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Foreword

Welcome to the Deloitte Centre for Health Solutions’ report Time to care: Securing a 
future for the hospital workforce in Europe. The report examines how the health care 
workforce is responding to the inexorable rise in demand for health care and the 
challenge of meeting this demand with the right numbers of appropriately skilled staff. 
It provides actionable insights and evidence-based case solutions to these challenges. 

 
Our research findings are derived from extensive literature reviews; analysis of international datasets; structured interviews with executive 
directors in hospitals and interviews with policy makers and professional bodies responsible for the hospital workforce; a survey of over 
1,300 doctors and nurses working in hospitals across Europe; and insights from colleagues working with health care clients across the 
world.

Our findings highlight a number of important challenges facing the hospital workforce, with one prominent theme being universal concern 
about workforce shortages and the lack of time for hands-on care. Despite decades of health workforce planning, education, recruitment 
and retention initiatives, most countries are facing increasing challenges with regard to the demands placed on the workforce, raising 
important questions about the sustainability of most of our countries’ workforce models. 

The clinical workforce take several years to train; in the case of doctors as much as ten years with a risk of attrition at all stages of training 
and throughout employment. Maintaining high-quality care requires a focus on staff retention, including health and wellbeing and also 
support to develop new skills and competencies in response to advances in scientific knowledge and the impact of the fourth industrial 
revolution on the future of work. 

Investing in a cost-effective health care workforce is an investment in population health and wellbeing, and a driver of economic growth. 
Getting the right workforce in place is not merely a numbers game, nor can it be tackled with short-term or silo-based solutions. Without a 
transformation that enables smarter and more flexible working, the decline in motivation and staff wellbeing, and concerns over workforce 
productivity that are all too evident today, will become unsustainable tomorrow. 

We hope that the report stimulates debate and encourages actions that help realise the quadruple aim of health care that all countries 
aspire to, and ensure a hospital sector that not only survives but thrives.

As always we welcome your feedback and suggestions for future research topics.

Karen Taylor 
Director
Centre for Health Solutions

Sara Siegel
Public Sector Health UK
Monitor Deloitte UK

01

Time to care  | Securing a future for the hospital workforce in Europe



Executive summary

There is widespread recognition across Europe of the growing mismatch between demand for hospital care and the supply of staff and 
other resources to meet that demand. Access to high-quality health care is not only a fundamental human right, it improves the health 
of both individuals and the population as a whole. It also helps economic growth and development. Health professionals are the biggest 
asset in any health system and represent a significant investment. While countries differ in how they fund health care, how much they are 
prepared to pay for services and which services they prioritise, health care is first and foremost a people business – with the quality of 
care dependent on having the right professionals with the right skills in the right place at the right time. 

Each country’s approach to health workforce planning has evolved over time in response to the history, culture, and economic and political 
environment in which it operates. While some countries have traditionally trained more staff than they need, others train too few, and 
recruit trained staff from elsewhere. 

Within every health care system, hospitals are the largest employer of doctors and nurses and make up the largest proportion of overall 
health care spending, with the clinical workforce accounting for between 60 and 70 per cent of hospital expenditures. This report 
examines the scale and complexity of the workforce challenges facing hospitals in 14 European countries. In the absence of sufficient 
reliable and comprehensive data on hospital activity and outcomes, our research focuses mainly on insights derived from a unique survey 
of doctors and nurses working in hospitals, and interviews with over 50 health care leaders. 

The WHO predicts a shortfall of up to two million health professionals (or 15 per cent of the workforce) across the EU by 2020. Although 
some countries have not, as yet, experienced significant workforce shortages, this situation is now changing, with leaders across all countries 
identifying staff shortages to varying degrees, especially in specific medical and nursing specialties, and in more rural areas. However, in looking 
beyond the ‘numbers game’, most health care leaders identified the following common challenges:

 • a lack of the right level and type of skills to respond 
effectively to increasing patient complexity and a critical lack 
of time for hands-on care 

 • emerging views and evidence on safe staffing levels, 
particularly for nursing

 • shortages of certain clinical specialties such as emergency 
departments, intensive care and operating theatre staff, 
radiologists and paediatricians

 • a lack of access to, or gaps in, performance monitoring 
information and availability of real-time data 

 • limited influence at organisational level on training  
models that are too rigid and lengthy and fail to equip 
today’s workforce with more flexible skills for the emerging 
digital age

 • an increasing need to re-design care pathways, with 
implications for the workforce and for new ways of working.

 • changing demographics of the talent pool due to ageing 
of the current workforce, combined with an increasingly 
competitive market for people with the required skills and 
talent 

 • entry of millennials into the workforce, with different 
expectations around work-life balance, flexible careers, 
rewards and incentives, and relationships with their 
employer

 • increasing patient complexity and expectations of the 
medical treatments available to diagnose and treat each 
patient

 • increasing pressure on the funding available for health care 

 • Artificial Intelligence (AI), robotics, automation, and 
advanced digital and cognitive technologies disrupting 
health care delivery models.

Tomorrow’s challengesToday’s challenges
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A snapshot of current hospital trends
The available hospital data show that the number of hospital beds 
has decreased dramatically and length of stay has shortened in 
10 out of 13 countries. Our analysis demonstrates that having a 
higher ratio of skilled professionals is key to enabling teams to 
cope with the demand from increasingly complex, multi-morbid 
patients, and at the same time manage higher volumes of patients 
in emergency and outpatient departments, safely and cost-
effectively. Although in some countries there are models for safer 
hospital staffing, especially for nurses, which provide a basis for 
monitoring, measuring and optimising workforce planning, to date 
few countries are using such models or acting on the evidence. 

Doctors and nurses are more likely to move from one country to 
another than individuals in any other highly regulated profession. 
Income differentials, as well as wider professional opportunities, 
are the main drivers of migration. 

Only two of the 50 senior leaders that we interviewed believe they 
are well prepared for future workforce challenges. All identify, 
as a priority, the need to improve staff satisfaction, recruitment 
and retention and increase workforce productivity. Many raised 
concerns about reduced morale among their workforce, linking 
it to increasing workload and limited flexibility in being able to 
change working conditions. This view was supported by the 
survey respondents, with doctors in 8 and nurses in 10 out of 
11 countries saying their workload had become more difficult 
to manage compared to five years ago. Over 32 per cent of 
respondents indicated that they were thinking of leaving their job 
for employment elsewhere: nurses on average showed less loyalty 
to remaining in the profession, while over around a third of doctors 
intended to reduce their working hours to part-time working and 
a quarter reported plans to leave the country where they were 
currently practising to work elsewhere.

All interviewees recognised the value of using temporary staff. 
While many highlighted as a major concern the quality and cost of 
temporary staff, nearly all struggled to reduce their dependency 
on them. At the same time there was also growing recognition 
that the global market for talent was shrinking and that looking to 
international recruitment to fill vacancies was not sustainable in the 
long term.

Securing the future hospital workforce 
Future workforce shortages could be tackled more cost-effectively 
if the efficiency and productivity of clinical activities were 
addressed through innovative approaches to workforce planning, 
recruitment, skills development and use of technology – most of 
which may also require institutional reforms. 

Initiatives that improve recruitment and retention and staff 
motivation are: more flexibility in career and job planning, including 
more reliable staff schedules; more opportunities for continuing 
professional development; and a culture that encourages 
employee participation, is transparent about decision-making and 
deploys effective communication strategies. 

Technology will underlie most aspects of care in the future, but 
care delivery will still require distinctively human capabilities, 
such as creativity, and social and emotional intelligence. Currently, 
electronic health record systems are the most widely applied 
technology; however most interviewees recognised that these 
were not used to their full capacity. New advanced technologies, 
such as AI, robotics and virtual reality, were hardly mentioned by 
survey respondents, and only 40.3 per cent thought that their 
organisation was well prepared to implement technologies in 
patient care.

Moreover, the exponential increase in the pace and scale with 
which new technologies are emerging means that adapting to the 
future of work will require task shifting and task reorganisation. 
Consequently, hospitals will need to develop both the human and 
digital skills of their workforce. Hospital leadership will need to 
foster a culture of innovation and collaboration if they are to enable 
the workforce to embrace the technological revolution. Senior 
management and human resource professionals should seize the 
opportunity to think creatively, and focus on the opportunities 
that cognitive technologies offer to help make hospitals more 
efficient, productive, and affordable, and jobs more meaningful 
and engaging. 

Our findings include sixteen case studies that point to solutions 
to the above challenges that, if adopted on a larger scale, could 
help address some of the skills and talent shortages, in a more 
collaborative and sustainable way. Progress will require significant 
political commitment and an open public debate to strengthen 
health systems in a systemic manner, through aligned incentives 
for digitisation and service integration, improved intelligence-based 
workforce planning, and new approaches to education and training 
of health care staff. 
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UK
65,789,000 (2016)

9.7%/$4,125

1,896 (2015)

2.6 (2015)

2.0 (2015)

6.4 (2015)

Iceland
332,000 (2016)

8.6%/$4,106

8 (2016)

3.2 (2016)

2.7 (2016)

6.3 (2016)

Spain
46,348,000 (2016)

9.0%/$3,180

765 (2015)

3.0 (2015)

2.0 (2015)

3.3 (2015)

Ireland
4,726,000 (2016)

7.8%/$5,276

3.0 (2015)

1.7 (2016)

5.1 (2016)

Norway
5,255,000 (2016)

10.5%/$6,190

3.8 (2015)

2.3 (2015)

9.2 (2015)

Sweden
9,838,000 (2016)

11.0%/$5,266

2.4 (2015)

Key facts about the European countries 
covered in this report

Source: OECD, 2017.
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Belgium
11,358,000 (2016)

10.4%/$4,779

177 (2016)

6.1 (2016)

0.7 (2014)

7.6 (2014)

Netherlands
16,987,000 (2016)

10.5%/$5,297

505 (2014)

4.2 (2013)

1.4 (2015)

4.4 (2015)

Luxembourg
576,000 (2016)

6.3%/$6,818

12 (2016)

4.8 (2016)

Italy
59,430,000 (2016)

8.9%/$3,352

1,115 (2015)

3.2 (2015)

2.1 (2015)

Germany
81,915,000 (2016)

11.3%/$5,353

3,108 (2015)

8.1 (2015)

2.3 (2015)

5.9 (2015)

Finland
5,503,000 (2016)

9.3%/$3,993

268 (2015)

4.4 (2015)

1.5 (2015)

1.1 (2014)

Denmark
5,712,000 (2016)

10.4%/$5,058

2.6 (2016)

2.8 (2014)

7.3 (2014)

Switzerland
8,402,000 (2016)

12.4%/$7,536

288 (2015)

4.6 (2015)

2.5 (2015)

7.4 (2015)

Key

Population

Percentage GDP on health care (2016)/
Expenditure on health per capita 
(current prices, PPP, $USD) (2015)

Number of Hospitals

Number of hospital beds, per 1,000 
population

 Number of full-time medical doctors 
working in hospitals, per 1,000 
population

 Number of full-time nurses and 
midwives working in hospitals, per  
1,000 population
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The scale of the hospital workforce 
challenge

The right to health is recognised internationally as a fundamental 
human right, and universal health coverage is important in helping 
to realise that right.1 Providing equal access to good quality health 
care can improve the health of both individuals and populations, 
and support economic growth and development.2 

Health systems are universally complex and diverse, the result 
of history, culture and the economic and political environment in 
which they operate. Countries differ in how they fund health care 
and how much they are prepared to pay for services, as well as 
which services they prioritise.3 For example, current expenditure 
per capita (purchasing power parity) in 2016 was $3,248 in Spain, 
$4,193 in the UK, $5,205 in Denmark, $5,385 in the Netherlands, 
$5,528 in Ireland, $5,551 in Germany, $7,463 in Luxembourg and 
$7,919 in Switzerland, compared to $9,892 in the US, $4,753 in 
Canada and $4,708 in Australia (see Country Overview Supplement).4, 5

Despite most health economies declaring an ambition to move 
care closer to and into people’s homes, hospitals remain a critical 
part of the care system. Within most health economies, hospitals 
employ the largest percentage of doctors and nurses. Hospital 
clinical staff account for the biggest proportion of hospital 
expenditure, up to 70 per cent of hospital costs.6 

The hospital workforce is comprised of multi-disciplinary teams 
of health professionals, from doctors and nurses to allied health 
professionals and a growing array of new roles, supported by 
teams of human resource (HR), administration and finance 
managers; however, doctors and nurses together make up the 
largest group of hospital staff and provide the largest share of 
clinical care. 

Health care is first and foremost a people business in all 
countries, and quality of care depends crucially on having the 
right professionals with the right skills in the right place at the 
right time.7 Health professionals are a hospital’s biggest asset, and 
represent a significant investment. Organisations and governments 
need to shift their mind-set from seeing the workforce not as a cost 
to be controlled but as an investment to deliver more productive 
and high-quality care.

