standards require an accurate picture of the current workforce in order to model for the 
future workforce requirements.  In other words we need to know if we have the right type 
and number of doctors working and training in the right way, and in the right place.  

Introduction 

This is the 6th biennial census which the RCPCH has produced since 19992. This snapshot 
as to how trained, trainee and other paediatricians were working on 30th September 
2009 was collected directly from the Clinical Leads and Directors in trusts, and from 
RCPCH records. These workforce data are vital information which the RCPCH will use 
both internally and externally to influence the implementation of healthcare policy and 
workforce planning. 

This census and other workforce activities complement other College work in the area 
of paediatric services and standards.  This work includes the publications Modelling the 
Future (MtF) 1, 2 and 33 4 5, which set out a vision for how paediatrics will be delivered for 
the next 10 years and beyond, taking into account the changing spectrum of paediatric 
morbidity. MtF 2 concentrates on the type and number of trained doctors which will be 
needed, highlights the need for redesign and reconfiguration, and the need for managed 
clinical networks to deliver high quality health care for all children.  

The RCPCH is also developing a comprehensive set of workforce and service standards 
in a 2010 project entitled Facing the Future: Paediatric Services Review6. As part of this 
project a number of workshops have engaged UK paediatricians in the development 
of these standards which will also be informed by the requirements of the European 
Working Time Regulation (EWTR)7, the RCPCH Standards for Reconfiguration8, and BAPM 
Standards9. This project has concentrated on the delivery of acute general paediatric 
and neonatal care, developing workforce models for proposed service redesigns for 
different geographical locations and size of units.  There is also a complementary project 
underway, entitled ‘Quality and Safety Standards for paediatric small and remote units’. 
The next steps will be modelling of the medical workforce for community paediatrics 
followed by the paediatric subspecialties, ensuring that any existing specialty standards 
are taken into account. 

The future role of the trained paediatrician

Achieving the EWTR7 has posed challenges for paediatrics, particularly in sustaining 24/7 
acute general paediatric and neonatal care because of middle grade staff shortages. 
One of the findings in the three RCPCH surveys of Clinical Leads/Directors undertaken in 
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2009 was that almost 73% had concerns about their service being able to cope with the 
demands placed on it and that the funding for “trained doctor solutions” for England had 
not been made available in many parts of the country10 11. The surveys reported innovative 
ways of working at consultant level, often by planned resident shifts, in order to achieve 
the EWTR12 13 14. This truly consultant delivered service, which is also likely to benefit the 
delivery of training has been commended in the Temple report15. 

Making sure the RCPCH is producing the right number and type of trainee

In 2009/10, the RCPCH workforce and training departments developed a template to 
allow robust estimations about the supply of trainees (including international trainees) 
needed to match requirements for the future consultant workforce. This supply and 
demand modelling takes into account factors such as the participation rate (the average 
whole time equivalent rate of all staff) of trainees and trained doctors, the attrition rate 
(drop out through training) and the new consultant posts which contribute to resident 
rotas. This work will be refined as the modelling for each specialty is completed and we 
will continue to work with the Department of Health, Skills for Health, Medical Education 
England, the Centre for Workforce Intelligence, and the appropriate bodies in Scotland, 
Wales and Northern Ireland to improve workforce modelling for paediatrics. In 2010/11 
we also plan to follow up the cohort of new MMC trainees surveyed in 2008 to gather 
career intentions and information about the career path of trainees. This will provide vital 
information for our workforce strategy.

What happens next?

The RCPCH will continue to use the 2009 workforce census information to model the 
future workforce requirements across the UK, and make comparisons with previous 
censuses to provide a strong evidence base. We are also planning to conduct the 2011 
census electronically, and to make the information available in a more interactive format 
through the new College website with a discussion board for members to communicate 
concerns and share effective medical workforce models.

We hope that this report will enable readers to see how valuable the census data are and 
how they are used both internally and externally to influence the development of a gold 
standard service for our children and young people. This census could not have been 
completed without the input of our members and other RCPCH departments, and we are 
indebted to them for their support.

Census Methodology 
The methodology of the 2009 census differed from previous censuses when a single 
questionnaire had been sent to the Paediatric Clinical Director or Lead in each trust 
providing child health services. In 2009, after receiving feedback from users, and in 
order to reduce the burden of data collection and to ensure a more speedy and accurate 
response, the form was split into different colour-coded sections for tertiary, acute, 
neonatal and community child health services. 

The Clinical Directors for paediatrics/child health in all UK health trusts employing 
paediatric medical staff in September 2009 were sent a complete set of the census forms. 
Names of Clinical Directors and trusts came from the 2007 census, information from 
workforce surveys, RCPCH membership records, the Directory of Critical Care, and by 
direct contact. Where the name of the specialty lead was known, a copy of the relevant 
section was sent directly to them; for the remaining trusts the Clinical Directors were 
asked to forward on the relevant sections. 

All forms were pre-populated with data from the 2007 census and other information 
from previous surveys which had been checked and updated as necessary. 

Census Workforce 
The census captured the following paediatric medical staff working in the NHS on 
September 30th 2009:

•	 consultants, professors, senior lecturers, readers, 

•	 associate specialists, staff grades,  specialty doctors, SCMOs, CMOs, clinical 	 	
	 assistants (4 or more sessions), 

•	 trust grade doctors (staff grade equivalent, associate specialist equivalent, ST1-3  
	 equivalent, and ST4-8 equivalent),  or other non training grades including clinical  
	 fellows and hospital practitioners,

•	 for consultants working in subspecialties, only those in the RCPCH training 	 	
	 subspecialties were identified as subspecialists (listed in Chapter 3), 

•	 the census also included non-paediatric consultants who work with children such   
	 as paediatric cardiologists, dermatologists and haematologists. These are 		
	 reported separately in Chapter 3.  

Overview of Census Forms 
Form A - Acute Trusts form
The main acute form included the following sections;

Section 1 – Contact details, configuration, services and workforce pressures. This 
section collected contact details for the Clinical Director or Lead Paediatrician, as well 
as information about changes in the organisation of child health services in each trust to 
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The complete census questionnaires are available on the RCPCH website
www.rcpch.ac.uk/Research/Workforce/Workforce-Census

Response

A total of 442 census forms were sent to Clinical Directors and Clinical Leads in 281 trusts 
providing acute services or combined acute and community services.  This number also 
included primary care trusts, the few remaining community trusts and tertiary trusts. 
Mergers and reconfiguration reduced the number of expected returns to 434 from 278 
trusts and of these 424 responded in full. There were three partial returns and eight non-
responses.  For forms from these trusts  the workforce team populated missing data from 
other sources which included the 2007 census2, RCPCH Membership Database, the BPSU 
Database, the GMC Register16, the Directory of Critical Care 200817, the Nominal Roll18 and 
trust websites, to ensure the information was as complete an estimate as possible.  

The overall response rate (including partially completed returns) was 98.2% and 97.5% 
excluding partial returns. The overall response was identical to that of 2007 but the rate 
excluding partial returns was higher (94.2% in 2007). 

Participating and non-participating trusts are listed in the appendix to this report.

Figure 1: Analysis of Expected Returns

Data from the questionnaires were entered onto an Access database and analysed using 
Access and MS Excel. As the data are essentially descriptive no statistical tests have been 
carried out.  

It should be noted that all data presented in the report relate to the UK unless otherwise 
specified.  

Terms, Definitions and Abbreviations  
The following apply throughout the report unless otherwise specified.

Job Titles
Consultants – includes Professors, Readers, Senior Lecturers and Consultants with 
honorary status (academics).

compare with previous years and to provide an up-to-date profile of services in the UK. 
Clinical Directors and Leads were asked about the most important workforce pressures 
or issues, and for the number of new consultant posts funded by DH monies allocated in 
the support of EWTR implementation in England10.  

Section 2 – Paediatric Rotas asked for the number of general paediatric and neonatal 
acute rotas in each hospital, as well as any child protection rotas, sudden unexpected 
death in infancy (SUDI) rotas or paediatric assessment unit rotas. The number of doctors 
and vacancies on each rota with a breakdown of WTE by grade was requested.

Section 3A – Paediatric Consultants requested details for all paediatric consultants in 
each service in each trust although much of the data were pre-populated from the 2007 
census, with Clinical Leads being asked to amend as appropriate. Information requested 
included grade, contract type, job type, subspecialty, primary medical qualification area 
and PAs worked. A breakdown of the non-DCC (Direct Clinical Care) PAs was required to 
determine the number of PAs contracted for  professional activities, teaching, research 
or other activities.  

Section 3B – Staff & Associate Specialist Grade, Other Career Grade and Specialty 
Doctors. This section was also pre-loaded with 2007 census information. Information 
included grade, WTE, contract type, job type, primary geographical qualification area. 
New information collected in 2009 was whether a SSASG Doctor would be replaced by 
a consultant grade post should the SSASG leave.   

Section 4 - Paediatric Career Grade Vacancies collected information on vacancy 
grade, job type, PAs if applicable, WTE, number of months vacant and the reasons for 
the vacancy(ies), as it is crucial to identify this shortfall in order to identify problems 
with sustaining a safe service, particularly with respect to 24/7 urgent and unscheduled 
services.   

Form B - Community form. This was similar to the acute form without a rota section as 
information about Child Protection and SUDI rotas had been requested in Form A section 
2.  Instead section 2 of the community form was entitled Lead Roles in Community 
Service in Your Organisation.  For specified lead roles this asked whether or not the role 
existed, if it was filled and grade of doctor filling the role.  Only names of Designated and 
Named Doctors (Safeguarding) were captured.

Form C – Neonatal Services. The sections of this form were the same as Form A, the 
acute trust form and were completed for doctors working in neonatal care.  

Form D - Tertiary form. The main sections of this form were the same as Form A the 
acute form.  However section 1 additionally captured information on the specialties in 
the trust and section 2 also asked for the rotas for each specialty with type of cover and 
on-call rota at the different tiers. There was also a section 3C (Academic Consultants) 
reporting details of academic posts and a section 3D (Specialist Consultants who work 
with children but are not paediatricians) to capture specialist doctors who worked more 
than 50% in paediatrics but were not on the specialist register as a paediatrician. 

278 Child Health
Service Providers

157 Acute 31 Tertiary 67 Neonatal 179 Community 
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Specialist in a Tertiary centre  - a consultant post only. 

Specialists in DGH/other centre working with managed clinical network consultants –
a consultant post only. 

Specialty, Staff and Associate Specialist Group (SSASG) -  Staff Grades, Associate 
Specialists, Specialty Doctors*, Senior Clinical Medical Officers (SCMOs), Clinical Medical 
Officers (CMOs) and Clinical Assistants.  

* In 2008, Specialty Doctors replaced Staff Grades and the Associate Specialist Grade was closed 

to new applicants.  “Specialty Doctor” is a recognised career grade with BMA terms and conditions. 

Minimum entry requirements are full registration with GMC and 4 years postgraduate training, with 

two in the relevant specialty.

Trust and Other Doctors -  Trust Grade doctors, Clinical Fellows, Senior Clinical Fellows, 
Clinical Research Fellows, Teaching Fellows and Lecturers. 

FTSTA -   Fixed Term Specialty Training Appointment Doctor.

FY – Foundation Year.

ST1 to  ST8 – are  Specialty Trainee doctors in year 1 to year 8.

Locum Appointment for Training (LAT)  - Locum occupying a vacancy in a training 
programme where there is agreement that this can offer CCT training rather than purely 
covering the service needs.

ACF  - Academic Clinical Fellow. 

CF    -  Clinical Fellow. 

RF  -    Research Fellow.

SPR -  Specialist Registrar grade doctor. 

Other terms

Paediatric Assessment Unit (PAU) is a paediatric service, either attached to a paediatric 
department or a stand-alone unit, which can provide an alternative to acute paediatric 
admission and includes facilities for investigating, observing and treating children. 

Tier 1 Rotas – are “Junior” or “SHO” rotas.

Tier 2 Rotas are “Middle Grade” or “Registrar” rotas, which may include consultants 
working resident shifts.

Tier 3 Rotas - are Consultant rotas.

1. 	 Configuration of Paediatric Services
	 in the UK 

This chapter describes the configuration of paediatric services in the UK in September 
2009, and a breakdown by country. It also looks at the structure of rotas, the numbers 
and types of staff on those rotas, and rota vacancies. These data enable us to model 
the impact of forecast changes in local configurations on the workforce, and the future 
demands of the service.

1.1 	 Child Health Services by type 

The census identified 263 separately managed child health services in the UK, defined 
as services employing paediatricians on 30th September 2009.  This is a reduction from 
the 276 recorded in 2007 and service changes since the census date may have further 
reduced this number.

The services broadly correspond with trusts (in England) and their equivalents in the 
rest of the UK. Service type (six categories) by UK country are shown in Table 1, which 
also indicates the number within each service type which provide neonatal services. 
Overall there were 184 services providing general paediatrics, 179 community paediatrics, 
31 tertiary services, and 179 providing neonatal services, but there were a variety of 
combinations. For example, a service may include more than one in-patient unit and more 
than one neonatal unit, with the result that the number of services do not necessarily 
correspond to the number of units in section 1.2 below. 

It is clear that the pattern of service provision differs between UK countries. England 
had broadly similar numbers of separate general acute (74), separate community (65) 
and integrated acute and community services (77) whereas in Scotland and Wales the 
integrated model was almost universal.  In Northern Ireland, there were a relatively high 
number of separate community services, but the census was undertaken during a period 
of reorganisation in Northern Ireland so this situation is likely to change. 

Table 1: Types of Child Health Service - UK 2009

Northern
Ireland

Total (with
Neonatal)England

Combined general and community
in DGH Trusts 

68 5 7 12 92 88

9 1 4 1 15 14

61 2 1 0 64 62

13 0 0 0 13 11

65 5 1 1 72 0

7 0 0 0 7 4

Combined general and community
in Tertiary Trusts

General acute services in DGH Trusts

General acute services in Tertiary Trusts

Community only services 

Tertiary only services 

Scotland Wales Total
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Figure 2: Types of Paediatric Services in the UK 2009 

1.2 	 Acute Units and Services provided  

There were 191 acute or tertiary child health services in the UK. These included 247 
units which provided acute services, defined as having at least one of the following - in-
patient services, neonatal unit or paediatric assessment unit. A breakdown of the services 
provided in these 247 units is shown in Table 2; 218 of units had paediatric in-patients 
compared to 230 in 2007; 239 saw out-patients (248 in 2007) and 214 had a neonatal 
unit (215 in 2007); 161 units had a paediatric assessment unit, an increase from 144 in 
2007.

In 216 units, children were also seen in Emergency Departments (EDs) compared to 223 
in 2007 and 94 had a dedicated paediatric ED, a considerable increase from 2007 when 
there were 60. Additionally, there were some hospitals not providing paediatric in-patient 
services who saw children in EDs and as paediatric out-patients.

Sixty-three units provided tertiary services; this includes DGHs providing a tertiary service 
in a small number of subspecialties as well as the main tertiary centres with a range of 
subspecialties.

Tertiary

Acute

Community

7

13
15

72

92

64

Table 2: Services Provided in Acute Paediatric Units 2009

Consultant of the Week System  Consultant of the week systems in which the consultant 
has no other clinical duties during that week but is fully available for the management of 
acute admissions operated in 196 units, 79.7% of those providing acute services, either in 
general paediatrics, the neonatal unit or on a combined basis.   

1.3 	 Neonatal Units in the UK

	 Table 3 shows the distribution of neonatal units in the four countries according to  BAPM  
	 level. BAPM levels relate to the intensity of care provided in units19. Since the census was  
	 completed however, the DH produced the Neonatal Toolkit with redefined levels of care20   
	 which will be used in future censuses. 

Table 3: Neonatal Units in the UK

Northern
IrelandEngland

Number of Units Providing Service

In-patients

Out-patients

Neonatal Unit 

Tertiary Services

Emergency Department

Dedicated Paediatric ED

Paediatric Assessment Unit

Total Acute Units

181 9 15 13 218

196 10 19 14 239

177 8 16 13 214

51 1 7 4 63

180 8 15 13 216

85 1 6 2 94

133 5 12 11 161

202 11 20 14 247

Scotland Wales Total

Northern
IrelandEnglandBAPM Level

1

2

3

Total

45

25.4%

84

47.5%

48

27.1%

4

50.0%

1

12.5%

3

37.5%

3

18.8%

4

25.0%

9

56.3%

3

23.1%

7

53.8%

3

23.1%

55

25.7%

96

44.9%

63

29.4%

177 8 16 13 214

Scotland Wales Total
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The data show that there were 63 level 3 units, 29.4% of all UK neonatal units, although 
Scotland has a higher proportion than other UK countries (56.3%). The RCPCH supports 
the BAPM guidance9 19 that there should be a separate consultant rota for level 3 units. 
The number of level 3 units is therefore a key determinant of workforce demand.

Level 2 units were asked for the number of days of full intensive care provided in the first 
6 months of 2009; 60.4% (58 /96) of  level 2 units provided data which is shown in Table 
4. The average number of days per unit was 214.6 with a range of 5 to 800. In terms of 
intensive care cots required, 8 of the 58 level 2 units would require the equivalent of 2 
cots or more, 21 between 1-2 cots and 29 less than one cot. 

Table 4: Level 2 Units Providing Full Intensive Care – Average Number of Days Provided 
in First 6 Months of 2009

Table 5 shows that although the majority (87.3%) of BAPM level 3 units have separate 
tier 3 consultant rotas, eight do not have this level of cover. Overall 82.5% of units have 
a separate tier 2 rota and 88.9% a separate tier 1 rota. There were also 14 (14.6%) BAPM 
level 2 units with a separate tier 3 rota, 10 (10.4%) with a separate tier 2 rota and 27 
(28.1%) with a separate tier 1 rota. This reflects the intensity of activity for busy neonatal 
and/or general services.

Table 5: Separate Rotas in Neonatal Units

 1.4 	 General Acute and Neonatal Rotas

Clinical Directors/Leads were asked to identify all the general acute, neonatal and 
combined general/neonatal rotas in their service. For each rota, they also identified the 
number of doctors, their whole time equivalents and vacancies.

The data in Table 6 show the number of rotas and WTEs for each tier of the rota in each 
country and for the whole of the UK. Because 9% of units in 2007 and 3% in 2009 failed 
to provide staffing figures, the average WTE of those providing data was applied to units 
missing this data.

Northern
IrelandEngland

No. of Units
providing data

Average No. of
Days

52

226.8

0

0

1

30

5

73.2

58

214.6

Scotland Wales Total

Separate
Consultant

Rotas

Separate Tier 2
(Middle Grade)

Rota

Separate Tier 1
(Junior) RotaNo. of UnitsBAPM Level

3

2

63

96

55

87.3%

14

14.6%

52

82.5%

10

10.4%

56

88.9%

27

28.1%

Table 6: Number of Rotas and Posts by Tier and Service

There were 274 tier 3 (294 in 2007), 270 tier 2 (266 in 2007) and 297 tier 1 rotas (290 in 
2007). The total number of posts on consultant rotas had risen very slightly compared 
to 2007 (1.3%). The number of posts on tier 2 grade rotas had risen by 13.4% and on tier 1 
rotas by 16.9%. These rises were to be expected given the need for rotas to be compliant 
with the European Working Time Regulation (EWTR)7 by August 2009. 

The data in Table 7 show the average numbers of doctors in each tier of the rotas in Table 
6. Overall there was an average of 7.9 tier 2 and 8.0 tier 1 WTE posts on each general 
paediatric or neonatal rota, compared to 7.5 and 7.3 respectively in 2007. In order to 
be consistent in the calculating of averages, rotas in larger centres where double rotas 
are in existence or data is currently unclear have been omitted from this analysis. These 
account for approximately 5% of general paediatric and neonatal rotas.

Guidance produced by the RCPCH21 in assessing EWTR solutions in 2008 defines a 
minimum of 8 doctors in a cell on full shift for tiers 1 (junior) and 2 (middle grade) as a 
criterion for patient safety. Approximately 41% of tier 1 and 45% of tier 2 rotas fail to reach 
this level. The Academy of Medical Royal Colleges recommended in 2004 that an optimal 
number of doctors in a rota for a 56 hour week is 10 WTE1. Only 17% of tier 1 and 14% of 
tier 2 rotas have achieved that level of cover.

The average WTE of consultant rotas has risen from 5.9 in 2007 to 6.4 in 2009, but would 
still imply that busy services will be very stretched.

England Scotland Wales UK
Northern
Ireland

Tier &
Service

Tier 3
(Consultant)

General 65 459.6 2 11 5 50.0 3 20 75 540.6

Gen/Neo 102 664.7 6 36 9 65.2 10 59.5 127 825.4

Neonatal 61 351.8 1 5.5 7 42.5 3 16.8 72 416.6

Total 228 1476.1 9 52.5 21 157.7 16 96.3 274 1782.6

General 63 591.5 0 0 10 86.8 3 25.6 76 703.9

Gen/Neo 109 893.3 5 37.9 4 25 9 60.3 127 1016.5

Neonatal 53 447.9 1 8 10 74.6 3 21.7 67 552.1

Total 225 1932.7 6 45.9 24 186.4 15 107.6 270 2272.5

Tier 2
(Middle Grade)

General 89 801.9 4 35 9 82 6 47.2 108 966.1

Gen/Neo 85 752.6 5 37 6 34 7 53.1 103 876.7

Neonatal 74 602.0 1 8 6 38.5 5 40 86 688.5

Total 248 2156.5 10 80 21 154.5 18 140.3 297 2531.3

Tier 1
(Junior)

Rotas Staff
wte

Rotas Staff
wte

Rotas Staff
wte

Rotas Staff
wte

Rotas Staff
wte
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Table 7: Average WTE of Doctors on Rotas by Tier and Service - UK 2009  

1.5 	 Rota Vacancies

Table 8 gives the number of vacancies in terms of WTE for each tier and service type. 
These figures strongly support the findings of surveys and feedback from members about 
the difficulties recruiting to middle grade posts.11

There were 484.8 WTE vacancies on rotas at September 2009, with the highest number 
(328.2) on tier 2 middle grade rotas. Tier 2 vacancies represent 14.4% of WTE posts 
and tier 1 vacancies 3.8%. The vacancies at tier 2 mean there was an average of only 
6.8 WTE staff in post on these rotas. Of particular concern is that tier 2 vacancies for 
separate neonatal rotas (17.7%) and neonatal rotas shared with paediatrics (16.8%) are 
approximately double the rate of general paediatric rotas (8.5%). 

Table 8: Rota Vacancies by Tier and Service - UK 2009 

1.6 	 Types of Staff on Rotas

For the first time in 2009, the census asked for a breakdown of staff on each rota to 
assess the proportion of rotas made up of doctors in training, General Practice Specialty 
Trainees (GPST), SSASG doctors, trust grade doctors, nurses and consultants. Some 
organisations found it difficult to provide this information and discrepancies between 
rota totals and the breakdown mean that some of the data in Table 9 do not match those 
in other tables.

Consultant

General

General/Neonatal

Neonatal

Overall

7.0 7.9 8.3

6.5 7.8 8.1

5.8 8.0 7.6

6.4 7.9 8.0

Tier 2 Tier 1

Tier 3
(Consultant)

General

General/Neonatal

Neonatal

Overall

11 2.0% 59.6 8.5% 26.5 2.7%

44.7

5

60.7

% of
Total
Posts

5.4%

1.2%

3.4%

Tier 2
(Middle Grade)

170.7

97.9

328.2

% of
Total
Posts

16.8%

17.7%

14.4%

Tier 1
(Junior)

38.1

31.3

95.9

% of 
Total
Posts

4.3%

4.5%

3.8%

Table 9: Tier 1 and Tier 2 Grade Rota Composition - UK 2009

Table 9 provides the breakdown of the types of doctors/nurses which make up the tier 1 
and tier 2 rotas in the UK, sub-divided into the general paediatric/combined general and 
neonatal rotas and the neonatal rotas. Overall on tier 1 rotas, fewer than half the staff are 
ST doctors in paediatrics (43.3%) with just under a quarter (24.5%) GP trainees and only 
6.1% trust grade doctors.  Rotas not specifically neonatal rely substantially on GP trainees 
(31.8%) and FY doctors (22.2%), whereas for neonatal rotas, 62.3% of posts are held by 
paediatric trainees.  

Tier 2 rotas depend on paediatric trainees to a greater extent than tier 1 rotas, with almost 
two-thirds of posts (64.6%) occupied by trainees, although the proportion of paediatric 
trainees on neonatal rotas is higher still at 70.7%. There are also 308.2 WTE (13.8%) SSASG 
posts on tier 2 rotas and 247 WTE (11.1%) trust grade doctors. Changes in immigration 
rules have made it difficult to recruit SSASG doctors and the RCPCH does not encourage 
the creation of trust grade posts because they do not have national terms and conditions 
or provision for career development and training.

There were 104.4 consultants recorded as routinely rostered on 24 tier 2 rotas in September 
2009 (9%). This reflects the expansion UK-wide of consultants providing resident shifts. 
Since the census, the College has received a substantial number of new consultant job 
descriptions which include the provision of resident shifts. This relatively new way of 
working is a key factor to be taken into account when modelling workforce supply and 
demand, and when looking at Direct Clinical Care PAs. 

ST Docs
(Paeds)

General and
Gen/Neo Rotas

Neonatal Rota

% 64.6% 2.4% 10.5% 1.3% 16.1% 5.1%

No 379.4 19 68.3 16.7 35.5 18 536.9

% 70.7% 3.5% 12.7% 3.1% 6.6% 3.4%

Total No 1472.7 59.5 247 38.2 308.2 104.4 2230

% 66.0% 2.7% 11.1% 1.7% 13.8% 4.7%

No 1093.3 40.5 178.7 21.5 272.7 86.4 1693.1

Trust
Grades

Nurses SSASG Consultants TotalST Docs
(Other

Specialties)

ST Docs
(Paeds)

General and
Gen/Neo Rotas

Neonatal Rota

% 35.9% 4.1% 22.2% 31.8% 4.5% 1.5%

No 432 6 52 40 72 91.3 693.3

% 62.3% 0.9% 7.5% 5.8% 10.4% 13.2%

Total No 1072.5 80 447.7 608.2 152.0 118.2 2478.6

% 43.3% 3.2% 18.1% 24.5% 6.1% 4.8%

No 640.5 74 395.7 568.2 80.0 26.9 1785.3

FY
Docs

GP ST
Docs

Trust 
Grades

Nurses TotalST Docs
(Other

Specialties)

Tier 2 Rota Composition

Tier 1 Rota Composition
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1.7 	 Safeguarding and SUDI rotas

	 Detailed information was only provided for 11 safeguarding and 2 SUDI rotas which was  
	 too few for any useful analysis.