Globally, the scale and complexity of demand for health care is 
increasing, due to a growing and ageing population and greater 
public expectation of more personalised and convenient services.8, 9 
As a result the global cost of providing health care is projected to 
reach $8.7 trillion by 2020 up from $7 trillion in 2015, accelerating 
at a rate of 4.1 per cent (2016 to 2020) from just 1.3 per cent 
between 2012 and 2016, driven by increases in the cost of staff 
salaries, new technology and advances in diagnostic tests and 
therapeutic interventions.10 The mismatch between the demand 
for and supply of health care resources, including staff, is increasing 
(Figure 1). 

“ We have never produced as many professionals as today but 
are still not matching the constantly increasing demand.  
We urgently have to transform the health system in other ways.” 
Chief Nursing Officer
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The difficulty of measuring the scale of the challenge 
While all countries need to understand the changing demand and 
supply patterns and the impact these have on the quality, safety 
and sustainability of care delivery, comparable cross-country and 
in-country indicators are rarely available at a sufficiently granular 
level. Measuring comparative performance and understanding the 
challenges facing the sector is extremely difficult.11, 12 Moreover, 
trying to understand the root causes and identify solutions is often 
restricted to focusing on segments of the system and on countries 
with the best comparable data, despite the need to understand 
interdependencies of sectors and global trends.13 

The WHO (World Health Organisation) predicts a health 
professional shortfall of up to two million (or 15 per cent of the 
workforce) across the EU by 2020. However, within the EU some 
countries produce a surplus of health care staff while others fail to 
produce enough to meet demand, and instead rely on recruiting 
staff from elsewhere. There is generally an under-supply of health 
professionals in most rural areas.14 Shifts in labour legislation, such 
as the EU Working Time Directive, has further accentuated these 
shortages. While regulating working time of health professionals 
is hugely important to ensure patient safety and wellbeing, 
organisations have faced significant challenges in staffing hospital 
services 24 hours a day, seven days a week from a staff pool that 
supplies fewer available work hours.15

About the European Working Time Directive
In 1993, the European Commission adopted the European 
Working Time Directive (EWTD) – a directive from the Council 
of Europe (93/104/EC). The EWTD aims to “improve health and 
safety at work by introducing minimum rules for employees 
relating to daily and weekly rest periods, rest breaks, annual 
leave entitlements, length of working week, and on night work”. 
Most countries enacted the directive into national law. In the 
UK, it has applied to health care consultants and career grade 
staff since October 1998, however, some groups of workers 
were initially excluded from the regulations, including doctors 
in training. From August 2004, the provisions of EWTD applied 
to doctors in training also and their working week was  
reduced on a gradual basis reaching an average of 48 hours  
by 1 August 2009 (calculated over six months). 

Figure 1. Converging global health care trends

Source: Deloitte research and analysis, 2017.

Expectation of the 
system, the 
‘quantified 

self’

Ambition of universal coverage, 
value-based care, service integration, new 

funding models, individualised and 
personalised medicine

Demography, non-communicable chronic diseases, migration, 
urbanisation, erosion of traditional models of care within families, 
hyperconnectivity, economic growth, people-centric public services

Service integration, task shift between 
traditional and new roles, working-time

directives, funding and regulation of training,
registration and licensing, feminisation of the

profession, ethical global recruitment

Demography (ageing and labour market entry of millennials), migration, 
urbanisation, Future of Work, digitisation, automation

Expectations 
of career and 

employer, preferences 
for working patterns

Mismatch of supply and demand
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All countries across the EU can point to decades of workforce 
planning policies, including numerous initiatives aimed at 
regulating the entry to the labour market (mainly numerus clausus) 
and improving staff recruitment and retention.16, 17, 18 There are 
differences in the level at which planning takes place, at the 
centre or at regional or even individual hospital level, and the 
effectiveness of workforce planning varies significantly.19, 20, 21

This report focuses on the scale and complexity of the challenges 
facing health systems from the viewpoint of medical and nursing 
staff and their managers in 14 European countries with relatively 
mature health systems (Belgium, Denmark, Finland, Germany, 
Iceland, Ireland, Italy, Luxembourg, Netherlands, Norway, 
Spain, Switzerland, Sweden and UK). This enables us to explore 
the in-country challenges and the impact of the increasingly 
interconnected health and social care markets across Europe, 
including the movement of staff between countries. 

Our research is based on extensive literature reviews, analysis of 
international datasets of health metrics, interviews with health 
care leaders and a crowdsourced survey of doctors and nurses. 
Our findings demonstrate the vulnerability of health systems 
across Europe and the variations in performance both within and 
between countries.

The productivity puzzle
All senior health care leaders interviewed for this study told us 
that they were seeing growing workforce pressures in terms of 
numbers, specific skills and workload, and that this was one of 
their biggest concerns. One interviewee stated that while his 
organisation was not yet under serious pressure, he was seeing “a 
tsunami of skills shortages coming”.

Interviewees also expressed an ambition to take a more data-
driven and evidence-based approach to workforce planning. 
However most still struggle to define comparable and reliable 
measures for understanding workload and productivity. They 
acknowledged that robust information on activity is not routinely 
collected. Some European countries submit only limited amounts 
of data to trusted datasets such as the OECD (Organization for 
Economic Cooperation and Development) and Eurostat. Among all 
countries there are large variations in how hospital activity and 
outcomes – including accidents and emergency (A&E) attendances, 
non-elective and elective cases, and outpatient services – are 
captured and reported.22, 23

A comprehensive pan-European comparison of hospital workloads 
is therefore virtually impossible. Only a few countries, such as 
the UK, provide comprehensive data. Figure 2 illustrates the 
complexity of data and how activity changed from one year to 
the next in English National Health Service (NHS) hospitals and 
illustrates the complexity of increasing demand and impact on 
performance (Figure 2).24, 25, 26
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Figure 2. Overview of the increase in hospital activity in NHS hospitals in England (2016-17 or nearest year)

A&E attendances (2.0% increase 
from previous year)

23.4 million 89.5 million
outpatient attendances
(4.4% increase from 
previous year)*

4.2 million 
admissions via A&E; 18.2% conversation rate 
from A&E attendances (2.9% increase from 
previous year)

Source: NHS England, 2017; NHS England, 2016; NHS Digital, 2017.

Notes: * Data for outpatient attendances and diagnostic exams 2015
Diagnostic exam total includes X-Ray, CT, MRI, Ultrasound, Fluoroscopy, Nuclear Medicine, PET-CT, SPECT and Medical Photography
In England, of the £72 billion spent on NHS services, some £56 billion is spent on acute hospitals. Staff costs in acute NHS providers were £33.9 billion.  

FTE nurses and healthcare visitors
(1.0% increase from previous year)

106,131 FTE hospital doctors
(1.6% increase from previous year)

284,288

5.8 million 
inpatient admissions (2.7% 
increase from previous year)

40.6 million diagnostic exams (2.1% increase from previous year)*

22.5 million X-Ray exams (0.02% decrease from previous year)*

4.4 million CT exams (6.2% increase from previous year)*

3.0 million MRI exams (6.7% increase from previous year)*

8.9 million Ultrasound exams (4.1% increase from previous year)*
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Right numbers, right skills, right mix
The WHO estimates of staff shortages, together with feedback 
from our interviews, demonstrate the magnitude of the challenge 
in trying to provide an adequate stock of skilled and motivated 
professionals at the right time and in the right place. They 
also highlight an urgent need to rethink planning, training and 
deployment of health care staff.

Ensuring high quality care is not just a game of total numbers. It 
requires a good understanding of the links between the availability 
of health professionals, hospital activities, ways of delivery and 
expectations of both patients and staff. 

Across the countries surveyed for this report, there are wide 
differences in the current density of health professionals per 
population and in levels of hospital activity, illustrated by the 
variation in the ratio of doctors, nurses and inpatient discharges  
to 1,000 population (Figure 3). 27, 28, 29, 30, 31

Figure 4 shows the inter-country variation of doctors and nurses 
to hospital bed ratio.32, 33 Both Figure 3 and 4 indicate a very lean 
hospital workforce in Belgium when considering a relatively high 
number of hospital beds per population.

Following hospital consolidation across the country, Denmark has 
higher density of doctors and nurses per available bed. Germany 
has the highest number of hospital beds per population.
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Source: OECD, 2017; NHS digital, 2017; 
Stats Wales, 2017; ISD Scotland, 2017.

Note: Hospital nurse values include professional, 
registered nurses and midwives; for England 
value includes health visitors.
* Data for Belgium, Denmark and Finland 2014 
(estimated values for doctors and nurses 
in Finland); data for the Netherlands 2012 
(estimated values for nurses).
Luxembourg and Sweden are omitted from this
analysis due to comparable data on the total 
number of doctors employed in hospitals not 
being available.

Figure 3. Variation of ratio of hospital doctors, nurses and number of inpatient discharges per population across Europe
(2015 or nearest year)

Figure 4. Ratio of hospital doctors and nurses to hospital beds (2015 or nearest year)
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professional, registered nurses and midwives; 
for England value includes health visitors.
* Data for Belgium, Denmark and Finland is 
2014 (estimated values for doctors and nurses 
in Finland); data for the Netherlands 2012 
(estimated values for nurses).
Luxembourg and Sweden are omitted form this 
analysis due to comparable data on the total 
number of doctors employed in hospitals not 
being available.
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In considering hospital activity and productivity, the measures 
often used to demonstrate improved efficiency are length of stay 
and the number of hospital beds. The data for these measures 
shows that in 13 out of 14 countries, the number of hospital beds 
has decreased and the length of stay has shortened in 10 out of 13 
countries (Figure 5).34, 35 

While these measures provide some indication of changing 
patterns in the efficiency of care delivery, interviewees also 
indicated that the growing complexity of patients and medical 
advances combined with accelerated patient turnaround are 
having a significant impact on workload. However, there is limited 
information on these developments as data is not yet collected in a 
regular or consistent manner. 

Figure 5. Changes in numbers of hospital beds and length of stay (2010 to 2015 or nearest year)

Figure 5a. Changes in numbers of hospital beds, per 1,000 population, from 2010 to 2015 (or nearest year)
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Figure 5b. Changes in the average length of inpatient stay in hospitals, from 2010 to 2015 (or nearest year)
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Figure 6 shows that there is a correlation between a higher density 
of doctors to bed and shorter length of stay. Nurse staffing is 
a complex issue. For example a summary of policy and practice in 
the UK has highlighted that different approaches to determining 
nurse staffing are being developed in the four countries of the 
UK and that the current evidence base on nurse staffing and 
outcomes, although improving, is weak, narrow and incomplete.36 

Our research suggests that a higher ratio of high-skilled 
professionals in teams is key to coping with the demand from 
increasingly complex, multi-morbid patients, while also managing 
higher volumes in emergency and outpatient departments in a 
safe and cost-effective manner.37, 38,39

Figure 6. Relationship between ratio of hospital doctors 
to beds and length of stay (2015 or nearest year)
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Across Europe staff imbalances have often been managed with 
short-term solutions, increasing or decreasing the available 
numbers of health professionals, without regard to long-term 
estimations of demand and supply or evidence-based indicators 
of what would be a safe and efficient skills mix. However, some 
countries have developed more robust health workforce planning 
systems, based on a quantitative and qualitative approach, to 
improve planning and implementation in the long run.40, 41 

Notwithstanding economic pressures on hospitals to reduce 
costs, striking the balance between better outcomes and a healthy 
workforce is a fundamental driver underpinning programmes 
for safe staffing. Researchers from across 12 different European 
countries are collaborating in the registered nurses forecasting 
(RN4CAST) consortium. The original research starting in 2009-10 
comprised a survey of fully qualified professional nurses and 
patients in about 500 general acute care hospitals in 12 European 
countries and an analysis of discharge data from hundreds of 
thousands of patients. Several countries have replicated the 
study since the original data collection. Findings indicated a 
trend towards a dilution of the skill mix of nursing staff by hiring a 
larger contingent of health care assistants. However, the research 
showed that a higher percentage of fully-registered nurses was 
associated with: 

 • lower odds of mortality 

 • lower odds of reports of poor quality

 • higher patient satisfaction. 

Moreover, RN4CAST showed a positive correlation of higher levels 
of education of nurses and lower odds of mortality. 42

Ireland is one of the few countries implementing a new staffing 
framework based on available academic research undertaken by 
the RN4CAST consortium (Case study 1). 

Our research suggests that a higher 
ratio of high-skilled professionals in 
teams is key to coping with the demand 
from increasingly complex, multi-morbid 
patients, while also managing higher 
volumes in emergency and outpatient 
departments in a safe and cost-effective 
manner.
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Securing adequate numbers of health care professionals 
Maintaining a steady inflow of well-trained professionals into hospitals is a cornerstone of effective health care services. Figure 7 
summarises the factors impacting the availability of the hospital clinical staff.