1.8 	 Community Lead Roles

In the 2009 census we asked Clinical Leads for information on whether certain lead roles 
in community child health existed in the services they were providing. In addition to 
establishing if the roles existed, we asked whether the role was filled at the time of the 
census, and the type of doctor occupying the role. A total of 180 trusts providing child 
health community services were contacted. One trust no longer provided community 
services and three did not respond, giving a 98.3% response rate. The response is 
summarised in Table 10. 

The first six of the roles listed in Table 10 are statutory; it is therefore of some concern 
that considerable numbers of Clinical Leads, ranging from 17 for Designated Doctor for 
Safeguarding to 70 for SUDI, report that the role does not exist in their service. Designated 
Doctor and Named Doctor for Safeguarding along with an Adoption/Fostering lead role 
exist in the majority of services whereas only 39 community services have a Healthy Child 
Programme Co-ordinator which, although this role only pertains to England, is worryingly 
low.  

The majority of lead roles (80.4%) were filled by consultants followed by 14.5% for roles 
occupied by associate specialists who were particularly found in Adoption/Fostering and 
Designated Doctor for Looked After Children roles. Overall 18.5% of lead roles were filled 
by SSASG doctors.

Table 10 – Lead Roles in Trusts Providing Community Services 

1.9 	 Changes to Current Configuration of Units  

Clinical Directors and Leads were asked to identify reconfiguration which was completed, 
underway or planned in their trust and to describe the changes which had occurred 
or were occurring. There was a rich response to this question with 305 separate sets 
of comments received. Because of the methodology of the 2009 census, some of the 
responses were duplicated by other Clinical Leads, and have been condensed into one 
response. A further group reported changes which did not have a significant impact on 
the workforce or the structure of service delivery such as a very small workforce expansion 
in response to increased workload or administrative changes in commissioning.

The number of identified reconfigurations was therefore reduced to 179, representing 41% 
of the returns made by Clinical Leads. These were classified as completed, underway or 
planned, and by using a value judgement from the description of the change provided by 
the Clinical Director/Lead classified as having a probable, possible or unlikely impact on 
the workforce. The impact included decreases and increases of staff and reorganisation 
of services. 

Lead Role Exists in
Service

Role
Filled

Consultant

Role Filled by

Associate
Specialist

Staff
Grade

Specialty
Doctor

SCMO GP Nurse

Designated
Doctor
(safeguarding)

162 160 154 5 1

Named Doctor
(safeguarding)

164 159

Child Death
Overview Panel

123 121 14116

Adoption/
Fostering

166 165 98 54 8 4 1

Immunisation
Co-ordinator

107 107 84 15 1 3 1 3

Healthy Child
Programme
Co-ordinator
(England only)

39 38 30 4 1 3

Designated
Medical Officer
for SEN

144 142 22724107

129 18 2

Designated
Doctor for
Looked After
children

140 139 95 37 4

2

SUDI 109 109 103 4 2

3

8
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Table 11 classifies the reconfigurations according to their past, present or future status and 
the potential level of impact. The totals in the table will sum to more than 179 as a number 
of reconfigurations appear in 2 time statuses e.g. some changes are part complete and 
still ongoing. The table shows that there have been 38 completed reconfigurations which 
had a probable workforce impact and 18 which possibly had an impact in the 2 years 
prior to the census. The table also shows that 42 probable service/workforce changes are 
underway with 55 planned in the future. 

Table 11: Workforce Impact of Completed, Current and Planned Reconfigurations

A further analysis of the reconfigurations described as currently underway or planned 
and including a probable workforce impact was undertaken to assess whether the change 
was likely, possible or unlikely to occur. Where imprecise or incomplete details had been 
provided such as “ongoing review” or “being talked about”, the reconfiguration has not 
been classified as likely or possible. In total, 35 of these described changes were expected 
to be likely and a further 24 would be possible. These proposed reconfigurations were 
recorded for all types of organisation, acute trusts, community services and tertiary 
services, and Table 12 provides a summary breakdown of the expected impact of these 
likely and possible changes.

Table 12: Likely and Possible Changes in Paediatric Service Organisation,
Currently Underway and Planned

* = In-Patients 
This shows that current plans developed in individual locations as highlighted by Clinical 
Leads mean it is likely we will see a reduction in the number of units currently providing 
paediatric in-patient services by approximately 20 (9% of current units).

Complete

Reconfiguration Status

Workforce Impact

Possible

Probable 38 42 55

Unlikely

Overall

18 27 33

12 18 17

68 87 105

Underway Planned

Closure
I/Ps*/Merger

PAU

Reorganisation
of community

services

Expand
Services

Possible

Likely 20 5

10 8

Reorganise
delivery (e.g. resident

consultants)

4

2

5

1

Reduce
Services

1

3

2. 	 Workforce Numbers

2.1	 Total Paediatric Career Grade Workforce 

A breakdown of the career grade workforce by country is shown in Table 13.

Table 13: Career Grade Workforce by Country 2009

Excluding “Other Grades”, these data show that the career grade workforce (consultants 
and SSASGs) has increased by 9.6% from 4152 in 2007 to 4549 in 2009, compared to a 
2.3% increase between 2005 and 2007. 

The Whole Time Equivalent data for consultants in Table 13 was calculated from the total 
PAs contracted by each consultant on the following basis. Each consultant on a 10 or 
more PA contract has been counted as 1.0 wte and for all other consultants the number 
of PAs was divided by 10 to give a WTE equivalent. For 97 consultants, a PA figure was 
not supplied and for the purpose of this analysis they were assumed to be 1.0 WTE 
consultant. 

2.2 	 Total Training Workforce 

Clinical Leads are not asked as part of the census to supply information about paediatric 
trainees. Since 2009 however, the RCPCH has been required to ensure that all trainees 
register and enrol with the RCPCH. This has led to the compilation of more accurate 
records of the training workforce. Table 14 shows the number of trainees recorded and 
presented to RCPCH’s Training Committee in July 2010 broken down by individual year 
of training and for each UK country. The table excludes 63 doctors who were described 
as Unknown/Not Placed.

England Scotland Wales UK Total
Northern
Ireland

Consultant No 2765 90 258 151 3264

wte 2606.6 85.4 245.6 146.5 3084.1

SSASG No 951 77 166 91 1285

wte 803.1 60.5 136.4 73.9 1073.9

Other Grades No 226 2 2 10 240

wte 218.3 0.3 2 10 230.6

Total No 3942 169 426 252 4789

wte 3628.0 146.2 384.0 230.4 4388.6
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Table 14: UK Paediatric Training Workforce Estimates July 2010

The total number of trainees recorded in the UK is 3461 which compares with 3381 in 
2007. 1468 trainees are reported to be in the 3 training years ST1-3 with only 1669 in 
years ST4-8 and in SpR grades. The majority of FTSTAs and LATs are in the lower training 
levels. Given the prevalent rates of attrition, the numbers of trainees in years ST5-8 and 
SpRs, would indicate that there will not be a significant rise in the annual number of CCTs 
until 2015.

2.3 	 Consultants

In September 2009 there were 3264 consultants in the UK (including honorary consultants) 
making up 71.7% of the career grade workforce (74.2% of WTEs). This represents a 
sizeable increase from the 2007 proportions of 66.7% (69.9%). The census also recorded 
137 vacant consultant posts giving a potential consultant workforce of 3401, compared 
to 3092 in 2007.

Table 15 illustrates changes in the number of UK consultants between 1999 and 2009. 
Between 2007 and 2009 there was an overall increase (including academics) of 11.6%, 
which equates to an annual growth of 5.6% compared with 3.6% between 2005 and 
2007. After falling for 5 consecutive censuses, the number of academics with honorary 
consultant status rose by 7.3% to 176, but is still substantially below the 1999 level of 210, 
and well below the level in general medicine22.

England Scotland Wales UK
Northern
Ireland

ST1 428 12 27 21 488

ST2 387 11 26 15 439

ST3 451 13 42 35 541

ST4 434 7 35 26 502

ST5 281 11 33 5 330

ST6 132 8 15 0 155

ST7 4 0 1 0 5

ST8 0 0 0 0 0

FTSTA (all) 131 18 10 30 189

LAT (all) 37 8 13 0 58

ACF/CF/RF 70 0 4 3 77

SpR (Calman) 597 22 40 18 677

Total 2952 110 246 153 3461

Table 15: UK Consultant Expansion 1999-2009

2.4	 Specialty, Staff and Associate Specialist Grade 
	 (SSASG) Paediatricians 

A breakdown of the SSASG workforce is given in Table 16. In September 2009 there were 
1285 SSASGs in the UK compared to 1227 in 2005, an increase of 4.7% equating to a 2.3% 
per annum rise, the first rise since 2001. The census also recorded 139 vacant SSASG 
posts giving a potential SSASG workforce of 1424. This small overall rise in the number 
of SSASG doctors masks some significant changes in the balance of grades. Since 2007, 
the Specialty Doctor grade has been introduced and at the time of the census there were 
222 occupied posts and 70 vacancies. There was an increase of 138 Associate Specialists 
between 2007 and 2009 while the number of staff grade doctors fell substantially by 
more than 250. The decline in numbers of SCMOs and CMOs is almost complete with only 
35 post-holders occupying these 2 grades compared to almost 500 in 1999.  

Table 16: Specialty, Staff and Associate Specialist Group Grades - UK 1999-2009

2.5	 Other Grades

The number and WTE of doctors in other grades are shown in Table 17. Overall, doctors 
in other grades increased 4.3% from 230 in 2007 to 240 reported in the 2009 census. 
Trust grade doctors recorded in the census increased from 170 in 2007 to 185 in 2009, a 
rise of 8.8%.  Most (124) were recorded as trust grade doctor – SpR Equivalent. There was 
a continuing decline (18.6%) in those recorded as trust grade doctor – SHO Equivalent.   
These data should be used with caution as there are some concerns regarding under-
reporting and lack of accuracy in recording grade titles. When looking at the number of 

1999 2001 2003 2005 2007 2009

Academics

Consultants 2337 2761 11..8%

Total

182 164 7.3%

2519

1723

210

1933

1995

191

2186

2544

179

2723 2925

3088

176

3264 11.6%

% change 07-09

1999 2001 2003 2005 2007 2009

Associate Specialist

Specialty Doctor n/a n/a n/a

Total SSASGs

274 390 35.4

1435

n/a

154

1322

n/a

190

1501

n/a

364

1337 1227

222

528

Staff Grade 846 749 -33.6661 815 801 497

SCMO 147 40 -55.0258 235 88 18

CMO 153 37 -54.0241 241 74 17

Clinical Assistant 15 11 -72.78 20 10 3

1285 4.7

% change 07-09
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doctors taking part in rotas in Chapter 1, Clinical Directors have identified approximately 
400 trust and other doctors occupying positions on tier 1 and tier 2 grade general and 
neonatal rotas. This implies the number of these type of doctors working in paediatrics 
and neonatology could be higher than shown in Table 17.  

Table 17: Other Grades 2003-2009

2.6	 Academic Workforce – Honorary Consultant Numbers 

Table 18 gives the number and WTE of honorary consultants in each census since 2001 
broken down by post type. The data show that the number of academic paediatricians 
rose in 2009 by 7.3% to 176 from the low in 2007 when only 164 paediatric academic 
consultants were recorded. Although the numbers of professors and readers showed a 
rise, senior lecturer numbers declined by 1 continuing the fall from 100 in 2001.

2003Grade 2005 2007 2009

Trust Grade Doctor
(SHO Equiv)

Trust Grade Doctor
(Associate Specialist Equiv)

2No

No

No

No

No

No

No

wte 2.0 1.0 2.3 7.6

wte

wte

wte

wte

wte

wte

84.0

132.0

14.7

35.4

3.2

271.3

116.0

138.6

24.1

61.8

2.2

343.7

37.6

102.5

19

37.8

7.3

206.5

35.0

119.5

17.2

35.8

15.5

230.6

3 +166.0

Total 

87 43 -18.6

285

1

116

354 230

8

35

Trust Grade Doctor
(SpR Equiv)

137 105 +18.1143 124

Trust Grade Doctor
(Staff Grade Equiv)

15 19 -5.325 18

Clinical Fellow 40 43 -16.366 36

Other 4 17 +11.83 19

240 +4.3

% change 07-09

Table 18: Paediatric Academic Workforce 2001-2009

In addition, a further 70 consultants whose primary appointment is an NHS consultant 
also reported holding honorary positions as academics; 62 senior lecturers, 7 professors 
and 1 reader.