 
Case study 1:  
Using international evidence for decisions on safe staffing (Ireland)

Following the results of the 2013 Irish RN4CAST study, the Irish Department of Health published the “Framework for Safe 
Nurse Staffing and Skill Mix in General and Specialist Medical and Surgical Care Settings in Adult Hospitals in Ireland”.43 In 2016 
a taskforce, led by the Chief Nursing Officer planned and delivered a pilot of the Framework across hospital wards in three 
different small-scale to large-scale hospitals.44 The €2 million project determined nurse staffing and skill mix across acute 
in-patient general and specialist medical and surgical wards, and was underpinned by a programme of research to evaluate 
the outcomes and impact. Measures included nursing hours per patient day, nurse-sensitive outcomes, care left undone 
events (CLUEs), nurse perceptions of care and ratings of job satisfaction.45 The evidence-based approach to staffing stabilised 
staffing and reduced agency use, improved job satisfaction and provided early indications of positive trends on reducing 
the occurrence of adverse nurse-sensitive patient outcomes. Although the dataset is small, the trends in relation to adverse 
outcomes is promising. Recommendations from the pilot include a role out of the framework across all hospitals in Ireland.46

Figure 7. Activities that impact the availability of health care professionals
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Domestic investment in workforce development
In recognition of the current and projected shortages, most 
governments across Europe have acted to increase the supply 
of doctors and nurses. Between 2010 and 2015, the number of 
graduates leaving medical school, per 1,000 population, increased 
in 8 out of 13 countries. Likewise, the number of nursing graduates 
increased in 8 out of 13 countries (Figure 8).47 Countries with lower 
ratios of graduates in 2010 such as Belgium or Spain have shown 
the greatest increases.

Ireland introduced a new graduate-entry level into medical training 
in 2009 which contributed to a 38.8 per cent increase in the number 
of doctors, per 1,000 population by 2015.48 

Other countries experiencing a decrease in the number of medical 
graduates in 2015 (for example Germany and the UK) have recently 
increased their intake of students into medical and nursing 
schools. However, it will take time before the benefits of these 
attempts to grow in-country training are realised.49 Our interviews, 
together with the data available in some countries, also show that 
the number of applicants, especially for nursing degrees, has fallen 
in recent years, reflecting changes in funding and the reputation 
of the profession.50 Faced with problems attracting students into 
the profession, some countries have increased their investment in 
return-to-practice schemes.51
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Figure 8. Changes in numbers of doctor and nurse graduates in Europe (2010 to 2015 or nearest year) 
Figure 8a. Changes in the numbers of medical gradates from 2010 to 2015 (or nearest year)
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Figure 8b. Changes in the numbers of nursing graduates from 2010 to 2015 (or nearest year)
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International recruiting
Due to the time lags and concerns around the feasibility  
of increasing domestic training, as well as in consideration of 
the high cost of medical and nursing degrees (estimates range 
from €100,000 to €250,000 to educate just one doctor), it is 
likely that most countries will continue to fill gaps in their services 
by recruiting doctors and nurses from other EU countries and 
elsewhere.52, 53

In the EU, more doctors and nurses move from one country to 
another than qualified individuals in any other highly regulated 
profession. While the reporting of migration data remains patchy a 
POLITICO analysis of European Commission data found the exodus 
of health care professionals is especially pronounced from east to 
west and from southern to northern Europe.

In effect, some countries are training health professionals for their 
richer neighbours.54 An EU study on health professional mobility 
in the region found that all member states continue to experience 
migration of health professionals both from within and outside  
the region.55

Figure 9 shows that Ireland reports the highest reliance on foreign-
trained doctors – 41.6 per cent, followed by Norway (38.1 per cent) 
and the UK (28.1 per cent). The percentage of foreign-trained nurses  
in the total nursing stock is highest in Switzerland (18.7 per cent), 
followed by the UK (15.2 per cent) and Norway (9.1 per cent).56

Darker shades = Domestic-trained, lighter shades = Foreign-trained

Source: OECD, 2017.
Note: Comparable migration data for Finland, Iceland, Ireland (for nurses) and Luxembourg not available.

9a. Percentage of domestic and foreign-trained doctors to total 
numbers of doctors (2016 or nearest year)
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9b. Percentage of domestic and foreign-trained nurses to total 
numbers of nurses (2016 or nearest year)
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Figure 9. Comparison of share of domestic and foreign-trained doctors and nurses (2016 or nearest year)
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Differences in reliance on foreign-trained staff reflect domestic training patterns, and other drivers of health professional migration, such 
as salary differentials, differences in infrastructures and the use and availability of modern medical technologies. In addition our interviews 
confirmed that pre-existing language skills contribute to higher migration towards English-speaking countries and between countries that 
share the same language. Our survey ranks Australia, the UK, the USA, Germany and Canada highest as potential career destinations 
when doctors and nurses think about leaving their current position. 

Figure 10 shows income differentials for average salaries between countries, one explanatory factor underlying the asymmetry in 
availability of health professionals.57 

Figure 10. Differences in health professional remuneration (2016 or nearest year)

Figure 10a. Income for salaried specialist doctors (2016 or 
nearest year)
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Figure 10b. Income for salaried nurses (2016 or nearest year)
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Source: OECD, 2017
Note: Income is for salaried hospital nurses and specialist doctors, and expressed as US$ Purchase Power Parity (PPP). Specialist doctors may include those 
practicing in ambulatory private practice.

The European average is for 2014. For specialist doctors it includes 20 countries across Europe. For nurses income average includes 19 countries.
* Indicates a country whose nearest year is not 2016
Doctors: Denmark 2013, Finland 2015, Germany 2015, Luxembourg 2015, Netherlands 2015 and Sweden 2015. Comparable data for Belgium (majority of 
doctors are self-employed) and Switzerland is not available. European average includes Estonia, France, Greece, Hungary, Latvia, Poland, Slovakia, Slovenia  
and Turkey. 
Nurses: Belgium 2014, Denmark 2013, Finland 2015, Germany 2014 and Netherlands 2015. 
Data for Denmark includes only publicly employed nurses. Comparable data for Sweden and Switzerland not available. European average for nurses includes 
Estonia, France, Greece, Hungary, Latvia, Poland, Slovakia, Slovenia and Turkey.
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In the past decade, austerity policies in the European region have 
contributed to an increase in migration. At the same time our 
interviews confirm that most countries have encouraged the inflow 
of foreign-trained professionals: initiatives are either politically-led, 
placing the professions on immigration short-lists; or market-
driven by individual providers through active recruitment in other 
countries.58 

Committing to ethical recruitment
The WHO estimate of a global shortfall of up to 18 million health 
professionals by 2030 will make international recruitment 
increasingly difficult.59 At the same time, the competitive approach 
to international recruitment is coming under increasing scrutiny. 
Low-income countries are particular vulnerable to large numbers 
of professionals exiting the country, and those who remain are left 
with a larger share of the workload, increasing the risk of further 
outflows of professionals.60

The principles of the EU Health Programme 2014-2020 highlights 
the importance of reducing inequalities in the availability of health 
professionals in the region.61 In May 2016 all WHO member states 
unanimously adopted the Global Strategy on Human Resources for 
Health, agreeing to:

 • optimise the existing workforce 

 • anticipate future workforce requirements by 2030 and plan 
changes to make the workforce fit for purpose 

 • strengthen the data, evidence and knowledge for cost-effective 
policy decisions.62

Most European countries have also signed the WHO Code of 
Practice on International Recruitment, which requires member 
states to “strive to meet their health personnel needs with their 
own human resources for health”.63 If countries are to live up 
to these commitments, they will need to improve and increase 
domestic training to match domestic needs, as well as improve pay 
and working conditions to improve domestic retention.64 

In the light of growing demand and uncertainty around the 
feasibility of increasing the supply of health professionals, 
sustaining good outcomes for patients requires changes in the 
ways that care is delivered. To a large extent, increasing efficiency 
and productivity currently requires staff to work harder, which 
impacts negatively on retention and perceptions around the 
desirability of health professions.

In the light of growing demand and 
uncertainty around the feasibility 
of increasing the supply of health 
professionals, sustaining good outcomes 
for patients requires changes in the ways 
that care is delivered.
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A snapshot in time of current workforce 
challenges

Understanding the attitudes of those working in hospitals, and 
their perceptions of working conditions, career ambitions and 
future trends, is of vital importance in helping policymakers and 
employers to develop strategies for attracting and retaining 
sufficient numbers of appropriate talent today, and providing a 
sustainable hospital workforce for tomorrow. 

About Deloitte’s primary research
Deloitte commissioned a crowdsourced survey of doctors and 
nurses working in hospitals across Europe. The app-based survey 
took place over the summer of 2017, with a response from more 
than 1,350 hospital doctors and nurses in 11 countries (Belgium, 
Denmark, Finland, Germany, Ireland, Norway, Netherlands, Spain, 
Sweden, Switzerland, UK). Deloitte also interviewed over 50 health 
care leaders in 13 countries (Belgium, Denmark, Germany, Iceland, 
Italy, Ireland, Luxembourg, Netherlands, Spain, Switzerland, UK, US 
and Australia), including hospital chief executives, human resource 
directors, medical directors and chief nursing officers, as well as 
local and national leaders responsible for health policy and strategy, 
workforce planning and education (see Appendix 1: Methodology). 
Our research is to stimulate debate and discussion. We identify good 
practice case studies that are local in nature but which, if adopted 
at scale, could help all those engaged in planning, recruiting and 
workforce deployment to improve their workforce strategies.

While the workforce challenges are similar across nearly all 
organisations, our research identified clear in-country variations 
in the ability and preparedness of organisations to tackle them. A 
number of countries have increased the priority they are giving to 
tackling their workforce challenges, and are in the middle of local, 
regional or national health reforms (for example the UK, Finland 
and Belgium).65 However, the outcomes of these reforms are yet to 
be seen.

Only two out of the more than 50 organisations we interviewed 
believed they are fully prepared for the future challenges. Most 
reported a medium level of preparedness, despite a high intensity 
of effort. One interviewee stated: “While we have worked hard to 
try and tackle our recruitment problems, we have stood still in our 
ability to recruit the right numbers; we expect that even working 
harder, we will achieve less in the future.”

While optimising workforce numbers at the national level was 
seen as important, the highest priorities for health care leaders 
focused on improving staff satisfaction, driving up recruitment 
and retention, and increasing workforce efficiency. Most of these 
objectives overlap with each other; nevertheless each requires 
targeted strategies to secure a sustainable workforce in the future. 

Our survey and interviews covered the following issues:

 • responsibility for workforce planning, education and training 

 • employee satisfaction and workforce wellbeing 

 • leadership culture and team collaboration

 • recruitment and retention of hospital staff

 • managing the workforce, including rostering and use of 
temporary staffing

 • new models of care.

“ We need to stop being 
complacent about the 
challenges.” 
Director of Nursing

“ The hardest of jobs and the best of jobs. I am amazed that my 
staff still come to work and strive to do their best for patients 
every day.”
Director of Nursing
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Responsibility for workforce planning, education  
and training
Many interviewees expressed dissatisfaction with national 
workforce planning, including graduate and post-graduate training. 
They told us about their frustration in being dependent on systems 
that in their view are too rigid, inflexible and lengthy. 

Most interviewees called for a joint effort to improve national 
workforce planning. Many also recognised the responsibility of 
individual health care organisations for ensuring the efficiency, 
validity and adaptability of workforce planning. There was universal 
recognition of the need for a national framework for numbers, 
skills and competencies, to reduce in-country variation and ensure 
quality, but few of the organisations we interviewed felt that the 
larger share of this responsibility should lie with government alone. 

On the whole, the training models for both the nursing and medical 
professions were seen as outdated and not fit-for-purpose to 
produce the professionals needed today and in the immediate 
future. Interviewees considered redesigning the educational 
model a pivotal requirement for future sustainability. The recent 
trend towards accelerated training was frequently criticised by our 
interviewees. 

While recognising the need for swift action to address shortages, 
several interviewees raised concerns about the resulting lack of a 
maturity and limited general knowledge of graduates, which in their 
view negatively impacts the ability to cope with workload, patient 
complexity and change. 

This leads to a significant challenge for post-registration training 
in both professions, to up-skill professionals in the critical skills of 
prioritisation and decision-making (Case study 2). Furthermore, 
interviewees judged that the trend towards early specialisation over  
the past years had left a gap in generalist clinical knowledge, 
thought to be crucial for dealing with complex and comorbid patients.

While funding was recognised as a major barrier, vested interests 
at both professional and political levels were judged equally 
important. Indeed, regardless of the health system, interviewees 
identified as main barriers the rigid and very traditional professional  
cultures and educational systems that persist across Europe.

However most countries, particularly Denmark, Italy and Spain are 
integrating methodologies such as online training and virtual and 
simulation training, in the pre- and post-registration training of 
their workforce.

 
Case study 2:  
‘Flying Start NHS®’: developing competent and capable health practitioners

Flying Start NHS® is a national development programme for newly qualified nurses, midwives and allied health professionals 
designed to support the transition from pre-registered student to qualified, confident and capable health professional in 
Scotland in their first year of practice. The programme has been developed by NHS Education for Scotland (NES) and is funded 
by the Scottish government. Whilst the programme has been running since 2006, NES in collaboration with a wide range of 
stakeholders have completely revised and relaunched the programme to take account of evaluation findings, the changing 
health and social care landscape in Scotland, and the different environments that practitioners find themselves working in. The 
new programme is practical, work-based, tailored to the individual and designed to fit in with other learning in the work place. 
All material to support the programme is hosted on a digital platform.66 The programme has been adopted across Scotland, as 
well as by organisations in Queensland, Australia, aiming to improve clinical skills development and confidence.

At NHS Lothian, all newly qualified nurses and midwives are required to join the programme, undertaking eight study days, 
co-designed with senior staff. Participants are expected to complete the national programme as well as produce a small quality 
improvement project related to clinical practice, establishing knowledge and skills in improvement methodology among 
the workforce. Projects implemented by the programme participants included patient information leaflets, development of 
educational resources for the departments or wards and patient-centred projects including implementation of technology in 
care pathways. Since 2015, 440 health professionals have completed the programme at NHS Lothian. Reflections of the staff 
are positive and formal evaluation is currently under way.67 

“ We are training our workforce in a straight-jacket educational 
system, fit for a model of the 1960s.” 
Medical Director
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Case study 3:  
Measuring positive working conditions to improve staff satisfaction and 
patient outcomes (US, Belgium, Netherlands, UK)

The Magnet Recognition Program® is an international programme for high quality nursing. Magnet Hospitals® are recognised 
for their ability to attract and retain talent, foster a collaborative culture, advance standards and practices for nursing 
and improve patient care, safety and satisfaction. Hospitals receive a recognition as Magnet Hospital® for the quality of 
patient care they provide, including evidence of nursing excellence and innovations in professional nursing practices. It was 
founded by the American Nurses Credentialing Centre (ANCC), which is an affiliate of the American Nurses Association. 
Independent research has demonstrated that Magnet hospitals have lower rates of mortality (4.6 per cent lower mortality) 
and provide patients with a better overall experience than non-Magnet hospitals.68,69 Currently, there are approximately 469 
Magnet recognised facilities worldwide. Data shows shifts in the sentiments of nurses following the recognition, indicating 
improvements in career support, involvement in hospital decision making, the quality of care being delivered and a reduction 
in the number of nurses indicating that they were planning to leave their jobs.70 In Europe, Antwerp University Hospital 
Belgium received Magnet accreditation in October 2017, following an eight-year process focussing on nurse-sensitive patient 
outcomes, aligning processes and redesigning pathways.71,72 Further hospitals in Belgium, Finland, Germany, the Netherlands, 
Spain and the UK are showing interest in the Magnet Recognition Program®, including Nottingham University Hospitals and 
Oxford University Hospitals NHS Foundation Trust.73

Employee satisfaction and workforce wellbeing
Across Europe we found a growing emphasis on the importance 
of understanding the levels of staff satisfaction and identifying 
the key motivators that keep the workforce engaged, and mentally 
and physically well (Case study 3). Organisations are increasingly 
conducting staff surveys and other research that monitor staff 
(and patient) satisfaction. System leaders across the sector told 
us that they observed mixed levels of satisfaction across their 
respective organisations. However, a number of interviewees also 
reported a discrepancy between anecdotal perceptions of low 
morale and surprisingly positive findings from staff surveys. This 
in part reflects the general resilience of the workforce and the fact 
that for many it is a vocation and a job in which they take pride and 
pleasure. Indeed, responses to our survey indicate that levels of job 
satisfaction are generally high across all countries (Figure 11).

“ Treating staff outrageously, 
failing to change bad working 
conditions, is unsafe.” 
Medical Director
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In the 11 countries covered by our survey, the percentage of 
doctors that were generally or very satisfied ranged between 52 
and 81 per cent, with six countries recording satisfactions levels of 
70 per cent or higher. The highest numbers of doctors reporting 
satisfaction with their job were in Belgium, where the majority of 
hospital doctors are self-employed and operate in teams with the 
highest ratio of nurses to doctors. Doctors in Ireland showed the 
lowest likelihood of reporting satisfaction (43 per cent), with a large 
share reporting neutral feelings towards their current job (36 per 
cent). The highest numbers of those dissatisfied were recorded in 
Denmark and Finland (26 and 25 per cent). 

The percentage of nurses who were generally or very satisfied 
ranged between 64 and 84 per cent, with the highest numbers 
reporting satisfaction in Netherlands and Norway (84 and 83 
per cent). The highest numbers reporting dissatisfaction were in 
Belgium (29 percent), possibly due to the low ratio of doctors to 
nurses and lean nursing workforce, which suggest that nurses have 
a higher workload.

Figure 11. Job satisfaction of hospital doctors and nurses 

Figure 11a. Current job satisfaction of hospital doctors
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Figure 11b. Current job satisfaction of hospital nurses
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Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Survey question: “How satisfied are you with your job at the moment?”
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Factors impacting satisfaction
For the subgroup of respondents who were satisfied with their 
work, the most common reasons given were having a positive 
working environment, a high variety of work and a sense of 
accomplishment. For those who were largely dissatisfied key 
factors were heavy workload, poor management, bureaucracy  
and low pay. 

Figure 12 summarises how factors generally driving job satisfaction 
were ranked among survey respondents. Interpersonal and 
professional factors were seen as most relevant for positive job 
satisfaction, while factors around organising work, such as lack of 
time to spend with patient, shift patterns, work-life balance, and 
pay were reported to contribute most to lack of satisfaction.

“ If you train them right, and 
create the conditions to 
keep them well, you have a 
greater chance in retaining 
them, creating safer care and 
securing continuity of care.” 
Medical Director
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Figure 12. Ranking of top five factors impacting job satisfaction of hospital doctors and nurses
Top 5 factors contributing to positive satisfaction; focus is largely on interpersonal and professional factors

Top 5 factors contributing to lack of satisfaction; focus is largely around the organisation of work 
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Colour shades indicate thematic clusters: Blue = interpersonal, Grey = professional, Green = organisation of work
Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.

Note: Ranking is based on frequency of mentions per country. Survey questions: “Please select the three factors which most contribute to your satisfaction/ lack of 
satisfaction with your job.”
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Our interviews with senior leaders confirm the following themes as 
ways of improving job satisfaction among doctors and nurses:

Opportunity for professional and career development  
The availability of professional and career development was the 
most dominant response from both professions to questions 
about what drives workforce satisfaction. For doctors and 
their leaders the diversity of case mix as well as working in an 
academic or training hospital was also important; while nursing 
professionals valued job enrichment and opportunities to follow 
new career pathways. 

Team fit and culture 
Many interviewees mentioned a good team fit, positive working 
environment and support and recognition from immediate team 
members, giving employees a ‘home’ within the organisation, as 
important for staff retention and workforce wellbeing.

Vocation and ambition to provide high standard care  
All interviewees referred to the high prevalence of an intrinsic 
ambition to deliver high-quality care (Case study 4).

Flexible working patterns 
The desire to work more flexibly and to have more flexible roles 
was highlighted as having a strong impact on motivation across 
both professions.

Few of the senior executive saw pay as an isolated driver for 
attracting and retaining staff. However, many interviewees 
recognised that competition within local health economies was a 
challenge. For example, several interviewees reported attempts 
to strenghten mutual agreements between providers in the 
region not to recruit from neighbouring organisations. Moreover, 
observing changes in the wider labour market, interviewees saw 
a risk of losing talent to other industries, due to both higher pay 
and more flexible and diverse opportunities. The more innovative 
hospitals across Europe recognise this and are introducing greater 
flexibility and internal and external career opportunities: one 
director of nursing stated: “we cannot give our staff more money, 
but we can give them time to learn and develop.”

“ We can’t change some jobs, 
but we can significantly 
change the conditions and 
environments we work in.”
Chief Executive Office

Case study 4:  
‘Learning from Excellence’ improves patient safety and workforce morale 
(England)

The focus of quality improvement in patient safety has traditionally been on learning from error. Recognising the potential 
limits in efficacy and the negative impacts on staff morale, a team of clinicians at Birmingham Children’s Hospital initiated 
a movement called Learning from Excellence.74 Excellence in health care is highly prevalent across hospitals, but there is 
rarely a formal system to capture it. Following a pilot in Birmingham, the initiative today has over 150 registered members 
from around the world.75 North Middlesex Hospital Trust in London introduced Greatix, an easy to use, confidential 
excellence reporting system mirroring existing critical incident reporting systems. Greatix aims to implement a culture 
of providing private, formal, positive feedback to individuals and teams and create new opportunities for learning across 
the organisation. Staff are encouraged to report back on outstanding performance of individuals and teams. Reports are 
analysed to identify the key components that led to the success and lessons are shared with staff across the organisation to 
spread development and improve staff morale. Individuals nominated through the system receive a certificate of excellence. 
Operating within existing IT infrastructure the initiative did not require significant additional investment. Within the first year 
of implementation, uptake equalled the use of the critical incident reporting system. 100 per cent of staff surveyed reported 
an uplift in morale and in applying lessons learned in their working lives. Staff surveys show a higher satisfaction with quality 
of care and motivation when compared to similar organisations in the NHS.76
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Concerns about the workload
Most interviewees raised serious concerns about the morale of the workforce, linked to workload and working conditions. Left unaddressed, 
they feared a downward spiral in the emotional, mental and physical wellbeing of doctors and nurses. This perception was also reflected in 
the responses to our survey.

Asked about their workload today compared with five years ago, doctors in 8 out of the 11 countries in the survey responded that their 
workload had become more difficult to manage. Nurses in 10 out of the 11 countries surveyed held the same view (Figure 13a and b is 
below and overleaf).

Figure 13a. Perceptions of hospital doctors of their workload
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Figure 13. Perceptions of doctors and nurses of their workload over time (2012 to 2017)

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.

Note: Arrows indicate percentage point differences over time from 2012 to 2017.
Survey question: “How would you describe your current workload?” and “How was your workload 5 years ago?”

For doctors, the most manageable workloads appear to be in Norway, where 65 per cent of respondents found their workload ‘very easy’ 
or ‘quite easy’ to manage. Doctors in Denmark, followed by those in Switzerland, were the most concerned about their workloads, finding 
their workload ‘quite difficult’ or ‘very difficult’ to manage. At 2.5, Switzerland has the fifth lowest ratio of nurses to doctors, potentially 
resulting in more of the overall workload falling on doctors’ shoulders.77 In our survey 31 per cent of doctors in Switzerland indicated that 
increasing patient numbers were the primary causes of changes in their workload. Over the past five years, Denmark has seen the largest 
shift from ‘very easy or quite easy to manage’ towards ‘quite or very difficult to manage’ (22 percentage points), followed by Spain and the 
UK (19 and 18 per cent).

25

Time to care  | Securing a future for the hospital workforce in Europe



Figure 13. Perceptions of doctors and nurses of their workload over time (2011 to 2016) continued

Figure 13b. Perceptions of hospital nurses of their workload
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Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.

Note: Arrows indicate percentage point differences over time from 2012 to 2017.
Survey question: “How would you describe your current workload?” and “How was your workload 5 years ago?”

For nurses, workload was seen as most manageable in Finland, with 63 per cent of respondents indicating that they found their workload 
‘very or quite easy to manage’, despite Finland having the highest number of inpatient discharges per nurse (155 in 2014).78 However, 
at 1.4 in 2014 Finland also has the highest ratio of doctors to nurses amongst the countries in the survey, indicating a highly qualified skills 
mix.79 Nurses in Germany reported their workload as least manageable (78 per cent ‘quite or very difficult to manage’), also indicating 
a large shift over the past five years (31 percentage points): staff shortages and increased patient numbers were given as the primary 
reasons for their change in workload over the past five years. Nurses in the Netherlands (22 percentage points), Belgium, Finland and the 
UK also reported a large increase of workload since 2011.
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Figure 14 shows the cross-country differences in the main reasons given by survey respondents for changes in workload across Europe. 
The most notable being: 

 • increases in patient numbers (ranked highest in Switzerland, Netherlands and Belgium)

 • staff shortages (ranked highest in Spain and the UK)

 • change of job or employer (ranked highest in Norway and Belgium).

Figure 14. Factors leading to increased workload vary across Europe

Belgium Denmark Finland Germany Ireland Netherlands Norway Spain Sweden Switzerland United 
Kingdom

Increase in 
patient numbers 
or workload

22.9 12.5 22.2 20.5 3.9 10.9 7.7 9.9 13.4 27.5 12.5

Changed job or 
employer

18.8 9.4 11.1 14.5 13.7 6.3 23.1 11.1 10.4 5.0 11.5

Staff shortages 10.4 6.3 11.1 16.2 9.8 4.7 7.7 22.2 9.0 7.5 20.0

Change in role 
(same employer)

4.2 15.6 7.4 1.7 5.9 3.1 19.2 8.6 9.0 10.0 5.5

Gained more 
experience 

2.1 3.1 3.7 6.8 21.6 10.9 0.0 7.4 9.0 15.0 7.5

Changes within 
the organisation

12.5 9.4 7.4 5.1 9.8 6.3 3.8 3.7 7.5 10.0 3.5

Increased 
responsibility

4.2 6.3 7.4 3.4 2.0 14.1 3.8 4.9 4.5 5.0 6.5

Values represent percentages of responses per country sample.