2.7	 Career Grade Vacancies

In order to assess the size of the potential workforce, the census asked Clinical Directors 
to record vacancies in the census grades. Vacancies are reported for each of the main 
grades and job types in Table 19. 

Trusts reported 137 consultant vacancies giving a potential consultant workforce of 3401 at 
September 2009, compared to 104 vacancies in 2007. When vacancy rates are calculated 
as the number of vacancies over the sum of filled and vacant posts, the overall rate for 
consultants is 4.0%, although for specialist consultant positions, the vacancy rate of 4.2% 
is double the rate of general consultants (2.1%) and considerably more than the 1.6% 
recorded in 2007. The vacancy rate for community paediatric positions is 7.3% compared 
to 7% in 2007. The number of SSASG vacancies is 139 compared to 49 recorded in 2007 
and the vacancy rate overall for SSASG doctors has increased from 3.8% in 2007 to 9.8% 
in 2009. Vacancy rates have increased across the board with the generalist consultant 
vacancies being the only exception having fallen from 3.0% in 2005 to 2.1% in 2009.

2003Grade 2005 2007 2009

Reader

Professor 75No

No

No

No

wte 65.7 75.9 74.4 81.1

wte

wte

wte

9.3

88.7

163.7

8.1

78.0

162.0

5.3

71.8

151.5

10.8

71.5

163.4

79

Total 

10 6

182

84

9

179 164

87

11

Senior Lecturer 97 7986 78

176

2001

82

75.1

8.4

92.3

175.8

9

191

100
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Table 19: Career Grade Vacant Posts and Vacancy Rates by Main Grade and Job Type

Almost 41% of consultant and 49% of SSASG vacancies had been vacant for more than 
6 months.

2.8	 SSASG Vacancy Options

Figure 3 indicates whether a SSASG post would be converted to a consultant post if it 
became vacant. A response was received in respect of 950 of the 1285 SSASG doctors 
(73.9)%. The data showed that for 57.6% of posts, there would not be conversion, for 
11.9% there would be, leaving 4.4% who were not sure. 

Figure 3: If SSASG post became vacant would it be replaced by a Consultant post

Specialist Generalist Community

Vacancy rate

Consultant Vacancies

1207Filled posts 1352.5 704.5 3264

28.5 137

2.1% 4.0%

53

4.2%

55.5

7.3%

Vacancy rate

SSASG Vacancies

Filled posts 4390 846 1285

76 139

14.8% 9.8%

0

n/a

63

6.9%

Total

Vacancy rate

Other Grade Vacancies

0Filled posts 222.5 17.5 240

59 66

21.0% 21.6%

0

n/a

7

28.6%

Job Type
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 2.9	 Career Grade Staff and Child Population

Figure 4 shows the paediatric workforce in 2009 in relation to the 0-15 year old child 
population in each Strategic Health Authority in England and for each of the other UK 
countries23 in 2009. 

Figure 4: Whole Time Equivalent Paediatricians per 100,000 Children Aged 0-15 by 
SHA/Country
 

These data show that London continues to be the best staffed region in relation to the 
total career grade workforce, with 57.1 WTE paediatricians per 100,000 0-15 year olds, 
compared to 49.7 in 2007. The preponderance of teaching hospitals in London and a 
higher birth rate than the national average24 contributes significantly to this high ratio. 
North East England with 43.0 WTE, up from 40.8 in 2007, and Scotland with 42.1 WTE 
are the next best staffed. The lowest ratios are found in the East of England, 27.5 WTE per 
100,000 children, compared to 25.1 in 2007, and East Midlands with 28.8.

London has the highest ratio of consultants to child population (40.9 WTE) compared 
to 37.4 in 2007.  The North East again is the next highest with 33.9 WTE (31.2 in 2007) 
per 100,000 0-15 year olds.  In contrast the South East Coast SHA has a ratio of less than 
20 consultants per 100,000 children, 19.4 compared to 17.4 in 2007. The number of areas 
with a ratio of less than 20 consultants per 100,000 children has dropped from 5 in 2007 
to 1 in 2009.
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There are large variations in the ratios of SSASG doctors per 100,000 children. The 
highest ratio is in Northern Ireland (15.8 WTE) followed by Scotland (15.0 WTE) and 
Wales (13.4 WTE) – East of England with 6.0 WTE SSASGs per 100,000 children and the 
East Midlands (6.1) have the lowest ratios. The ratio is considerably lower in England than 
the other UK countries at 8.3 WTE SSASGs per 100,000 children.

Figure 5 excludes tertiary specialists from the analysis of consultants per population in 
order to give an alternative method of assessing ratios and the balance of consultants 
in each SHA or country. By restricting the analysis to consultants who supply general, 
neonatal and community paediatrics, we find that the ratios are not as diverse as when 
tertiary specialists are included, for example, the number of non-tertiary consultants per 
100,000 children 0-15 in London is 23.4 compared to 40.9 when tertiary specialists are 
included. The range of ratios is far smaller without tertiary specialists (who are not spread 
evenly across the UK), the highest ratio being 26.0 in the North East and the lowest 15.3 in 
Scotland. This compares with a range between 40.9 and 19.4 with tertiary consultants.

Figure 5: WTE Consultant Paediatricians excluding Tertiary Specialists per 100,000 
Children Aged 0-15 by SHA/Country
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3.	 Categories of Paediatric Posts 

3.1 	 Introduction

The census asked Clinical Directors and Leads to identify a job type for each doctor in 
their trust. In broad terms this classifies a doctor as a tertiary specialist, a general acute 
or a community paediatrician. 

The coding for job type allows more detailed job type descriptions such as 50% 
general/50% community. One new code was added to the census in 2009 in order to 
provide wider information about community paediatrics. This category was entitled 
community paediatrician with a special interest. The category of general paediatrician 
with an active special interest was not used in the 2009 census as it did not provide 
particularly useful information in 2007 and it was felt that most general paediatricians 
had a special interest. We also asked for the main subspecialty of specialists.

The job type categories of consultants and non consultant career grades are as follows:-

•	 Consultants working as  specialists in a tertiary centre (including neonatology)

•	 Consultants working as specialists in DGH/other centre working within 
	 managed clinical network (predominantly neonatologists in BAPM level 3 units) 

•	 General paediatricians spending close to 100% of their time in acute paediatrics 

•	 General paediatricians undertaking community work for approximately 25% of time 

•	 Paediatricians spending approximately equal time in general and community work 

•	 Community paediatricians spending approximately 25% of their time in 
	 general paediatrics 

•	 Community paediatricians spending close to 100% in community paediatrics

•	 Community paediatrician with a special interest

Information collected allows us to analyse trends from past censuses and it also provides 
information for the type of doctors that need to be trained by the RCPCH.



RCPCH Medical Workforce Census 2009

32

RCPCH Medical Workforce Census 2009

33

3.2 	 Job Type

An analysis of job type by main grade is shown in Table 20 below.

Table 20: Job Type by Main Grade 2009 

There have been some small changes in the balance of job types in the career grade 
workforce between 2007 and 2009. The number of 100% career grade community 
paediatricians including those with a special interest rose from 1313 in 2007 to 1375 in 
2009, suggesting a degree of improvement in recruitment to these roles. Because of the 
increase in specialist paediatricians, however, there was still a relative fall in the proportion 
of 100% career grade community paediatricians from 30.0% of the career grade workforce 
in 2007 to 28.7% in 2009. 7.4% of the workforce are now in jobs containing elements of 
both general and community paediatrics, a similar picture to the 7.5% recorded in 2007, 
and the proportion of 100% general paediatricians (including those with a special interest 
in 2007) rose by only 0.1% to 38.7% in 2009.

The numbers and proportions of specialists increased from 1042 (23.8%) to 1207 (25.2%) 
in 2009.  1010 of these doctors worked in tertiary centres, a small increase of 0.4% since 
2007, and a further 197 (4.1%) were recorded in DGHs or other centres working as part of 
a specialist network, a large increase from the 135 (3.1%) recorded in 2007.  

Consultant SSASG Other Grades

Specialist in a Tertiary Centre 0 1010

Total

0.0% 21.1%

1010

30.9%

3264 1285

0

0.0%

Specialist in DGH/Other Centre
working in network

0 197

0.0% 4.1%

197

6.0%

0

0.0%

100% General Paediatrician 411 1852

32.0% 38.7%

1224

37.5%

217

90.4%

75% General/ 25% Community 22 110

1.7% 2.3%

86

2.6%

2

0.8%

50% General/ 50% Community 12 104

0.9% 2.2%

85

2.6%

7

2.9%

75% Community/ 25% General 38 141

3.0% 2.9%

98

3.0%

5

2.1%

100% Community 789 1311

61.4% 27.4%

513

15.7%

9

3.8%

Community Paediatrician with a 
special interest

13 64

1.0% 1.3%

51

1.6%

0

0.0%

240 4789

Total

In 2009, career grade specialists (including those working as part of a network in DGHs) 
represented 36.9% of the consultant workforce compared to 35.6% in 2007. Over this 
period, the proportion of 100% general paediatric consultants within the total career 
grade workforce fell slightly from 38.6% to 37.5% and the proportion of 100% total career 
grade community paediatricians including those with a special interest remained the 
same at 17.3%.

We also asked Clinical Directors to identify non-paediatric specialist consultants who work 
with children in their trust. 114 such doctors were reported, all working in tertiary centres. 
Of these 41 were Paediatric Cardiologists, 31 Haematologists and 19 Dermatologists. A 
breakdown is provided in Table 21.  Responsibility for training the subspecialists listed in 
this table rests with the Royal College of Physicians, save for Ophthalmology Specialists 
whose training is the responsibility of the Royal College of Ophthalmologists. 

Table 21: Non–Paediatric Specialists Working with Children by Subspecialty 2009

*Although there is one reported non-paediatric specialist in ophthalmology, the 2009 
census did not ask for details of consultants in general paediatric surgery and other 
paediatric surgical specialties.

3.3 	 Job Type Trends
Figure 6 shows the numbers of career grade paediatricians in each job type in the five 
censuses from 2001. For comparative purposes, specialists in DGHs have been included 
with specialists in a tertiary centre and general paediatricians with a special interest are 
included with 100% general paediatricians.

Haematology

Paediatric Cardiology

Subspeciality

41

31

Genetics

Dermatology 19

9

Ophthalmology*

Audiology Medicine 6

1

Total

Not Classified 7

114

Number
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Figure 6: Change in Balance of Job Types 2001-2009: All grades 
 

This shows continued growth among the numbers of specialists and 100% general 
paediatricians between 2007 and 2009. The number of 100% general paediatricians 
increased from 1690 to 1852 between 2007 and 2009, although this rise was only 0.1% in 
terms of the proportion of the career grade workforce. 

In 2009 the number of community paediatricians increased after being on the decline 
since 2003.  The numbers of career grade doctors reported as spending at least 75% of 
their time in community paediatrics is now 1516 compared to 1549 in 2003.

3.4 	 Job Type by Country  

Figure 7 illustrates the breakdown of job type by UK country. The figure excludes 107 
doctors whose job type is 50% community/50% general. The highest proportion of the 
career grade workforce who are general paediatricians is 43.4% in England whereas 
only 29.2% are in Scotland. Conversely 30.7% of paediatricians in England work in the 
community compared to 39.4% in Scotland, 40.9% in Wales and 42.2% in Northern Ireland. 
In Scotland over 31% of the career grade workforce are tertiary specialists, compared to 
only 16.2% in Northern Ireland.
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Figure 7: Job Type by Country

 

3.5	 Subspecialties

Since 2007 the census has included 2 categories of subspecialist, those working in 
a tertiary centre and those defined as a Specialist in DGH/Other Centre working in a 
managed clinical network.  In prior censuses, only subspecialists working in tertiary 
centres were classified as such. 

In 2009 a new job type for non-paediatric specialists who work with children, and who are 
accredited through other Royal Colleges as described in 3.2, was created to differentiate 
between this group and those subspecialties recognised for training by the RCPCH in its 
grid training scheme. This means that strict comparisons with previous years’ censuses 
are not possible but trends can be extracted. Validation of the non-paediatric specialist 
workforce from future workforce censuses will be possible.  

Table 22 identifies the subspecialties of all 1207 consultants identified in the 2 groups. 
The largest subspecialty group overall was neonatal medicine with 369 consultants (up 
from 275 in 2007), followed by intensive care medicine (128) and neurology (107).
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Table 22: Subspecialties of Consultants 2009

197 subspecialists were reported as working in a DGH/Other Centre working in a managed 
clinical network compared to the 135 subspecialists working in DGHs in 2007. The large 
rise of 46% can be attributed to neonatology which is the largest subspecialty in this 
category with 154 (150.0 WTE) consultants and is substantially due to more accurate 
recording in the 2009 census, rather than significant growth in the number of these types 
of doctors. 

The consultants shown in Table 22 represent paediatric and paediatric subspecialty-
registered consultants practicing in that specialty. Furthermore, the 2009 returned census 
data has been cleaned by reference to the GMC Register and other sources to raise the 
level of accuracy and to exclude non-paediatricians.  