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Note: Only responses selected with a 5 per cent or higher average across the total survey cohort are included in this figure.
Survey question: “If there has been a change in your workload, what is the single most important reason for that change?”

“ Whenever we discuss staff wellbeing, the issue we actually 
discuss is workload.”
Director of Policy
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An unhealthy profession?
Persistently high workloads can negatively impact the physical and 
mental wellbeing of individuals. Indeed, rates of mental disorder 
and substance abuse are disproportionally high among health 
professionals.80 Most interviewees expressed concerns about 
an increase in the level of sickness absence and a shift to mental 
health-related causes. Figure 15 shows that in 7 of the 11 countries, 
more than 50 per cent of respondents experienced that work had 
a negative impact on their physical and mental health during the 
previous 12 months. 54.2 per cent of nurses responded that work 
had a negative effect on their physical wellbeing, compared to 48 
per cent of doctors; 52.1 per cent of nurses indicated that work had 
negatively affected their mental wellbeing, compared to 51.7 per 
cent of doctors. 

“ If you do not have a healthy 
workforce, you do not stand 
any chance of getting healthy 
populations.”
Director of Policy

Figure 15. Perceptions of hospital doctors and nurses about the effect of work on their physical and mental wellbeing 

Figure 15a. Effect of work on physical health of doctors and 
nurses
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Figure 15b. Effect of work on mental health of doctors and 
nurses
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Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Survey questions: ”Over the last 12 months, has your work affected your physical/ mental health?”
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The highest proportion of respondents indicating that work had 
negatively affected their physical health was in the Netherlands 
(68 per cent) followed by Germany (63 per cent) and Belgium (62 
per cent); health professionals in Germany and the Netherlands 
together with Denmark, Sweden and Belgium also showed the 
highest numbers reporting being negatively affected in their 
mental health. 

For these countries, the results also correlate with low levels of 
employer support: 61 per cent of respondents from Belgium, 
46 per cent of respondents from the Netherlands and 41 per 
cent in Denmark reported lack of employer-provided services 
supporting physical and mental wellbeing (Figure 16). 

Figure 16. Hospital doctors and nurses report a varying level of organisational support for physical and mental wellbeing

Belgium Denmark Finland Germany Ireland Netherlands Norway Spain Sweden Switzerland United 
Kingdom

None 61.3 41.5 13.1 26.2 23.2 46.2 40.9 44.7 22.1 33.7 6.0

Gym membership 
or sports classes

12.9 29.2 29.5 37.7 14.6 23.9 18.2 16.0 11.0 45.3 28.2

Occupational 
health

17.2 10.8 44.3 5.5 40.2 5.1 16.7 6.7 43.4 3.2 62.0

Other health 
services

2.2 6.2 8.2 19.1 19.5 7.7 3.0 13.3 16.9 11.6 34.8

Other health-
related classes or 
activities

5.4 9.2 6.6 11.5 6.1 16.2 12.1 22.7 5.1 7.4 8.2

Financial 
incentives for 
maintaining 
wellbeing

0.0 0.0 3.3 3.8 2.4 6.0 9.1 0.0 5.9 3.2 0.3

Physiotherapy 1.1 4.6 4.9 1.6 0.0 2.6 0.0 3.3 1.5 2.1 1.3

Discounts for 
treatments

1.1 0.0 0.0 6.6 0.0 0.0 3.0 0.0 1.5 4.2 1.3

Childcare 0.0 0.0 0.0 0.5 0.0 0.0 0.0 0.7 0.0 0.0 0.0

Values represent percentages of responses per country sample.

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Survey question: “What services does your employer have in place to support their employees health and wellbeing?”

Age and experience can also be a factor in a person’s ability to 
cope with work stresses (Case study 5). In our survey a larger 
proportion of respondents aged over 35 reported to be negatively 
affected by work than those of younger age. The same pattern 
can be seen for those with 11 years or more experience when 
compared to those with 10 years or less. 

Denmark had the largest difference between the two experience 
groups, with longer-serving staff more negatively affected, both 
physically (12 per cent difference) and mentally (18 per cent gap).
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Caring for carers
The health care leaders we interviewed recognised the need to 
address the mental and physical wellbeing of staff, both regarding 
prevention and in supporting returning to work after long-term 
illness (Case study 5). A number of organisations admitted to an 
urgent need to improve their approach to staff wellbeing.

Where staff satisfaction and wellbeing had improved in recent 
years, this was considered to be linked to better engagement with 
staff across teams, better transparency around the objectives and 
goals of the organisation, and a visible and engaged leadership.

In addition to addressing general working conditions, our 
interviewees identified three main approaches to improving staff 
health and wellbeing:

 • the importance of an open culture

 – supporting a culture of transparency, leadership development, 
and anti-bullying 

 – downsizing and restructuring of teams to ensure a ‘home or 
sense of belonging’ for all employees

 • programmes and services directed at prevention

 – access to complementary therapies such as fitness classes, 
mindfulness, yoga, sport and social clubs 

 – counselling on nutrition and wellbeing

 – access to healthy food, break areas and green space

 • services to tackle specific problems

 – the most important service was access to psychological 
assessment, counselling and therapy, both internally and 
externally

 – support services for employees struggling with caring for 
children or family members

 – bespoke return-to-work schemes after long-term illness. 

Case study 5:  
Providing supportive working environments, a comprehensive care 
programme for sick doctors (Spain)

Doctors are at high risk of mental disorder and are also more likely to ignore, or postpone taking action with regard to their 
own health. They constitute a ‘high at risk’ group of staff.81 The Programa de Atención Integral del Médico Enfermo (PAIME) 
was founded in 1998 by the College of Physicians of Barcelona with the aim of promoting and protecting the health of medical 
professionals offering strictly confidential, professional and personal support to doctors experiencing mental health or 
substance abuse challenges.82 The programme receives funding from professional bodies, occupational health organisations 
and regional health authorities. Access is through self-referral, confidential communication from a concerned third party or 
via formal complaint against a doctor linked to concerns around an eligible condition.83 Evaluations show that the majority 
of users was aged between 51-60 years and from general medicine, with self-referral being the most common pathway into 
the programme overall. Of those referred by other pathways, older doctors are the key demographic; third party/complaint 
referrals are more common in case of substance abuse. Since its start, PAIME has helped over 3,500 doctors with mental 
health conditions. Close to 90 per cent of the doctors treated have been rehabilitated and returned to medical practice, 
reducing the loss of trained professionals significantly.84 

“ People don’t leave jobs, they leave working conditions.” 
Director of Nursing
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The importance of leadership culture and team 
collaboration
All interviewees recognised the importance of leaders at all 
levels of the organisation promoting a culture of inclusion, 
health promotion and staff wellbeing, particularly the role and 
responsibility of middle management for cascading organisational 
values to the frontline (Case study 6). The more innovative 
organisations were prepared to learn from other industries. 
Notably, a number of hospital leaders from various countries 
mentioned working with leadership academies in the airline 
industry, to better understand methodologies for improving team 
collaboration and the management of difficult patients.

Moreover, our survey found that improving management and 
organisational leadership is key to achieving staff satisfaction. 
However, many organisations stated they struggled to provide 
the right level of leadership training. One key barrier repeatedly 
mentioned was that low levels of staffing reduced the overlap 
between teams that would allow for both individual and team 
training.

Case study 6:  
Co-producing organisational design makes the workforce feel VALUED 
(Northern Ireland) 

Faced with increasing recruitment challenges the Medical & Dental Training Agency in Northern Ireland has developed a 
strategy to attract, welcome and support trainees and to encourage them to train and remain in the health and social care 
system in Northern Ireland. The strategy aims to address the main concerns that doctors in Northern Ireland report, including 
high workloads and emotional demands, irregular working hours impacting on work-life balance and importantly, a disconnect 
between trainees and management in hospitals and trusts. The agency developed the VALUED framework, recognising that the 
concerns can be more easily addressed when the following considerations are respected:

Voice is listened to

Applaud & acclaim success

Life-work balance

Up to date, high quality training

Enhanced learning opportunities

Distinctive experience.

Initiatives under the framework have been co-designed with trainees and are delivered in partnership with local hospitals. 
Findings from over 20 current initiatives show a positive impact on the satisfaction of trainees – with trainees rating training in 
Northern Ireland top in 10 out of 17 categories in comparison with the three other countries in the UK in the General Medical 
Council Trainee Survey in 2017. While overall evaluation of the programme is underway, early findings show that vacancy rates 
for trainee doctors have not increased over the last 12 months, a change to previous years. Further work is being undertaken 
by the Northern Ireland Medical and Dental Training Agency to ensure that the VALUED strategy becomes increasingly effective 
in the support of Northern Ireland trainees through collaborative work with trainees, trainers and trusts. In June 2017 and 
in support of the VALUED initiative, the Northern Ireland Medical & Dental Training Agency held an event acknowledging 
the achievements of doctors in training. The VALUED strategy feeds into the greater transformation programmes currently 
underway in Northern Ireland. 85, 86, 87

“ Getting the culture right means you can do much more with 
the money you have.” 
Director of Education
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Recruitment and retention
Most interviewees reported problems with recruitment and 
retention at least in certain specialties. Shortages were seen 
as most severe in intensive care, general medicine, paediatrics, 
operating theatre staff, radiology, psychiatry and pathology. 
Organisations reporting fewer problems stated that they felt 
“lucky” by comparison, due to advantages resulting from their 
geographical location, academic set-up and diversity of case mix. 
In general, recruitment was seen as a more critical concern than 
retention. Where increases in staff turnover was reported, this was 
attributed to: 

 • ageing of the workforce

 • concerns around the quality of leadership

 • market forces in the immediate neighbourhood of the organisation.

Leaving intentions of doctors and nurses
Our survey asked doctors and nurses whether they had considered 
changing their employment status during the past 12 months 
(Figure 17). Nurses on average showed less loyalty to their profession, 
with higher numbers reporting thoughts of leaving the profession 
and changing careers, while doctors showed a greater intention to 
reduce their hours to part-time working or to leave the country.

Figure 17. Hospital doctors and nurses show different patterns of intention to leave current employment

Nurses

Leaving my current job for employment
elsewhere in the same country

Reducing my hours to part-time 
working

Leaving the country where I currently 
practice to practice elsewhere

Leaving my profession and changing 
my career

Changing to agency or self-employed 
work

Doctors 22 2 2 30 5 10 15 20 25 30 35
Percentage of survey respondents

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Note: Survey question: “Within the last 12 months, which of the following have you thought of doing? Please select two that you have thought of the most.”
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Inter-country comparisons show that for doctors, the countries 
with the highest numbers considering leaving the country to 
practice elsewhere were Ireland, UK and Spain with values of 68, 
40 and 30 per cent, respectively; the lowest numbers were in 
Switzerland (13 per cent) Finland and Norway (both 15 per cent). 
Switzerland had the largest number of doctors reporting an 
intention to seek a new employer in the same country (51 per cent) 
followed by Denmark, Norway and Germany (48, 45 and  
43 per cent). For nurses, the highest numbers intending to seek  
a new employer in the same country were in Ireland, Germany and 
Switzerland. (43, 42 and 40 per cent); nurses in Ireland (32 per cent, 
Spain and the Netherlands (both 23 per cent) were most likely to 
consider leaving the country. 

The five main reasons for considering a move were similar for 
both professions: nurses ranked workload first, followed by pay 
and work-life balance, whereas doctors ranked work-life balance 
before workload, and pay, followed for both professions by mental 
wellbeing and lack of recognition.

Among those considering leaving their country to practice 
elsewhere, the top three countries that doctors were considering 
moving to were Australia, the USA and the UK, while for nurses it 
was Australia, Germany and France. 19 per cent of all respondents 
who said they were looking to move, did not know which country 
they would like to move to. 

“ The competition between providers is going to be decided in 
the fight for talent.” 
Medical Director
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Improving recruitment and retention
Senior leaders recognised the urgent need to improve 
the recruitment and retention of the workforce. For most 
organisations, recruitment is the bigger concern.

Initiatives directed at recruitment included:

 • driving better brand recognition through advertising, 
presentation at job fairs and social media (Case study 7)

 • reimbursing relocation costs, providing free accommodation and 
support with student debt

 • offering additional contract packages, including child care, and 
sports and wellbeing offerings

 • providing financial incentives, though most leaders reported 
mixed short-term success and little long-term effects on staff 
retention of financial incentives, while considering them a threat 
to stability in local labour markets

 • improving on-boarding and supporting early-career professionals 
through welcome packages and induction programmes.

“ It is HR who recruits, but it is 
the line manager who retains.” 
HR Director

 
Case study 7:  
#BetterWithYou – engaging staff in recruitment for hard to fill posts (England)

Aware of national shortages and geographical challenges, University Hospitals of Morecambe Bay NHS Foundation 
Trust (UHMBT), developed a new approach to the recruitment of hard to fill vacancies. This focused on capitalising on 
their greatest assets: their staff. They created three short films featuring current nurses, consultant radiologists and 
radiographers, highlighting their passion for working in the hospital and featured their unique insights on living in the local 
area. The next phase of this approach was to use visual and interactive methods via online and social media platforms. 
From ‘Twitter Takeovers’ to story inserts and tips on the local area, they built excitement about what the trust had to offer 
personally and professionally. This simple, yet original approach resulted in 148 applications for hard to fill posts within six 
weeks. Furthermore, UHMBT appointed 7 midwives, 18 registered nurses, 1 theatre practitioner, 17 medical consultants, 3 
radiographers and 1 mammographer. Following this success, UHMBT united with Health & Care Partners (a partnership of 
11 local health care organisations within the Morecambe Bay area) to expand this initiative and create a recruitment portal 
website named ‘#BetterWithYou’. This enabled the organisations to feature all of their vacancies in one place, making it easier 
for potential applicants to browse and navigate through all the roles. Ultimately, this transformed the Trust’s capability to put 
the right people in the right place, whilst reducing their reliance on expensive agency staff.88
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Wider initiatives that were seen as impacting both recruitment and 
retention, were:

Offering flexible career and job planning  
For doctors, examples include sharing roles across organisations, 
both regionally and at wider distance, to allow a more diverse 
and interesting case mix and opportunities for development. 
To overcome the limitations of career opportunities for nurses, 
organisations had trialled strategies that allow nurses to 
undertake tasks at the top of their licenses, enriching their jobs 
and increasing clinical responsibility.

Improving the opportunity and organisation of continuous 
professional development (CPD) 
A number of organisations across different countries stated 
that while they were not at liberty to offer financial incentives 
within the nationally-set salary schemes, supporting internal and 
external training (including supporting staff in Masters and PhD 
programmes) had helped improve staff satisfaction and quality of 
patient care.

Shaping a culture of transparency, open feed-back and 
participation  
Most interviewees reported ambitions to establish more 
transparency over and participation in strategic development of 
the organisation for all employees. Some of the more innovative 
organisations we talked to, reported learning from other 
industries to implement new ways of internal communication, 
including 360° feedback for the leadership and improving 
performance management (Case study 8). 

“ If we do not get flexibility 
right, competitors will win our 
staff. We can decide to lose all 
their time, or a share.” 
HR Director

 
Case study 8:  
Applying evidence-based performance management to health care (Iceland)

Following a strike by nurses in public health care institutions in Iceland in 2015, the Icelandic government offered to fund a pay-
for-performance scheme for nurses. The Icelandic Nurse’s Association accepted the offer, and a three-year project was initiated 
at Landspitali University Hospital, employing around 1,500 nurses. In close collaboration with the association, they created a 
common performance framework.

To develop the performance framework, six workshops involving nurses and nursing managers were held in the spring of 2016, 
with over 100 nurses participating. In the workshops, a combination of bottom-up (critical incident) and top-down (competency 
card-sort) approaches were used. A content analysis of the workshop output resulted in the definition of seven key factors for 
performance-based pay:

1. Professional competence and organisation 

2. Knowledge and knowledge sharing 

3. Interpersonal skills and service 

4. Attitude and flexibility 

5. Collaboration and team leadership

6. Reliability and safety 

7. Improvement and development. 

The incentive payments are paid out as annual bonuses, based on the individual’s performance score and weighted by their 
contribution in terms of time worked over the preceding eight months. A key aspect of the programme is the right of the 
individual nurse to personal feedback from their manager. In addition, the hospital implemented a 360° feedback model to 
monitor the performance of all hospital managers. The first round in 2016 included 1,000 nurses and staff surveys show that 
three quarter of nursing managers see the performance evaluation as a positive tool to motivate staff. The trial project will be 
evaluated at the end of 2018.89
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Managing the workforce
Our research shows large variations in plans for improving 
efficiencies within the existing workforce. Several interviewees saw 
a lack of talent in the HR function as a key barrier. In their view this 
problem stifles the chance of innovative solutions for managing 
relationships with employees, as well as planning and deployment 
of the workforce. 

Initiatives directed primarily at improving the management of the  
workforce were seen as having a positive effect on both recruitment  
and retention efforts. Improving reliability of rostering and schedules 
was given high priority by both medical and nursing directors.

Overcoming fragmentation of workforce planning
Few of our interviewees reported using a centralised decision-
making tool to determine numbers and types of staff employed 
(Case study 9). Responsibility for safe staffing levels most often 
remains with the leadership of individual clinical departments. 
Decisions on numbers are based on centralised budgets, pre-agreed 
ratios and the experience of individual managers. However, most 
organisations expressed a desire to be able to base decisions about 
staffing and skills mix on agreed standards across the organisation. 

Only one interviewee reported using forecast modelling for clinical 
activity. Another interviewee told us that linking staff planning to 
micro-managing the departmental budget among ward teams had 
led to greater openness for new staffing models. More innovative 
approaches included organising staffing collaboratively within 
the organisation and, in one case, in collaboration with external 
partnership organisations.

 
Case study 9:  
Reliable schedules improve patient care and increase staff satisfaction (US)

Rostering and maintaining efficient staffing schedules are crucial for saving time, reducing costs and ensuring patient safety and  
a good work-life balance for employees. In 2014 the University of Kansas Hospital undertook a partnership with Avantas, a provider 
of predictive analytics, to improve the amount of time that was being spent on scheduling, staffing and payroll functions.90  
Prior to the partnership, hospital staff were spending more than 1,500 hours across all inpatient units in a single scheduling period. 
An average of 13.4 hours per person in each four-week schedule period was spent creating an initial schedule, while post-creation 
scheduling of tasks – such as entering schedule adjustments for absences – were costing them an additional 40.3 hours.91

Once the new scheduling system was implemented it saved the hospital time and money across a number of areas, including:

 • time spent by managers spent on scheduling was reduced by more than 50 per cent, averaging 6.6 hours

 • post-creation scheduling tasks were reduced to 4.4 hours

 • total time savings per manager per schedule period added up to 61.1 hours

 • the extra hours required by core staff were reduced from 32.7 to 4.7 per cent

 • a reduction in overtime from 14.6 to 6.3 per cent. 92

Time saved through advanced scheduling, provided by predictive analytics has freed up time for University of Kansas staff to 
engage with patients and maintain better levels of work-life balance; across the hospital spending on extra hours and overtime 
services was also reduced. 

“ We get lost in siloed short-term solutions that fill the gap;  
we need to think more about restructuring the workflow.” 
HR Director
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Improving reliability of rostering
The majority of our interviewees reported struggling to ensure 
reliability and long-term predictability of schedules, which is 
key to maintaining staff satisfaction among doctors and nurses 
(Case study 10). They expressed a desire to move to cross-site 
e-rostering, and to being able to guarantee schedules 12 weeks 
in advance. Currently e-rostering is more established for the 
nursing profession, with planning on average occurring four weeks 
in advance. Nearly all interviewees reported that e-rostering 
programmes were not used to the full extent of their capability, 
and that this still placed significant burden on the time of nursing 
managers. 

Our interviewees indicated that the medical profession is even 
further behind, with most organisations using a variety of different 
programmes: for example, one organisation had as many as 
64 different systems for planning medical schedules. 

As well as having a negative impact on staff satisfaction and 
retention, the low reliability of schedules also increases the 
vulnerability of hospitals to the need for last-minute agency staff.

“ E-rostering is widely misused 
by simply digitising a paper 
process without providing 
staff with more flexibility.” 
Director of Policy

Case study 10:  
Applying a non-salary reward programme to reduce unplanned variation 
(Germany)

Aware that a lack of schedule stability across their medical and nursing workforce negatively impacted staff satisfaction while 
also creating avoidable cost for hospital managers, the Friedrich-Ebert-Hospital in Neumünster, Germany, redesigned how 
they managed unexpected /unplanned staff absences. The new approach centred on the principles of efficient staffing and 
reliable, transparent planning. In addition to more traditional methodologies of strengthening the internal staff bank and 
financial incentives for substantive staff seeking to work extra shifts, the hospital introduced a non-salary reward programme 
to support an additional contingent workforce. Stand-by staff are planned into the schedule, significantly reducing the effort to 
fill unpredicted gaps in the schedule in case of sickness. Agreeing to be on stand-by for a defined period is rewarded with a €40 
credit to a national cash card scheme, which can be used with shops and private organisations in the region, if the employee is 
not required. If the staff member is needed to fill a shift the standard rates for that particular shift apply. This non-salary-based 
reward programme has resulted in fewer employees being cold-called to fill in shifts when on leave. Staff surveys following the 
implementation of the new approach showed that 43 per cent of staff report fewer last-minute changes to their schedules, 38 per 
cent were working less overtime and 51 per cent felt empowered to manage variations in staffing at ward level. These benefits 
have resulted in improved staff satisfaction, while also helping the organisation to reduce overall overtime and agency spend.93
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Addressing cost and quality concerns around temporary 
staffing
All interviewees recognised the value of using temporary or 
agency staff effectively, while at the same time trying to reduce 
their reliance on them, yet few have succeeded in controlling their 
dependency on agency staff. This is largely due to having a number 
of hard-to-fill vacancies, as well as unpredicted changes in the 
acuity of patients. 

With the exception of Luxembourg, where agency staffing in health 
care is prohibited by law, most hospitals we visited have seen 
increases in levels of agency staffing, most commonly in areas of 
intense pressure such as accident and emergency departments 
and intensive care. Employers in the Nordic countries reported 
being actively pursued by agencies offering agency staff. Italy and 
Spain reported significantly lower reliance on agencies, due to the 
inherent culture of the clinical workforce and a regional over-supply 
of nurses. 

Temporary staff give hospitals the flexibility to address short-term 
workforce pressures and can be an attractive option for staff due 
to the flexibility and financial reward it offers. However, high levels 
of temporary staff are costly and an inefficient use of resources. 
The cost of temporary staff was a major financial concern for many 
of our interviewees. 

They were also concerned about the quality of care provided 
by temporary staff, largely due to their lack of familiarity with 
the hospital and the lack of consistency and continuity of care. 
Furthermore they considered agency staff as disruptive to 
permanent teams as they can destabilise team dynamics. However, 
when faced with decisions impacting revenue, such as closing of 
operating theatres or intensive care beds, bringing in temporary 
staff was seen as a necessary compromise.

Where hospitals had been successful in reducing their dependency 
on agency staff, this has been achieved by building, sustaining 
and optimising the use of the internal permanent and flexible 
workforce. Health care leaders in a number of countries mentioned 
the need to provide employees with a ‘sense of belonging’, good 
team fit and clear lines of management to improve motivation and 
secure the wellbeing of their workforce while ensuring enough 
flexibility to manage variations in the workload. Some hospitals 
reported successes in addressing the challenge by introducing 
new forms of collaboration within and between hospitals in the 
same geographical area, including establishing a flexible team in a 
centrally-managed bank (Case study 11).

 
Case study 11:  
A flexible team to answer flexible needs (Belgium)

The University Hospital of Brussels (UZB) established a flexible team of some 44 full-time equivalent nurses, midwives and care 
assistants operating across the entire hospital. Significant clinical experience is a key requirement to become part of the team, 
as well as good knowledge of the various departments of the hospital (minimum of three years employment at UZB). Nurses 
are incentivised to apply by the opportunity of more flexible working patterns and the opportunity to develop their skills across 
different clinical specialties, without losing the experience of working within a defined team. The deployment of the flexible team 
is based on daily, real-time, data-driven workload forecasts, using electronic patient and e-rostering data, including patient acuity, 
to match demand to staff skills and experience. The approach has helped to reduce dependency on agency staffing and improved 
workforce satisfaction. The hospital has been repeatedly voted to be among the best employers in Belgium.94

“ There is a need to recruit and organise flexible staff 
purposefully, with the right support programme in place.”
Director of Nursing

37

Time to care  | Securing a future for the hospital workforce in Europe



In England, NHS annual expenditure on agency staffing increased 
from £2.2 billion in 2009-10 to £3.7 billion in 2015-16. Agency staff 
tend to be relatively more expensive – for example, in 2015 agency 
nurses cost, on average, an estimated £39 per hour, compared with 
£27 per hour for bank nurses. In October 2015, the Secretary of 
State for Health announced mandatory caps on how much hospitals 
can pay per shift to help control spending on agency staff and 
set targets for individual hospitals to reduce overall spending.95 In 
2016-17, agency spending decreased by £700 million to around £3 
billion. Applying caps on hourly rates and use of mandatory pricing 
frameworks, has had the greatest effect in agency nursing. 

Hospitals have now being set the target of making further cuts in 
agency and temporary staffing costs in 2017-18, of which around 
£150 million should come from reduction in medical locum 
expenditure.96 A number of innovative approaches for reducing 
reliance on medical locums have now been introduced (Case study 12). 