Because the census has captured data about community paediatricians as a job type (see 
paragraph 3.2) alongside general and specialist paediatrics, it has not been included in this 
analysis of subspecialists, although recognised as a College subspecialty. Furthermore, 

Specialist in a
Tertiary Centre

Specialist in DGH/
Other Centre

Working
in a Clinical

Network

Clinical Pharmacology

Child Mental Health 0.0 1.0 1.0

Total

1.4 1.8 3.2

971.7

0

2

1010

1

2

197 190.3

1

wte wte wteNo No No

4

Community Child Health 1.0 0.7 1.71 1 2

Emergency Medicine 39.0 2.2 41.240 3 43

Endocrinology 61.6 3.0 64.666 3 69

Gastroenterology, Hepatology, & Nutrition 75.9 6.0 81.978 6 84

Infectious Disease, Allergy & Immunology 58.6 1.0 59.662 1 63

Intensive Care Medicine 125.4 125.4128 128

Metabolic Medicine 25.0 1.0 26.025 1 26

Neonatal Medicine 208.1 150.0 358.1215 154 369

Nephrology 60.9 60.962 62

Neurodisability 9.2 7.5 16.710 8 18

Neurology 95.6 7.0 102.6100 7 107

Oncology 95.1 1.0 96.198 1 99

Palliative Care 7.3 0.1 7.48 1 9

Respiratory Medicine 76.0 4.0 80.081 4 85

Rheumatology 24.6 24.627 27

Classification 7.0 4.0 11.07 4 11

1207 1162.0

Total

previous censuses did not seek information on the subspecialties and interests of 
community consultants, but in 2009 we introduced a job type of community paediatrician 
with a special interest and 51 consultants and 13 SSASG doctors were reported in this 
category. The quality of the responses in terms of subspecialty described was limited 
in that there were 17 blank responses and 6 which stated “Community Child Health”. 
The largest subspecialty reported was neurodisability with 21 community consultants. 
There were 3 community consultants and 4 SSASG doctors with an interest in paediatric 
audiology. Due to this lack of clarity, more work will be needed in subsequent censuses 
and surveys to effectively capture the range of community paediatric roles and to identify 
areas for concern in this workforce such as paediatric audiology.

3.6 	 Trends in Consultant Subspecialties

Table 23 compares the numbers of specialists in tertiary centres over the last 4 censuses. 
Percentage growth figures are not shown as the differing inclusion interpretations in 
2007 and 2009 would reduce the reliability of comparisons.  In addition, more work 
has been done with the raw data since 2005 to allocate those classified as “Other” in 
previous censuses to valid subspecialties.

Although comparisons are difficult to make it is clear that there has been substantial 
growth since 2005 in emergency medicine, intensive care medicine, neonatal medicine 
and infectious disease, allergy & immunology, the latter showing a steep rise since 2007 
but acknowledging that this is from a starting point of small numbers. Growth in all the 
other main subspecialties has been small.  
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Table 23: Comparison of Subspecialties of Consultants in Tertiary Centres
2003-2009

1 	 Dermatology includes adult subspecialists in 2003 and 2005 but not in .2007.  
2 	 Data on paediatric cardiologists not collected in 2007.  
* 	 Audiology, dermatology, haematology and paediatric cardiology not included as 
	 paediatric subspecialties in 2009, but recorded as a separate job type of non-paediatric 
	 specialist working with children, see paragraph 3.2 above.
** 	Gastroenterology and hepatology were recorded separately before 2009.

Clinical Pharmacology

Audiology 3 0*

Total

2

858 857

5

Emergency Medicine 15 4025

2005 20092003 2007

1

Dermatology 141 0*151 1

Endocrinology 52 6649 58

Gastroenterology, Hepatology, & Nutrition** 62 7850 69

Haematology 30 0*30 12

Infectious Disease, Allergy & Immunology 34 6238 41

Intensive Care Medicine 86 12872 111

Metabolic Medicine 15 2514 17

Neonatal Medicine 146 215128 186

Nephrology 55 6252 61

Neurodisability 1 1010

Neurology 90 10076 99

Oncology 77 9862 84

Paediatric Cardiology 49 0*30 02

Palliative Care 1 82

Respiratory Medicine 68 8162 76

Rheumatology 16 2715 22

Other 32 1144 25

Not Classified 11 721 2

907 1010

3.7 	 Contract Type 

Table 24 gives a breakdown of contract type according to main grade. Most consultants 
(93.5%) and SSASGs (90.7%) are on substantive contracts. The comparative figures for 
2007 were 92.1% and 90.5%. However the majority (70.0%) of ‘Other Grade’ paediatricians 
(largely trust grade doctors) are on fixed term contracts, an increase from 63% in 2007.

Table 24: Contract Type by Main Grade 2009

Permanent
(Substantive)

Consultant 3053

93.5%

SSASG 1165

90.7%

Other Grades 41

17.1%

Total 4259

88.9%

Fixed Term

30

0.9%

85

6.6%

168

70.0%

283

5.9%

Locum - 
Known Term

85

2.6%

7

0.5%

5

2.1%

97

2.0%

Locum - 
Unknown

Term

48

1.5%

11

0.9%

2

0.8%

61

1.3%

Not Stated

48

1.5%

17

1.3%

24

10.0%

89

1.9%

Total

3264

100.0%

1285

100.0%

240

100.0%

4789

100.0%
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4.	 Workforce Characteristics

4.1 	 Gender by Grade

In 2009 women outnumbered men in the total career grade workforce (54.0% to 46.0%) 
a small rise of 0.2% since 2007 when the proportion of women was 53.8%, whilst the 
proportion of men in the workforce shows a small decrease of 0.2% since 2007. When 
WTEs are analysed, women represent 51.1% of the career grade workforce, a rise of 0.6% 
since 2007. Figure 8 shows the percentage split for numbers and WTEs of males and 
females for each of the main census grades.

Figure 8: Gender by Grade
  

4.2 	 Training Workforce by Gender

Although data about trainees were not collected directly through the census, the RCPCH 
programme of enrolling its trainees has provided us with more complete data. 

For ST1-3 doctors, the proportion was 72.7% (69.3% in 2008) and for ST1 alone, 77.3% of 
registered trainees were female (74.4% in 2008).  

For tier 2 Trainees (ST4-8, plus remaining SPRs and FTSTA4 doctors), 62.5% were 
female.

The NHS Census for England in 2009 indicates that 63.1% of all doctors in paediatric 
training grades (Registrar Group plus Senior House Officer) are female25.

Consultant Consultant WTEs SSASG SSASG WTEs Total Total WTEs
0

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%
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80.0%
Female
Male

46.6%

53.4%

44.9%

55.1%

74.0%

26.0%

70.3%

29.7%

54.0%

46.0%

51.1%
48.9%

4.3 	 Changes in Consultant Gender Balance 

Table 25 shows the gender balance of consultants over the last six censuses. The 
proportion of female consultants reached its highest level of 46.6% in 2009, rising from 
46.0% in 2007. The number of female consultants rose by 492 between 2003 and 2009, 
almost double the growth in the number of male consultants (253) in the same period.  

The NHS Census for England25 in 2009 reflects the RCPCH findings on gender; it reports 
that 46.2% of consultants in paediatrics are women. For other hospital specialties the 
proportions are Pathology (40.9%), Clinical Oncology (40.5%)   Psychiatry (38.6%), 
Obstetrics and Gynaecology (37.0%), General Medicine (27.5%) and Surgery (9.6%). In 
Scotland too, NHS statistics show that 47.2% of consultants in paediatrics are women, 
compared to 31% for all specialties26. 

Table 25 : Changes in Gender Balance of Consultants 1999-2009

 
 

4.4 	 Gender and Job Type

Figure 9 shows gender breakdown by job type. As in previous years, the proportion of 
women doctors is higher the greater the community component of the job. 79.7% of 
those working 100% in community were women in 2009, a small decrease compared to 
80.5% in 2007. The proportion of female specialists (in tertiary and DGH/other centres) 
rose from 39.3% to 39.6%, and the proportion of female 100% general paediatricians rose 
from 42.5% to 44.5%. 

1999 2001 2003 2005 2007 2009

%

Male 1489 1580

Total Consultants

59.1% 54.0%

2519

1149

59.4%

1933

1304

59.7%

2184

1537

56.4%

2723 2925

1742

53.4%

Female 1030 1345784 880 1186 1522

% 40.9% 46.0%40.6% 40.3% 43.6% 46.6%

3264
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Figure 9: Job Type by Gender – All Grades 2009
 

4.5 	 Average Age

Dates of birth were provided for 98.1% of doctors in the census and Table 26 shows the 
average mean ages by gender and grade. The overall mean age was 48.2 for males and 
47.1 for females. The overall mean ages for consultants were 48.8 for males and 46.5 for 
females. The mean ages for those in academic grades are higher at 55.4 for professors 
and 52.5 for readers. SSASG doctors were on average older than consultants, 48.5 for 
males and 49.1 for females. Within this group the mean ages for CMO and SCMO grades 
were 55.3 and 58.3 years respectively, and associate specialists 52.3 years. The mean age 
for staff grades was lower at 47.9 years.

0

200

400

600

800

1000

1200
Female
Male

40.4%

59.6%

36.0%

64.0%

44.5%

55.5%

45.5% 54.5% 47.1% 52.9%
61.0%

39.0%

79.7%

20.3%

Specialist in a 
Tertiary Centre

Specialist in
DGH/Other

Centre working
in network

100% General
Paediatrician

75%
General

25%
Community

50%
General

50%
Community

75%
Community
25% General

100%
Community

N
o

 o
f 

D
o

ct
o

rs

Table 26: Average Age by Gender and Grade

4.6 	 Age Distribution by Gender

Figure 10 shows the age distribution for UK consultants by gender. The gender split of 
the consultant workforce is age-related. Among consultants aged 45 years and above, 
men outnumber women in each age group, with an overall ratio of 1.45 men to 1 woman 
rising to 2 to 1 in the 60-64 year old group.  Female consultants outnumber men in all age 
groups lower than 44. There were only 0.81 males to 1 female in the under 40-year old 
group of consultants, similar to the 0.78 reported in 2007. 

Female
Average AgeGrade

Male
Average Age

Average
Age

Consultant 48.8

Total

46.5

47.1 48.2

47.7

Consultant 48.546.4 47.5

Professor 55.554.5 55.4

Reader 52.852.1 52.5

Senior Lecturer 48.147.5 47.9

SSASG 48.549.1 49

Associate Specialist 53.951.8 52.3

CMO 56.654.9 55.3

Clinical Assistant >than 4 sessions 44.253.5 50.4

SCMO 60.957.9 58.3

Specialty Doctor 41.542.5 42.2

Staff Grade 47.148.2 47.9

Other Grades 38.536.5 37.6

Clinical Fellow 38.236.9 37.8

GP with a Special Interest 026.1 26.1

Hospital Practitioner 57.660.9 58.7

Senior Clinical Fellow 43.534.3 40.5

Trust Grade Doctor (Associate Specialist Equiv) 39.441.3 39.9

Trust Grade Doctor (SHO Equiv) 37.134.1 35.6

Trust Grade Doctor (SpR Equiv) 37.736.2 36.9

Trust Grade Doctor (Staff Grade Equiv) 40.935.9 39

Other 37.940.1 39.7

47.6
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Figure 10: Consultants – Age by Gender
 

For SSASG doctors, the analysis of age and gender gives a completely different picture, 
see Figure 11. Overall there are almost 2.9 female SSASG doctors to 1 male SSASG doctor 
and females outnumber males in all age groups with the highest ratios in the 40-44 age 
group (3.6:1) and for 55-59 year olds where the ratio is 3.5:1. The ratios of females to 
males in the under 40 groups are the lowest at 2.1:1.

Figure 11: SSASG Doctors – Age by Gender
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4.7 	 Age Profile – Acute and Community Consultants

Figure 12 compares the proportion of acute, community (defined as working 75% or more 
in either sector) and tertiary consultants in each age group. This shows that there are 
higher proportions of community consultants in the older age groups. 

Figure 12: Acute and Community Consultants – Age Profile %

The proportion of community consultants aged 50 years or over dropped to 51.3% in 
2009 from 53.4% in 2007 compared to 34.3% in general acute paediatrics (35.6% in 
2007). The graph also shows that specialists in tertiary centres have a “younger” profile 
than the other two groups. This data is displayed in a simpler format in Figure 13 which 
shows clearly the differences in each workforce according to whether consultants are 
under or over 50.

Figure 13: Proportion of Consultants Under and Over 50
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 4.8 	 Place of Graduation for the Paediatric Workforce.

Clinical Directors/Leads were asked to indicate where doctors in their trust obtained 
their primary medical qualification. There were 45 doctors for whom the place of primary 
medical qualification has not been determined and these figures have been excluded 
from the table and percentage calculations.

The data in Table 27 show that 70.2% of consultants in 2009 are UK graduates, a slight 
decrease from 72.2% in 2007, and of the remaining 1001 consultants 86.0% graduated 
outside of the European Economic Area. Amongst SSASGs 48.3% graduated outside the 
UK, in comparison to 50% in 2007. 582 (91.2%) of SSASG non-UK graduates were from 
outside the EEA.