Case study 12:  
Using innovative digital technologies helps improve quality and reliability of 
temporary staff (England)

Chelsea and Westminster Hospital in London is collaborating with LocumTap to use their innovative technology to improve the 
management of medical locums. LocumTap is a digital platform that aims to solve administrative barriers of temporary staffing. 
The platform uses a mobile app that enables locum shift matching for clinicians and a cloud-based portal that enables staff bank 
administrators to coordinate recruitment, manage vacancies, process payments and report data. 

Replacing the traditional bank management of doctors by LocumTap resulted in:

 • facilitating the recruitment of more than 300 doctors into the staff bank

 • app-based booking of over 15,000 hours of locum work within the first 3 months

 • increasing utilisation rate of the staff bank from 35 per cent to 90 per cent 

 • improving long-term planning, as 84 per cent of shifts were booked more than four weeks in advance, reducing the need to 
escalate rates for late bookings or rely on agency clinicians.

Projected annual cost savings for the hospital of more than £500,000 result from reduction of agency spent, as well as improved 
transparency and quality of workforce planning. The hospital is planning to roll out the solution for other clinical staff groups.97

Facing challenges of international recruitment
Among our interviewees, there is a growing recognition that 
the global market for talent is shrinking, and that international 
recruitment is not sustainable in the long term. Some hospitals are 
instead focusing on identifying individuals with a background of 
medical and nursing qualifications acquired abroad who already 
are living in the local community and helping those individuals 
meet the necessary language and professional qualifications 
needed to obtain full registration with the national regulators.

However, most interviewees also recognised the need to guarantee 
some flow of professionals between countries, to benefit from 
international learning and knowledge exchange. Respondents in 
smaller countries such as Luxembourg and Iceland highlighted 
a high dependency on international collaboration to ensure 
that they have enough professionals with the skills for complex 
patient care. Our survey respondents, although working in one of 
the 11 countries covered in our survey, had obtained their initial 
professional qualification from a total of 49 different countries, 
with France, the Philippines, Greece and the US being the most 
common country of training outside of the countries included in 
the survey.“Europe is bled dry.” 

Medical Director, speaking about international recruitment
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New models of care
Across all countries, when asked to consider the one thing they would change if they could, most respondents recognised the need to 
reorganise work collaboratively (Case study 13). Most also indicated a need to improve their HR function including new models of training 
and recruitment across local health economies. Few saw increasing staff numbers as the only solution.

While most senior leaders would welcome the opportunity to work with new models of care, integrating care across professions and 
sectors, few reported engaging successfully at scale with external partners. A common theme was the need to raise public understanding 
of the role and responsibilities of the hospital workforce. In particular in Germany, the UK and Ireland, senior leaders expressed concerns 
about the far-reaching impact of constant negative reporting of health care issues in the media. 

Case study 13:  
Reorganising hospital care – beds belong to patients not to professionals 
(Denmark)

Odense University Hospital in Denmark is currently constructing a new 837 bed, 250,000 m2 facility designed to put the patient 
at the centre of care pathways. The hospital aims to achieve this by locating clinical specialties in geographic proximity in the new 
hospital. For example, interdepartmental collaboration between geriatric medicine and orthopaedics, enable a more cohesive 
relationship between these two departments that are highly dependent on each other’s expertise to achieve optimal patient 
outcomes. Operating rooms are not allocated to defined clinical specialties but will be used by multiple departments, thereby 
maximising resource capacity. To realise the ambition the current project phase includes a strong focus on inter-professional 
and cross-specialty planning to co-design governance frameworks around resource utilisation. The project is further supported 
by the Centre for Innovative Medical Technology (CIMT), a research and innovation centre between the university hospital and 
the University of Southern Denmark, focusing on trialling academia and staff-driven technology pilots, creating a fail-fast culture 
among the clinical staff. The future hospital will be structurally linked with the University of South Denmark and will share 
resources including laboratories and auditoriums. The new facility is expected to cost €950 million and be completed in 2022.98

“ We need to balance a system of multiple moving parts;  
our responses need to be able to all move together.” 
Director of Policy
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Securing the future of the hospital 
workforce

Demographic and economic changes, increased patient 
expectations and advanced digital and cognitive technologies will 
disrupt the future of work in health care.99 Patients with complex 
and acute inpatient needs, will be treated in ‘smart’, digitally-
enabled hospitals, with hospitals optimising clinical roles and the 
use of cognitive technologies to deliver more seamless, integrated 
care designed around patient needs. Managers will be able to 
access real-time data, improving their understanding of patient 
flows and patient acuity, increasing the efficiency of workforce 
planning. Robotic Process Automation (RPA), Cognitive Analytics 
(CA), Virtual Reality (VR) and Artificial Intelligence (AI) will enable 
hospital staff to initiate and coordinate concurrent activities, 
automate many back-office services, and resolve workflow 
pain points, thereby allowing professionals to spend more time 
providing care and less time documenting it.100

While the technology to implement this vision of the future hospital 
workforce is available today, many hospitals are caught in the 
pressures of the ‘here and now’ and devote little time, energy or 
funding to planning for new ways of working. While there is an 
increasing number of hospitals around the world using hospital-
wide IT systems to manage the entire continuum of care, they 
amount to less than five per cent of the total. This section of the 
report considers the views the hospital executives and staff across 
Europe about digitisation and the disruptive potential of the future 
of work.101

Digitisation and the adoption of technology 
All our interviewees reported an increasing engagement with 
digital strategies and efforts to implement digital solutions into the 
day-to-day working lives of hospital managers, doctors and nurses. 
To date, the implementation of technology has progressed most in 
back-office and administrative functions, with much lower levels of 
use to by frontline staff in their daily work. 

Our survey showed the highest numbers of health professionals 
indicating use of technology in Finland, followed by Norway and 
Sweden. The lowest reported use of technology was in Ireland, 
Denmark and Germany (Figure 18).

“ IT can facilitate communication and can 
be a win for the workforce. However, 
staff needs help to learn and technology 
cannot be the end in itself. Nobody is 
going to be energised by working mostly 
on the screen.” 
Director of Policy

“ There are so many broken angles that would be easy to fix,  
if only all stakeholders would come together.” 
HR Director
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Figure 18. Hospital doctors and nurses report a variation of current use of technologies in patient care

Belgium Denmark Finland Germany Ireland Netherlands Norway Spain Sweden Switzerland United 
Kingdom

Electronic health 
record

83.9 92.3 69.7 59.6 57.3 95.7 93.9 66.7 93.4 82.1 67.4

E-prescribing 51.6 50.8 91.8 29.0 2.4 50.4 51.5 50.0 67.6 56.8 38.6

Point-of-care 
diagnostics

47.3 10.8 36.1 31.1 35.4 53.0 36.4 42.0 36.8 31.6 42.4

E-rostering 19.4 9.2 23.0 57.4 22.0 41.9 57.6 26.7 32.4 51.6 43.7

Remote vital sign 
monitoring

26.9 18.5 39.3 35.0 26.8 21.4 39.4 43.3 31.6 30.5 41.5

Wearables 30.1 35.4 23.0 3.3 13.4 24.8 53.0 25.3 33.8 24.2 17.7

Patient apps 17.2 21.5 34.4 10.4 13.4 29.1 9.1 20.7 16.2 10.5 25.3

Remote 
consultations

7.5 4.6 34.4 32.2 8.5 10.3 6.1 20.0 34.6 33.7 8.9

Automated drug 
dispense

12.9 6.2 9.8 6.0 13.4 17.9 9.1 20.7 12.5 5.3 14.2

Values represent percentages of responses per country sample.

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Note: Only responses with a 10 per cent or higher average across the total survey cohort are included in this figure.
Survey question: “Which of the following technologies do you currently use in support of patient care? Select all that apply”

Both our interviews and our survey found that electronic health 
records (EHR) are the most widely-used technology, and all 
organisations we interviewed are in the process of implementing 
EHRs. However, most interviewees said that they were yet to 
operate their respective model at full capacity. Since 2005, the 
Healthcare Information and Management System Society (HIMSS) 
Adoption Model of Electronic Medical Records (EMRAM) has been 
measuring the adoption and utilisation of Health IT and the extent 
of digital capabilities. Its measuring system comprises eight stages, 
ranging from 0 (very limited digitisation) to 7 (awarded to hospitals 
that can demonstrate significant, sustainable improvement in 
patient outcomes and financial returns, and are virtually paperless). 

By 2017, in the US five per cent of hospitals (334) were at Stage 
7, with 70 per cent at Stage 5 or above. In Europe, some 2,500 
hospitals have been assessed, but by November 2017 only three 
in the EU were at Stage 7 (one each in Spain, Turkey and the 
Netherlands) and 50 had been assessed as at Stage 6; Belgium 
(2), Germany (1), Ireland (1), Italy (4), Netherlands (3), Portugal (1) 
Slovenia (1), Spain (9), Switzerland (1), Turkey (22) and the UK (4).102

A number of executives expressed concern over the failure to 
realise the full benefits of EHR which they thought were due largely 
to poor usability of the systems, a failure to adapt underlying 
systems and processes, and concerns around reliability. Lack of 
funding to support system change and implementation was also 
highlighted as a barrier. As one interviewee put it: “IT change is first 
and foremost behavioural change”, which requires training and 
support for staff.
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Integration of new technologies
Among survey respondents new, emerging technologies such as 
AI and robotics were hardly mentioned as being in current use; 
only 7.3 per cent were aware of the use of robotics, 3.2 per cent 
virtual reality and 1.1 per cent AI. Finland emerged as the highest 
user of new technology, reporting a higher-than-average use of 
these three technologies (14.8 per cent, 8.2 per cent and 1.6 per 
cent respectively) (Figure 19). 

“ It is a change – a revolution 
indeed – going on across all 
of society. So we better move 
along with it.“ 
Chief Innovation Officer
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Figure 19. European hospital doctors and nurses expectations of what technologies help to improve efficiency of patient care.

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.

Note: Responses for doctors and nurses are averages taken from across each respective cohort.
Survey question: “Which of the following technologies do you think are helping to improve the efficiency of patient care? Please select all that apply?”
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Despite the potential for technology to disrupt methods of delivering health care services, there is some variation in opinion about its 
usefulness in improving efficiency in patient care. EHRs were expected to be the most useful application of IT, but there also were cross-
country differences of opinion: 82 per cent of survey respondents in Finland thought that EHRs provided efficiencies in patient care, 
whereas only 53 per cent in Belgium said the same. These differences may be a reflection of the vast array of EHR software available on 
the market and variations in its functionality and usability. Emerging technologies such as virtual reality and AI were least named when 
professionals considered a technology’s potential for improving efficiency in patient care (11 per cent and 2 per cent of respondents 
respectively), probably reflecting the low current levels of exposure to emerging technologies.

 
Case study 14: 
Embedding technology in frontline care: back-up for heavy lifters (Japan)

Robotics are already revolutionising many aspects of health care, from surgery to the automated delivery of materials and 
collection of goods around hospitals.103 However, their impact on the day-to-day working lives of hospital doctors and nurses 
is limited. Providing care for sick patients is a hands-on job that requires both physical and mental stamina. Repeated lifting 
and moving of patients is a main reason for staff health and safety incidents and sickness absences, including early retirement. 
Panasonic has created a nursing care bed that is able to transform into a wheelchair to help assist in the care of the elderly. 
The product has acquired ISO 13482 certification, which is the international standard for safety requirements for personal care 
robots.104 The technology could prove useful for hospital nurses, making a difficult job easier to perform. During our interviews, 
organisations in the Netherlands and Germany expressed interest in trialling robots that assist care activities and increase staff 
and patient safety.

The impact of new technologies on workload
Doctors and nurses respondents showed different expectations 
about the potential of technology to improve working conditions, 
with nurses more receptive, scoring their usefulness higher in 9 
out of the 14 categories shown in Figure 19. This was also reflected 
in our interviews, with nursing directors showing a greater 
interest in integrating new technology into daily care, including 
robots for handling patients (Case study 14). Doctors considered 
e-prescribing, point-of-care diagnostics, remote consultations and 
voice recognition for clinical documentation as most useful for 
improving efficiency in patient care. 

“ Patterns of activity and 
productivity will change due 
to technology.” 
Director of Policy
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Case study 15: 
Implementing new technologies to better manage workload (US, UK)

The John Hopkins Hospital in Baltimore has developed a state-of-the-art hospital control centre in association with GE (General 
Electric). The Capacity Command Center uses the latest in systems engineering, predictive analytics and innovative problem-
solving to manage patient safety, volume, and the movement of patients in and out of the hospital more effectively, improving 
access to services. The Command Center provides staff with real-time and predictive information, helping them prevent and 
resolve bottlenecks, reduce patient waiting times, coordinate services and reduce risk. Real-time information is available 24/7 
alerting staff to: the numbers of patients coming into the hospital; which hospital units need additional staff members; the 
health status of patients; the need for and availability of beds across the hospital; priority admissions and discharges; and other 
information essential for ensuring high-quality patient care.105

Early results of the implementation of Capacity Command Center demonstrates that there has been:

 • a 60 per cent improvement in the ability of the hospital to accept patients with complex medical conditions from other 
hospitals around the region and country

 • the critical care team dispatched 63 minutes sooner to pick up patients from outside hospitals

 • patients assigned a bed 30 per cent faster after decision to admit from the emergency department

 • patients transferred 26 per cent faster after they are assigned a bed

 • transfer delays from the operating room after a procedure, reduced by 70 percent

 • 21 per cent more patients discharged before noon, compared to previous years.106

“ Technology implementation is service redesign, with the 
patients at the heart.” 