Table 27: UK Paediatric Medical Workforce, Place of Graduation by Grade

 	  

4.9 	 Consultants’ Average Contracted PAs by Job type 

The census collected data about the number of programmed activities (PAs) consultants 
were contracted for under the consultant contract. An analysis is shown in Table 28. Only 
consultants for whom a figure for both total PAs and Clinical PAs were given are included, 
representing 2967 or 90.9% of all consultants.  

Overall there has been very little change in the average number of PAs included in 
consultant contracts between 2007 and 2009. The average number of PAs contracted 
by consultants for whom information has been given (including those working part-time) 
was 10.4 per week, compared to 10.5 in 2007. The average number of clinical PAs included 
in these contracts was 7.6 in comparison to 7.7 in 2007. The average number of PAs 
contracted ranged from 10.5 to 10.8 for non-community job types. Contracted PAs for 
Specialists at 10.8 were the same as in 2007. Consultants working 100% in the community 
or with a special interest were contracted for an average of 9.5 and 9.6 PAs respectively 
which showed little change since 2007.  

Using 10 PAs as a notional measure to determine whether a consultant is part-time or 
full time, the average number of PAs for full time consultants was 11.2 a fall from 11.3 in 
2007. The average number of clinical PAs also declined, from 8.3 to 8.2. For consultants 

Consultant

SSASG

Other Grades

No

%

No

%

No

%

2248

70.2%

636

51.7%

35

18.9%

European
Economic

Area

140

4.4%

56

4.1%

24

9.5%

OtherUK

861

25.4%

582

44.2%

162

71.6%

10 or more
(Full time

Under 10
(Less than FT)

Specialist in a Tertiary Centre 11.3 10.8

All Job Types

8.3 7.9

Total PAs

Clinical PAs

Total PAs 11.2

6.6

5.0

Specialist in DGH/Other Centre
working in network

11.2 10.7

8.3 8.0

Total PAs

Clinical PAs

7.1

5.1

100% General Paediatrician 11.1 10.5

8.3 7.8

Total PAs

Clinical PAs

6.8

4.8

75% General/ 25% Community 11.5 10.4

8.5 7.6

Total PAs

Clinical PAs

6.4

4.3

50% General/ 50% Community 11.2 10.3

8.0 7.3

Total PAs

Clinical PAs

6.4

4.4

75% Community/ 25% General 11.3 10.1

7.9 7.1

Total PAs

Clinical PAs

7.5

5.5

100% Community 10.9 9.5

7.6 6.7

Total PAs

Clinical PAs

7.0

5.1

Community with a special interest 11.1 9.6

7.8 6.9

Total PAs

Clinical PAs

6.7

4.9

8.2 7.6Clinical PAs 4.9

6.9 10.4

Total

classified as part-time, the average number of total PAs fell from 7.1 in 2007 to 6.9 in 2009 
with a fall in the number of clinical PAs from 5.1 to 4.9.

The average total PAs worked for full time consultants varied little according to job type, 
ranging from 11.1 to 11.5, except for 100% community consultants who averaged 10.9 PAs.

Table 28: Consultants’ Average Contracted PAs by Job Type
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4.10 	 Consultants’ Contracted PAs, Part Time Working and
	 EWTR Compliance  

Table 29 shows the number and percentages of consultants according to the range of 
PAs contracted by gender. In summary there has been little change in part-time working 
levels for consultants since 2007. 

17.8% of consultants for whom complete PA information is available are contracted for 
fewer than 10 PAs per week. This compares with 17.5% who were contracted for fewer 
than 10 PAs in 2007. 31.2% of female consultants are contracted to work fewer than 10 
PAs per week compared to 31.7% in 2007. 6.6% of consultants were reported as having 
contracts longer than 12 PAs thus potentially exceeding the EWTR, an identical finding 
to 2007.  

Table 29: Consultants’ Contracted PAs by Gender

4.11 	 Supporting and Non-direct Clinical Care PAs

Since 2007, there has been considerable pressure on trusts and clinical management to 
justify and define activity of non direct clinical care PAs, and to reduce the number of non 
direct clinical care PAs included in consultant contracts.  The Academy of Medical Royal 
Colleges recommend that new consultant posts should continue to be advertised with a 
job plan which typically includes 2.5 SPAs27. The policy of the BMA is that there should 
be a minimum of 2.5 PAs for supporting non-DCCs in consultant contracts28. RCPCH has 
advocated a minimum of 1.5 SPAs for personal supporting professional activities and 
extra PAs as appropriate for RCPCH Roles, Research, Teaching, Management, Service 
Development and Lead Clinician Roles12.

In Table 30 an analysis of the total non-DCC PAs is given, showing the average number of 
non-DCC PAs in contracts according to contract length and in each UK country. Clinical 
Directors were able to provide the number of Clinical Care and non-DCC PAs for 2913 
consultants, i.e. 89.2% of the total. The analysis shows that for the UK overall, consultants 
working less than 10 PAs provide an average of 2.03 non-DCC PAs compared to an average 
of 2.96 and 3.57 non-DCC PAs provided by consultants working 10 – 12 PAs or 12 + PAs.

<10

10 - 12

>12

Female

No

%

No

%

No

%

462

31.2%

950

64.1%

69

4.7%

Male

102

6.1%

1438

85.5%

141

8.4%

Total

564

17.8%

2388

75.5%

210

6.6%

<10 PAs No

Average PA

10 - 12 PAs No

Average PA

12+ PAs No

Average PA

Total No

Average PA

England Northern
Ireland

Scotland Wales Total

421

2.05

1857

2.96

172

3.57

2450

2.86

18

1.82

49

3.00

21

3.46

88

2.76

35

2.06

209

2.85

1

2.50

245

2.47

11

1.82

110

3.27

9

3.87

130

2.99

485

2.03

2225

2.96

203

3.57

2913

2.85

Table 30: Non Direct Clinical Care PAs by Country

Whilst this analysis is useful, there is a need to delve deeper into the data by looking 
at the number of non-DCC PAs in the contracts of different types of paediatrician, e.g. 
Specialists, Community, General or Academic. It is also important to look at the PAs of 
consultants who have been appointed to positions in recent years to identify trends. 

The census also asked for a breakdown of non-DCC PAs for each consultant into 4 
categories. These were:- 

•	 Professional Activities 

•	 Teaching

•	 Research

•	 Other

A full breakdown was provided for 1480 consultants representing 45.3% of the consultant 
workforce. Table 31 shows for each category of Non-DCC PA, the number and percentage 
of responding consultants who had PAs allocated and the average number of PAs 
allocated for the particular category.
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Table 31: Categories of Non-DCC PAs

While 96% of consultants had PAs in their contract allocated for professional activities, 
only 45.4% did so for teaching and a very low 11.1% were given PAs for research. The 
average allocation of PAs for Professional Activities was 1.92 and for those with Research 
PAs, 1.77 were allocated on average, while the average provision for teaching was only 
0.88 of a PA. 

4.12 	 Part-time Working or WTEs for SSASG Doctors 
	 by Gender

The 2009 census asked for the whole time equivalent of all doctors to be given, although 
it did not ask full-time or part-time status. Table 32 below shows the number and 
proportions of SSASG doctors working full-time and in various whole time equivalent 
bands. Overall, 59.7% of SSASG doctors work full-time in 2009, an increase from 55.7% in 
2007 and 40.3% work part-time. For males 91.9% work full-time (88.7% in 2007), but only 
48.3% of females do so (43.5% in 2007). 

Table 32: SSASG Doctors Part-Time and Full-Time Working by Gender

Professional Activities

Teaching

Research

Other

1421

672

165

490

96.0%

45.4%

11.1%

33.1%

Average PAs
No of Consultants

with PAs
allocated

% of Consultants
where breakdown

available

1.92

0.88

1.77

1.40

2001

2003

2005

2009

1501

1435

1337

1285

1216

1163.2

1096.9

1073.9

No wte Average wte

0.81

0.811

0.82

2007 1227 986.1 0.804

0.836

Full-Time

0.8 - < 1.0 wte

0.6 - < 0.8 wte

Female

458

48.3%

134

14.1%

176

949

Male

306

91.9%

4

1.2%

4

333

Unknown

3

100.0%

0

0.0%

0

3

Total

767

59.7%

138

10.7%

180

18.5% 1.2% 0.0% 14.0%

< 0.6 wte 181 19 0 200

Total

19.1% 5.7% 0.0% 15.6%

1285

4.13 	 SSASG Doctors – Part-time Working Trends

In Table 33, the number, WTE and average WTE of all SSASG doctors recorded in the 
census is shown for each of the last five censuses. This shows that the average WTE of 
SSASG doctors has changed little in each census since 2001, although the rise in 2009 
indicates that there is not any trend for an increase in part-time working amongst this 
group of doctors.

Table 33: SSASG Doctors Part-Time Working Trends 2001- 2009 
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5. 	 Discussion
 

The aims and objectives of the 6th biennial RCPCH census remain unchanged from those 
objectives arising from  the 2007  5th RCPCH workforce census. 
These objectives are to:

•	 Continue to shape the career grade workforce through changes in service
	 delivery to meet the needs of children and young people. The importance of  
	 robust workforce planning cannot be overemphasised29 30. We need to address 
	 the  workforce pressures which our clinical staff face on a day to day basis, in 
	 particular, the implementation of the European Health and Safety legislation ,
	 the  Working Time Directive now  termed Regulation (EWTR)7 31 32

	 and the  New Deal agreement33. We also need to  ensure that if paediatricians  	
	 work up to the age of 65 years, they are able to work in a less intensive way  
	 as they approach retirement34.

•	 Ensure that the needs of the trainees and their career progression to become  
	 trained staff are an integral part of the RCPCH workforce strategy.  

We are working at a time when proposals for many changes to health service delivery 
across the UK are now underway35. In July 2010 the coalition government produced its 
white paper on health Equity and Excellence - Liberating the NHS36, and subsequently in 
September 2010 Achieving Equity and Excellence for Children37. 

Readers should also be aware of policies initiated by the previous administration which 
set the policy framework in England prior to the 2010 general election38 39 40 41 42 43.
        
In Wales and Scotland, health policy is directed by the devolved administrations. In Wales, 
relevant policies include – Designed for Life – A World Class Health Service for Wales, 
200544 and NHS Wales: Annual Operating Framework 2009/1045.  For Scotland, important 
policy documents are Better Health, Better Care (2007)46 and the National Delivery Plan 
for Children and Young People’s Specialist Services in Scotland (2009)47 and A Force for 
Improvement: The Workforce Response to Better Health, Better Care (2009)48.

The vision in the NHS White Paper Equity and Excellence, Liberating the NHS in England36 

is to ensure that patients and the public are in a position to influence NHS delivery of 
care. The coalition government wishes to ensure that health services are commissioned 
and provided in a way that is based on the needs of the local population. GP Consortia 
will be responsible for commissioning elective hospital care, rehabilitative care, urgent 
and emergency care, including out of hours care, most community health services, 
mental health and learning disability services. Primary Care Trusts will cease to exist by 
April 2013 by which time the GP consortia will be expected to be fully functioning. With 
particular respect to paediatric services, the NHS Commissioning Board will commission 
specialist neonatal services with the remainder of maternity services being commissioned 

by GPs. There remains uncertainty about how services for children with complex needs 
such as long-term conditions will be commissioned given that they are not specialist, 
yet less common on GP practice by practice basis.  The principles within Achieving 
Equity and Excellence are supported by other policy frameworks such as Liberating the 
NHS: Transparency in outcomes – a framework for the NHS49 and Liberating the NHS: 
increasing democratic legitimacy in health50. These proposed legislative frameworks are 
committed to public and patient participation in the delivery, monitoring and regulation 
of health care. Furthermore, the future organisational arrangements for the provision of 
community service provision, as outlined in Transforming Community Services51, by which 
Primary Care Trusts will completely separate their commissioning and provider functions, 
will also have a significant impact on the model of care for children. 

Whilst implementing these changes, the RCPCH continues to be focussed on the needs 
of children and young people. In 2010 it produced a child participation strategy52 and 
is about to publish service standards for acute general paediatrics6. It has also shown 
through its responses in 2010 to the White Paper Equity and Excellence36 53 and the DH 
Engagement Paper Achieving Equity and Excellence for Children37 54 in response to the 
Kennedy Review Getting it right for children and young people – Overcoming cultural 
barriers in the NHS so as to meet their needs55 that it continues to be committed to the 
development of safe and sustainable services, not only for the present time, but for the 
future. 
 
One of the main aims of the census is to create objective and robust data that are 
of value to all those with a role in workforce planning be they individual consultants, 
Clinical Directors/Leads, Trust Chief Executives or workforce leads. The RCPCH needs 
these data in order to negotiate for better workforce planning for paediatricians and 
paediatric services at a time when there are predictable and major drivers for change. 
Examples are the increasing feminisation of the paediatric workforce, the move to ‘hands 
on’ consultant delivered care to ensure the safe delivery of services, and the development 
of clinical networked arrangements (MTF13, 24, 35).  RCPCH data is used for English health 
services at a number of fora including meetings on workforce with the Department of 
Health (DH), the Academy of Medical Royal Colleges (AMRoC) and its various sub groups, 
Medical Education England (MEE) and more recently with the Centre for Workforce 
Intelligence (CfWI). The RCPCH has also been actively contributing to the development 
of modelling tools for determining workforce supply and demand56. It is early days in the 
life of the Centre for Workforce Intelligence but it is already clear that their remit gives 
this new body greater influence and impact on the workforce planning process than the 
now extant Workforce Review Team. With regard to the other UK Countries, the RCPCH 
workforce data can be used to provide evidence in the policy context  of the delivery of  
NHS services for each country44 45 46 47 48.  

With respect to the methodology for this census, there have been a number of changes. 
More detail has been collected, for example, on potential service and workforce redesigns 
and clinical network arrangements, specialty, community and academic paediatric 
provision, and on trainees. This improvement in ‘getting the detail’ further strengthens 
the evidence which the RCPCH workforce team will use. 
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We have also been able to demonstrate particular workforce characteristics for the UK 
with respect to the career grade workforce. This information can be used in a meaningful 
way to improve service delivery in each of the geographical areas. Furthermore, within 
this census, we have more detailed information on direct clinical and non-direct clinical 
care within the consultant job plan but we fully acknowledge that this detail needs to be 
even better. 

The response rate of 98.2% is good, but as has been the case in previous years the objective 
of the RCPCH workforce team is to achieve a 100% response rate. It is essential that we 
achieve a 100% return in 2011, and by adding validation to the electronic questionnaires 
we can ensure that our workforce data is even more robust.

Although this workforce census provides us with a rich snapshot of our current paediatric 
service in September 2009 it is only one information source. There are a number of 
other projects underway, which are helping the RCPCH to define the current and future 
workforce requirements for the wide variety of paediatric services, building on the 
RCPCH strategic direction for the provision of paediatric services, and these projects 
have been summarised in the introductory section.  For general paediatric and neonatal 
services, future outcomes from the 2010 RCPCH project Facing the Future: Paediatric 
Services Review6 will give the necessary strategic direction for workforce planning in 
these specialties. This project provides a ‘high level’ view of how the future service and 
workforce could be made safe and sustainable by modelling to a number of standards, 
potentially reducing the number of in-patient units whilst taking into account the current 
RCPCH standards for reconfiguration, and other professional and service policy standards 
such as the EWTR7.

Monitoring the implementation of the EWTR before and after August 2009 has been 
of prime importance to the RCPCH and we have shared this information not only with 
RCPCH members across the UK but also with external stakeholders such as the  Centre 
for Workforce Intelligence for England and the Academy of Medical Royal Colleges. 
Information was collected in 2009/10 by conducting questionnaire based surveys of the 
Clinical Leads and directors for paediatric services in acute trusts across the UK. The 
surveys have shown significant vacancies, in particular for tier 2 rotas, and this has led 
to additional out of hours activity for many consultant staff. The surveys also showed 
that with the current workforce arrangements, implementation of the EWTR has had a 
detrimental impact on training not only for the trainees but also on the ability of trainers 
to deliver training. This census also shows that there is a 14.4% vacancy rate for tier 2 
posts, a rate of 1 in 7 posts, and this has major implications for paediatric training and 
service provision.  The 2009 Postgraduate Medical Education and Training Board survey 
of training showed that paediatrics was the specialty in which trainees were the most 
unlikely to be able to attend formal training57. Although approximately 70% of trainees 
were affected, trainers had adapted the way in which they were training in order to 
accommodate EWTR. The Academy of Medical Royal College’s recommendations for 
resident trainees per cell in 20041 is set out below.

“In order to devise a junior doctor rota that covers a responsibility 24/7, a cell of eight 
to ten doctors is required, and for the practicalities of planning, the optimal number 
of doctors is ten, if they are working a 56-hour week. It may be possible to reduce this 

to eight in those specialities which do not require significant hand over time between 
shifts. It should be noted that these calculations are theoretical and do not take account 
of current staffing arrangements. While it may not prove practicable to implement the 
recommendations at present, the Academy regards this pattern of work as a legitimate 
long term aspiration, which will become even more critically important as plans are made 
to implement the 48 hour working week required under European legislation by 2009.”

With respect to implementation of the 48 hour working week, a minimum cell of 10 – 11 
resident medical staff at tier 1 and 2 is recommended to achieve EWTR compliance, but 
also to ensure that trainees are exposed to adequate day time training58 59.  This evidence 
was given as part of the written evidence provided for the review of the impact of EWTR 
on training conducted for Medical Education England15. 

In 2009, as part of a solution to the workforce pressures in England, DH funding10  enabled 
some acute trusts to establish innovative consultant posts in ‘hands on’ acute specialties 
such as general paediatrics, neonatology and obstetrics whereby consultant led resident 
shifts within substantive consultant job plans have supported the delivery of acute rotas. 
The 11 cell model can be extrapolated to a 9 cell model when consultants delivering 
resident shifts are part of the tier 2 rota60 61.  In principle, this innovative way of working 
can potentially lead to significant improvements in the delivery of training12 and has also 
been acknowledged in the 2010 report on the impact of the EWTR on training prepared 
for Medical Education England15. 

The census and a survey of paediatric Clinical Directors (in England) carried out by 
the RCPCH in November 2009 have allowed the identification of the broad size of this 
cohort of consultants. From the Clinical Directors survey, it was estimated that only 46 
new posts out of a potential 250 were established by the end of 200911 utilising this DH 
funding. The census found that 76 consultant posts had been funded by DH monies 
allocated in support of EWTR implementation and 61.5 of these included PAs allocated to 
resident shift working in the job plan. Further, the census has found that 104 consultants 
are permanently rostered on tier 2 rotas in the UK, and the workforce team continue to 
support Clinical Leads and Directors in establishing these types of posts. 

The census shows that there has been an increase in the total career grade workforce of 
9.6% from 4152 in 2007 to 4549 in 2009. There are comparatively more consultant general 
paediatricians in England than in Scotland, Wales and Northern Ireland respectively, and 
conversely fewer SSASGs in England than in the other UK countries. There are variations 
in the number of consultant paediatricians across specific areas, e.g. in England the ratio 
of consultant paediatricians to children is less than 20 per 100,000 children in the South 
East Coast SHA area but considerably more in London (40.9) and in the North East (33.9). 
In London this will be partly explained by the number of specialist posts, or in remote 
areas by the essential need to have a unit. Outcomes from the RCPCH project ‘Facing the 
Future: Paediatric Services Review’ will help to understand these differences. 

With respect to the gender distribution of the workforce, there was an increase in the 
number of females in the total career grade workforce from 53.5% in 2007 to 54% in 2009. 
There has been an increase in the number of consultants from 2925 in 2007 to 3264 in 
2009, an annual growth of 5.6%. There has been little change in part-time working for 
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consultants although the increase in female consultants has been almost double that of 
males since 2003 (492 vs 253).  

The growth in consultant numbers since 2007 is encouraging although this is still below 
the ‘demand’ level which the RCPCH believes is required in order to incorporate the 
cohort of consultants who are delivering resident emergency care, and to address the 
gaps in subspecialties such as community paediatrics. 

The numbers of SSASG staff have increased slightly since 2007 and there is a very 
significant rise in the vacant posts (284%).  To date, there is no evidence that the numbers 
or the types of posts will address the vacancy problems encountered right across the UK, 
particularly on tier 2 acute rotas. Indeed immigration rules62 would lead us to expect that 
this group of doctors will not grow greatly, especially given their higher age profile. One 
of the actions for the workforce team in 2010/11 is to work very closely with the SSASG 
leads to develop the future role of the SSASG across the range of paediatric services. 
There is a real opportunity to develop this workforce particularly as there is a much more 
rigorous framework for SSASGs to undergo job planning, prepare for revalidation, and 
potentially join the GMC Specialist Register63.

There has been a fall in the number of child health services and number of acute in-
patient units, along with the reported plans in the census of redesigns for neighbouring 
services throughout the country. This is without any specific policy directive from the 
RCPCH or other bodies. Of note, the RCPCH has published a number of standards for 
services undergoing reconfiguration8. Overall the census indicates a slow trend for 
reconfiguration although some are well underway and are on a large scale e.g. Greater 
Manchester (Making it Better)64. The danger is that some of these reconfigurations may 
occur in wrong places or that intended reconfigurations may not progress, reflecting 
political rather than safety considerations. 

It is also of note that there are now 94 ‘dedicated’ paediatric emergency departments, a 
rise from 60 in 2007 which is a step towards meeting the expected standards of care for 
children65.
   
This census report contains the best trainee data to date, a reflection of much hard work 
to improve systems by the RCPCH Training Department. Although there has been a 
relative boom in training numbers, it is not expected that this will convert to increased 
numbers of CCTs for 4-5 years and there is continuing evidence of high attrition rates 
and lengthier training periods, partly explained by out of programme experience and 
less than full time training. In December 2009, the RCPCH demonstrated in discussion 
with the Department of Health for England and with Medical Education England how 376 
recruits to ST1 would generate 250 CCT holders of which only 171 whole time equivalents 
would be available for acute/general paediatrics. There is, for example, a high number of 
female trainees at 72.7% at ST1 but we note that this drops to 62.5% at ST4 - 8 level. We 
need to understand why these attrition trends are happening, particularly at ST4 level. 
In 2010/11, the RCPCH will be completing a study which is following a cohort of trainees 
through their training from 2008. Outcomes will help to gain a further understanding of 
the trainees’ career intentions and choices. 
For 2010, there was an across the board cut of 5% in specialty training recruitment for 

England, which included paediatrics. Discussions on 2011 recruitment have resulted in a 
CfWI recommendation for no change in the level of paediatric recruitment for England 
and a commitment to take an incremental year to year approach. The evidence collected 
in this census will help to maintain a dialogue with CfWI so that we reflect the particular 
needs of children’s health services rather than applying a common rationale to all 
specialties. We aim to work year on year with CfWI to ensure that we have a short and 
long term accurate supply and demand workforce model.  

Although numbers of posts on tier 1 and tier 2 rotas in both paediatrics and neonatology 
now hover around the 8 whole time equivalent level, vacancies reported in the census, 
and also found in the RCPCH separate questionnaire surveys in 2009 to Clinical Leads/
Directors in response to the introduction of the EWTR, indicate that these rotas are 
working on an average of fewer than 7 staff. Furthermore, on average, there are 5.8 
neonatal consultants per rota for the 63 neonatal intensive care units. This is clearly not 
sustainable in terms of patient safety or for the delivery of training. This is a particular risk 
for large units, and does not meet the required standards9 19 20. The RCPCH is emphasising 
these facts to NHS workforce planners. The RCPCH workforce team is also demonstrating 
to NHS workforce planners that there are solutions to address the vacancy problem, in 
particular the expansion of consultant paediatricians and neonatologists who are rostered 
on tier 2 rotas. 

With respect to consultant job plans, the intensity of work, number of PAs and the 
distribution of direct clinical and non clinical PAs, there has been overall very little 
change. We are concerned that the number of consultants allocated PAs for teaching 
and particularly research are reported to be very low. It is acknowledged, however, that 
consultants must justify their research PAs and that this could potentially explain why 
consultants are not choosing to have formal research PAs. Furthermore for the next census 
we will be recording any difficulties encountered in the allocation of PAs for external or 
national duties. For the 2011 census, we need to improve not only the quality of the data 
but also how we collect it. One option may be to move to a partially individual web-based 
questionnaire data collection, particularly for job planning information.  

Community consultant numbers have risen at a relatively slower rate than general or 
tertiary subspecialist consultant numbers through much of this century, while the 
functions and responsibilities that require to be implemented due to recent legislation 
and directives have grown66.  This census has been able to record a degree of detail 
about the roles of community paediatricians. There are a number of statutory lead posts 
such as Designated and Named Doctors for Safeguarding, and Designated Doctors for 
Special Educational Needs, Adoption, Looked After Children and Child Death Overview 
Panel. It is very concerning that a number of designated lead roles are not filled or that 
these posts are recorded as not existing. There is also a paucity of Public Health roles. 
For the 2011 workforce census, there is more work to be done to refine these categories 
still further, and also a need to record Child Mental Health workforce activity. The age 
distribution of the community workforce shows that 51.3% of consultants are over 50 
years of age, that a number of SSASGs undertake designated doctor roles, and that there 
is variation in the community workforce across the UK. These are all key factors which the 
RCPCH workforce team will highlight to NHS workforce planners.
There are significant concerns about the falling numbers in the academic workforce 
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compared to other specialties, and there is a need not only for succession planning, but to 
encourage trainees to take an academic career path. It is essential that we strive to reach 
the levels of academic staff which are seen in other specialties so that we can ensure 
that our clinical services continue to undergo the rigour of evidence based research. In 
general medicine 12.8% of consultants are academics22 compared to 5.4% in paediatrics. 
We also know from the census that academic consultants are older than non-academic 
consultants. The average age of professors was 55.4 and readers 52.5 compared to 47.5 
for non-academics.  

The census has provided us with a snapshot of the current workforce across the 
17 subspecialties of the RCPCH but we also need to understand more about how 
subspecialists are working in clinical networks across trust boundaries and in health 
economies. The census has shown differences in the numbers of subspecialists across 
the UK, with a particularly low percentage of 16.2% of the workforce in Northern Ireland. 

As part of our work plan for 2011/12 we aim to work with the RCPCH CSAC subspecialties 
in order to model for their respective future workforce requirements. 

The census has recorded data in a different way to previous workforce censuses but in 
doing so has opened up not only the opportunity to work with each of the 17 RCPCH 
CSAC subspecialties, but also to develop work plans with other Royal Colleges to ensure 
that their specialties which deliver paediatric care are appropriately accounted for in the 
future service and workforce planning for children’s services. 

In conclusion, the 6th biennial workforce census is published at a time of significant 
change of health service delivery. The profile of children’s services and their specific 
needs have been particularly highlighted in the Kennedy report55 and the RCPCH will 
continue to ensure that the messages in the report are incorporated into health service 
and workforce planning policy across the UK. Along with a new government in 2010 
proposing substantial changes in commissioning, it is imperative that RCPCH officers 
are well supported by evidence and data to pursue the interests of children in the health 
service. The 7th biennial workforce census in 2011, will for some data items, look different 
again. We are determined not only to improve our data collection but also to ensure 
that for 2011 we receive a 100% response rate for our members so that we are in an even 
stronger position to influence health service workforce  planners. 
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Appendix

RCPCH is extremely grateful to the following organisations who submitted a 
census return. Organisation names are generally as provided at start of the census 
collection period and many will have changed since.

Abertawe Bro Morgannwg University Health Board 

Airedale NHS Trust 

Alder Hey Children’s NHS Foundation Trust 

Altnagelvin Hospitals HSS Trust 

Aneurin Bevan LHB 

Ashford and St Peter’s Hospitals NHS Trust 

Barking and Dagenham PCT 

Barnsley Hospital NHS Foundation Trust 

Barts and The London NHS Trust 

Basildon and Thurrock University Hospitals NHS Foundation Trust 

Basingstoke and North Hampshire NHS Foundation Trust 

Bath & North East Somerset PCT 

Bedford Hospitals NHS Trust 

Berkshire East PCT

Bexley Care Trust 

Birmingham Children’s Hospital NHS Foundation Trust 

Birmingham Women’s Health Care NHS Trust 

Blackpool, Fylde and Wyre Hospitals NHS Trust 

Bolton Hospitals NHS Trust  

Bolton PCT 

Borders General Hospital NHS Trust 

Bradford Teaching Hospitals NHS Foundation Trust 

Brent Teaching PCT 

Brighton and Sussex University Hospitals NHS Trust 

Bro Morgannwg NHS Trust  

Bromley Hospitals NHS Trust 

Bromley PCT

Buckinghamshire Hospitals NHS Trust 

Buckinghamshire PCT 

Burton Hospitals NHS Trust 
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Calderdale and Huddersfield NHS Foundation Trust 

Cambridge University NHS Foundation Trust 

Cambridgeshire PCT 

Camden PCT- Royal Free Hampstead Cardiff & Vale NHS Trust 

Carmarthenshire NHS Trust 

Central Lancashire PCT- West Lancashire 

Central Manchester University Hospitals NHS Foundation Trust

NHS Trust Ceredigion & Mid Wales NHS Trust 

Chelsea and Westminster Hospital NHS Foundation Trust 

Chesterfield Royal Hospital NHS Foundation Trust 

City & Hackney Teaching PCT 

City Hospitals Sunderland NHS Foundation Trust 

Colchester Hospital University NHS Foundation Trust 

Conwy & Denbighshire NHS Trust 

Countess of Chester Hospital NHS Foundation Trust 

County Durham and Darlington NHS Foundation Trust (Bishop Auckland, Darlington & 
University Hospital)

Coventry Teaching PCT 

Craigavon and Banbridge Community H&SS Trust 

Craigavon Area Hospital Group HSS Trust

Croydon PCT 

Cumbria PCT 

Dartford and Gravesham NHS Trust 

Derby City PCT 

Derby Hospitals NHS Foundation Trust 

Doncaster and Bassetlaw Hospitals NHS Foundation Trust 

Dorset County Hospitals NHS Foundation Trust 

Down & Lisburn HSS Trust 

Dudley Group of Hospitals NHS Trust 

Ealing Hospital NHS Trust 

Ealing PCT 

East & North Hertfordshire NHS Trust 

East Cheshire NHS Trust 

East Kent Hospitals NHS Trust 

East Lancashire Hospitals NHS Trust- Blackburn 

East Lancashire Hospitals Trust - Burnley  

East Sussex Hospitals NHS Trust 

Epsom and St Helier University Hospital NHS Trust 

Frimley Park Hospital NHS Foundation Trust 

Gateshead Health NHS Foundation Trust 

George Eliot Hospital NHS Trust 

Gloucestershire Hospitals NHS Foundation Trust 

Grampian Universities Hospitals NHS Trust 

Great Ormond Street Hospital for Children NHS Trust 

Greenwich Teaching PCT 

Halton PCT 

Hammersmith Hospitals NHS Trust 

Haringey Teaching PCT 

Harrogate and District NHS Foundation Trust 

Heart of England NHS Foundation Trust 

Heatherwood and Wexham Park Hospitals NHS Trust 

Hereford Hospitals NHS Trust 

Herefordshire PCT 

Highland Acute Hospitals NHS Trust

Hillingdon PCT 

Hinchingbrooke Health Care NHS Trust

Homerton University Hospital NHS Foundation Trust 

Hounslow PCT 

Hull and East Yorkshire Hospitals NHS Trust 

Imperial College Healthcare NHS Trust - ICH Trust 

Ipswich Hospital NHS Trust 

Isle of Wight NHS PCT 

Islington PCT 

James Paget University Hospitals NHS Foundation Trust 

Kettering General Hospital NHS Trust

Kings College Hospital NHS Foundation Trust 

Kingston Hospital NHS Trust 

Lambeth PCT 

Lanarkshire Primary Care NHS Trust 

Lancashire Teaching Hospitals NHS Foundation Trust 
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Leeds PCT 

Leicester City PCT 

Lewisham PCT 

Liverpool Women’s NHS Foundation Trust 

Lothian University Hospitals NHS Trust 

Luton and Dunstable Hospital NHS Foundation Trust 

Luton PCT 

Maidstone and Tunbridge Wells NHS Trust 

Manchester PCT 

Mayday Healthcare NHS Trust 

Medway NHS Trust 

Mid Essex Hospital Services NHS Trust 

Mid Essex PCT 

Mid Staffordshire General Hospitals NHS Trust 

Mid Yorkshire Hospitals NHS Trust

Milton Keynes General Hospital NHS Trust 

Milton Keynes PCT 

Moorfields Eye Hospital NHS Foundation Trust 

Newham University Hospital NHS Trust 

NHS Dumfries and Galloway 

NHS Fife 

NHS Highland 

NHS Northamptonshire Provider Services 

NHS Tayside 

Norfolk & Norwich University Hospital NHS Trust 

Norfolk PCT - Central 

Norfolk PCT - West 

North and West Belfast HSS & Public Safety Trust 

North Cumbria Acute Hospitals NHS Trust 

North Glamorgan NHS Trust 

North Lancashire PCT 

North Middlesex University Hospital NHS Trust 

North Tees and Hartlepool NHS Trust 

North West London Hospitals NHS Trust

North West Wales NHS Trust

Northampton General Hospital NHS Trust 

Northern Lincolnshire & Goole Hospitals NHS Foundation Trust 

Northern Devon Healthcare NHS Trust 

Northern Health and Social Care Trust Northumbria Healthcare Trust 

Oldham PCT 

Oxford Radcliffe Hospitals NHS Trust 

Pembrokeshire and Derwen NHS Trust

Pennine Acute (Rochdale) NHS Trust 

Peterborough and Stamford Hospitals NHS Foundation Trust 

Peterborough PCT 

Plymouth Hospitals NHS Trust 

Pontypridd and Rhondda NHS Trust 

Poole Hospital NHS Trust 

Portsmouth City Teaching PCT 

Portsmouth Hospitals NHS Trust 

Powys Local Health Board 

Queen Elizabeth Hospital NHS Trust 

Queen Mary’s Sidcup NHS Trust 

Redbridge PCT 

Royal Berkshire NHS Foundation Trust 

Royal Brompton and Harefield NHS Trust 

Royal Cornwall Hospitals NHS Trust 

Royal Devon and Exeter NHS Foundation Trust 

Royal Free Hampstead NHS Trust 

Royal Surrey County Hospital NHS Trust

Royal United Hospital Bath NHS Trust 

Royal West Sussex NHS Trust 

Salford PCT 

Salford Royal NHS Foundation Trust 

Salisbury NHS Foundation Trust 

Sandwell and West Birmingham Hospitals NHS Trust 

Scarborough and NE Yorkshire Healthcare NHS Trust 

Sheffield Childrens NHS Foundation Trust 

Sheffield Teaching Hospitals NHS Foundation Trust 

Sherwood Forest Hospitals NHS Foundation Trust 
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Shrewsbury & Telford Hospitals NHS Trust - Royal Shrewsbury Hospital 

Shrewsbury and Telford Hospitals NHS Trust - Princess Royal Hospital 

Solihull Care Trust 

South & East Belfast HSS Trust 

South Birmingham PCT 

South Devon Healthcare NHS Foundation Trust 

South Downs Health NHS Trust 

South Eastern Health & Social Care Trust 

South Staffordshire Healthcare NHS Foundation Trust 

South Tees Hospitals NHS Trust - Friarage Hospital 

South Tees Hospitals NHS Trust - James Cook University 

South Tyneside NHS Foundation Trust 

South Warwickshire General Hospitals NHS Trust 

South West Essex PCT 

Southampton City PCT

Southampton University Hospitals NHS Trust 

Southend University Hospitals NHS Foundation Trust 

Southern Health & Social Care Trust Southern HSC Trust Southport and 
Ormskirk Hospital NHS Trust 

Southwark PCT 

St George’s Healthcare NHS Trust 

St Helens and Knowsley Hospitals NHS Trust 

Stockport NHS Foundation Trust 

Suffolk PCT - East 

Suffolk PCT - West 

Surrey and Sussex Healthcare NHS Trust 

Surrey Community Health Services - Surrey PCT 

Swindon and Marlborough NHS Trust 

Tameside and Glossop Acute Services NHS Trust 

Taunton & Somerset NHS Trust 

Telford and Wrekin PCT 

The Hillingdon Hospital NHS Trust 

The Lewisham Hospital NHS Trust 

The Mid Cheshire Hospitals NHS Trust 

The Newcastle Upon Tyne Hospitals NHS Foundation Trust 

The Princess Alexandra Hospital NHS Trust 

The Queen Elizabeth Hospital King’s Lynn NHS Trust 

The Rotherham NHS Foundation Trust 

The Royal Group of Hospitals HSS Trust 

The Royal Marsden NHS Foundation Trust 

The Royal Wolverhampton Hospitals NHS Trust 

The Whittington Hospital NHS Trust 

Tower Hamlets PCT 

Trafford Healthcare NHS Trust 

United Bristol Healthcare NHS Trust 

United Lincolnshire Hospitals NHS Trust 

University College London Hospitals NHS Foundation Trust 

University Hospital of North Staffordshire NHS Trust 

University Hospital of South Manchester NHS Foundation Trust 

University Hospitals Coventry and Warwickshire NHS Trust 

University Hospitals of Leicester NHS Trust 

University Hospitals of Morecambe Bay NHS Trust 

Wakefield District PCT 

Walsall Hospitals NHS Trust 

Walsall Teaching PCT 

Waltham Forest PCT 

Warrington and Halton Hospitals NHS Foundation Trust 

Warrington PCT 

West Hertfordhire PCT 

West Hertfordshire Hospitals NHS Trust 

West Kent PCT 

West Lothian Healthcare NHS Trust 

West Middlesex University Hospital NHS Trust 

West Suffolk Hospitals NHS Trust 

West Sussex PCT 

Western Health and Social Care Trust - Foyle 

Western Health and Social Care Trust 

Western Sussex Hospitals NHS Trusts 

Weston Area Health NHS Trust 

Whipps Cross University Hospital NHS Trust 
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Winchester and Eastleigh Healthcare NHS Trust 

Wirral Hospital NHS Trust

Wolverhampton City PCT 

Worcestershire Acute Hospitals NHS Trust 

Worcestershire PCT 

Wrightington, Wigan & Leigh NHS Trust 

Yeovil District Hospital NHS Foundation Trust 

York Hospitals NHS Foundation Trust 

Yorkhill NHS Trust 

The following organisations submitted partial data for the Census 

Leeds Teaching Hospitals NHS Trust (Tertiary)
Guys and St Thomas’ NHS Foundation Trust (Tertiary) 
Barking, Havering and Redbridge Hospitals NHS Trust 

The following organisations failed to participate in the Census

North East Wales NHS Trust (Acute & Community) 
North Bristol NHS Trust (Tertiary & Community)
Barnet & Chase Farm Hospitals NHS Trust (Acute & Community)
Nottingham University Hospitals NHS Trust – Queens Medical Centre Campus (Tertiary)