HR Director
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Figure 20 above, shows similar levels of satisfaction among 
hospital doctors and nurses with the support and training for 
technology implementation. Survey respondents’ views of their 
hospital’s level of preparedness to adopt technology ranked Spain 
as best prepared: 58 per cent of Spanish doctors and nurses 
believed that their organisation was reasonably or well prepared 
to support the implementation of technology, followed by Finland 
(51 per cent) and the UK (49 per cent). Norwegian doctors and 
nurses scored highest in believing that their organisation was ill-
prepared (53 per cent), followed by Ireland and Denmark (45 and 
42 per cent). At an individual level, hospital doctors and nurses in 
Spain also felt best prepared for new technologies (70 per cent), 
followed by Sweden (65 per cent) and Switzerland (59 per cent). 
Doctors and nurses in Ireland (52 percent ) and Finland showed 
highest rating of feeling ill-prepared (51 per cent), despite the 
reported high use of technology in Finland; followed by Belgium  
(47 per cent).

Most interviewees stated that they were less concerned about 
their younger workforce given they comprised an increasing 
proportion of digital natives. However, few hospitals had 
structured and certified programmes to upskill staff to improve 
digital literacy. The more innovative organisations, especially in 
Spain, reported having a mix of in-house and external mandatory 
and optional training in place, using both online and class-based 
methods. In some cases these included structured exchanges 
with other facilities and organisations, to accelerate learning and 
adoption. Some organisations also had dedicated teams in their 
HR functions to drive training and implementation of technology 
across all professions. The majority of organisations reported use 
of ‘digital champions’, to cascade adoption and implementation 
of new technologies down through their organisation. However, 
most reported some problems in monitoring skills and capabilities 
among staff, and a failure to engage with staff to co-design 
technological solutions. 

Realising the benefits of technology depends on successful implementation, together with staff training and digital literacy. Our research 
found wide variations in the level of organisational preparedness to develop the digital skills of the workforce (Figure 20).
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Figure 20. Views of hospital doctors and nurses on organisational and individual preparedness to engage with technology 
in health care

Views on organisational preparedness
Very well and reasonably well prepared

Individual preparedness
Adequately trained or tech expert

Average satisfaction levels with the training and support from their organisation to 
integrate new technologies into their daily work

Source: Deloitte research and analysis based on a crowdsourced survey commissioned from Streetbees, 2017.
Survey questions: “How well do you think your organisation is prepared to adapt the necessary technology to make your work easier? How well do you feel trained to use new technologies
 in your daily work? How satisfied are you with the level of training and support you get from your organisation to help you integrate new technologies into your daily work?
Values are taken from combined average results for “very and generally satisfied” and “generally and not at all satisfied”. Neutral results are omitted from this analysis.
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The future of work
Adapting to the future of work will require task shifting and task reorganisations.107 As with other industries, future jobs in health care will 
be hybrid jobs, requiring a high degree of human skills and digital literacy.108 

The current level of staff shortages is an opportunity to utilise new technologies and create new role definitions that enable clinical 
professionals to work at the top of their license, and to recruit different types of skills that will be needed in the future.109 

Strategic thinking and the of use intelligent staff recruitment and management solutions
Putting the right policies in place for co-designing the workforce of the future is pivotal. This will require investing in the right talent for 
recruitment and leadership, with HR playing a more strategic role:

“ Technology can help us decide how we use the most expensive 
time of our workforce.”
Medical Director

“ Things are now moving faster and faster. We also need to 
adapt how we care for patients faster.” 
Director of Nursing

 
Rethinking the organisation 
of the hospital workforce

Realise flexibility by 
controlling the optimal 
mix of bank, agency and 
substantive workforce

Turn back the clock on skills 
dilution and get the skills 
mix right

Understand division of 
labour between human and 
digital staff

 
Redesigning recruitment and  
performance management

Realise efficiencies through 
use of CA, RPA and cloud-
based capabilities to filter 
resumes and profiles

Learn from other industries 
and adapt available tools to 
increase team fit and allow 
competency-based staffing

Support performance 
management using IoT, radio- 
frequency identification and 
CA, tracking staff activity

 
Smartening up workforce 
management

Extend use of e-rostering 
programmes, allowing 
for flexible and adaptable 
schedules to allow 
integration of gig economy 
workforce

Use CA for demand-led 
scheduling and deployment, 
including the use of real-time 
evidence for acuity-based 
staffing

Integrate CA and RPA to 
manage salaries and benefits

 
Nurturing collaboration 
and quality of care

Establish VR and online-
based CPD opportunities 

Promote culture of fail-
fast mentality, driving 
adoption of technology, 
remote collaboration and 
communication

Encourage staff to use video 
meetings, screen-sharing 
and live chats

Embrace staff-driven 
problem-solving initiatives, 
prototyping, pilots and 
innovation sprints
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Co-designing a vision for the future workforce
There is an urgent need for an open public debate about what we can realistically expect from health services, and a need to develop 
a shared vision of the role of health professionals in those services. This includes addressing funding and infrastructural constraints and 
other difficult trade-offs.

Addressing future challenges of matching supply to increasing demand, improving workforce planning, education and deployment is 
a shared responsibility. All stakeholders in the health system must come together in a dynamic, iterative process, that integrates the views 
of service users, the current workforce and their employers on the skills required in the evolving environment. New ways of working, 
augmented by new technologies such as automation and robotics, can help employers with task-shifting and role enrichment to create 
a sustainable and flexible workforce that is able to respond efficiently and effectively to service users’ needs.

National &
local governments

Determine and forecast
workforce requirements

(numbers and types of staff)

Determine frameworks and
standards for education,

recruitment, health& safety

Allocate budgets, align
incentives and funding

models

Service users
(patients & carers)

Provide real-time feedback 
on experience with staff

performance

Give input to design of training
and care delivery that

answers real need

Inform regulation and
quality control

Employers & care
provider organisations

Shape working culture and
determine working conditions

Deploy staff at the top of their license
and optimise professional development

on the job

Incorporate views of staff on what skills
they need to answer shifts in demand

and delivery of care into local
deployment and input to

training models

Professional &
regulatory bodies

Provide evidence for safe staffing,
role design and skills requirements 

Partner with academic training
institutions in design of curricula

Develop standards for
accreditation, regulation

and inspection

Academic
training institutions

Design and deliver curricula that
equip professionals to meet known

and expected needs

Engage with service users and
professional bodies to secure

flexibility of training models able
to answer to emerging

technologies and shifting
expectations

Figure 21. The shared responsibility of co-creating the health workforce of the future

Source: Deloitte research and analysis, 2017.

Direction of influence and
input in relationship between
stakeholders

Indicates control and oversight
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“ We need different people. The way we used to work is ending.”
Policy Director

Cross-functional skills

Abilities

Basic skills
Kn

ow
le

dg
e

Social skills
Perceptiveness
Coordination
Negotiation
Persuasion
Service orientation
Ethical counselling

Figure 22. Cognitive, emotional and analytical skills will be key for the health professional of the future

Content skills
Reading comprehension
Active listening
Speaking 
Mathematics
Science
Analytics

Source: Deloitte research and analysis of interviews across Europe, Deloitte, 2017. 

Note: Skills in bold italic font are seen as most relevant by senior health care leaders interviewed for this study. 
A framework from a previous Deloitte report underpinned our discussion (Talent for Survival, Deloitte, 2017)

System skills
Complex problem-solving
Decision-making

Technical skills
IT and analytics
Understanding deep
machine learning

Management skills
Team management
Time management

Knowledge
Generalist and specialist knowledge
Evidence-based medicine
Evidence-based therapy
Health economics
Public health 

Process skills
Critical thinking
Active learning
Lifelong learning strategies 

Physical skills
Psychomotor abilities
Physical abilities

Cognitive abilities
Verbal
Idea generation and 
reasoning Analytics
Memory
Perceptual and spatial
Attentiveness
Adaptability

Sensory abilities
Visual auditory and speech

Future skills
for health
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Skills requirements for future health professionals
Figure 22 summarises what our interviewees saw as key skills 
requirements for the health professional of the future.110 Health 
professionals will need to be educated in a new way, requiring new 
training models that focus on:

 • Learning to adapt to constant change  
Adaptability to change is going to be one of the key skills required 
of future care professionals, regarding new technologies, medical 
advancements and coping with changing system conditions. 
This will require equipping future professionals with the skills 
to collect, analyse, prioritise and act on information and ever-
growing amounts of data concerning patient care as well as 
system management and health economics. Establishing  
a strong competency for change will prepare individuals to  
cope with fluctuating workload patterns.

 • Building foundations for collaborative care and new 
partnerships 
Preparing individuals to collaborate across professions and 
sectors will be key to delivering value-based care. Shared 
foundational interprofessional education will help overcome 
traditional professional boundaries. This includes fostering 
interaction between clinical and digital teams to secure a 
seamless integration of innovations as they mature. 

 • Aligning education and care delivery to emerging 
technologies 
Professionals need to be educated by offering immersive 
experience in complex patient care and in applying new 
technologies. Pre-and post-graduate training in simulation 
centres and through virtual reality will enable better alignment 
with care delivery, providing professionals with the knowledge 
to engage with accelerating technological innovation. 
Understanding machine learning and ethical counselling are  
new skills that will be required in the future health care systems  
(Case study 16).

 
Case study 16:  
Training professionals of the future today (Italy)

Humanitas is a private hospital group, research centre and higher education facility operating in the north of Italy. The organisation 
invests significantly in innovation and use of cutting-edge tools and new technologies in education and medicine. In 2017 the 
university opened a new campus for its 1,200 students from 31 countries, including a new simulation hub. Humanitas University 
and Humanitas Research have also entered into a collaboration with IBM to develop and test an application of IBM Watson 
introducing cognitive computing to teaching and research, aiming to improve effectiveness of training, while also securing early 
exposure to new medical technologies for future professionals. The project involves Humanitas medical staff working closely with 
developers and researchers from Italy and the IBM Zurich Research Center. The ‘Medical Cognitive Tutor’, powered by Watson 
Developer Cloud, comprises a personalised, app-based platform that provides medical and clinical content to students and junior 
doctors based on scientific literature, de-identified information from patients, EHR data and best practice guidelines developed by 
senior doctors across the organisation. It helps students to explore complex situations, choose between different health records, 
simulate medical decisions in terms of diagnosis, medical tests and treatments, thus significantly increasing their potential 
capabilities, knowledge and skills. The system enhances the traditional senior professional-student relationship and supports 
targeted education by providing the opportunity for personalised learning and monitoring of each student’s progress.111
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“ A simple, but universal truth is that there can be no health 
without a workforce.”

Dr Marie-Paule Kieny, Assistant Director-General, WHO112

Realising the future of health care
Creating a diverse, multi-professional workforce that is 
deployed across permeable boundaries will help alleviate work 
pressures, while enriching careers for clinicians and increasing 
the attractiveness of the caring professions. This will also help 
hospitals deal with the impact of people generally living to a  
100 years, and careers that will likely extend from 40 to 60 years.

All stakeholders need to come together to collaborate in the 
redesign of regulation to enable professionals to practice at the 
optimum level of their license. Regulators will need to adapt their 
approach to accreditation to allow for a more flexible and evolving 
professional workforce. Individuals need to become adaptable to 
new career paths, with shifting roles, potentially working for several 
employers or self-employed.

Working in enriched and augmented roles
In the next five to ten years the work of highly-skilled health care 
professionals will be increasingly augmented by fit-for-purpose 
technologies, showing a well-balanced skills mix, including sharing 
tasks across different and new types of health care workers. 
Cognitive computing technologies are now able to perform many 
tasks once considered solely the domain of humans. Speech 
recognition, visual perception, sensor technology and artificial 
intelligence are all converging to produce machines that talk, see, 
read, listen, and even learn.

As our research and case examples show, some of these concepts 
are already in use. However, in 2017 most organisations in Europe 
are still struggling with basic connectivity, and most of our 
interviewees expressed the urgent need to change ways of working 
to integrate technologies into new operating models, and to 
increase penetration to improve productivity. Health care leaders 
need to address concerns about the digital literacy of professionals 
and patients, to ensure that such technologies can successfully 
supplement and extend human interaction. 

Moving towards value-based care models
Across Europe there is growing recognition of the need to adopt 
a more value-based care (VBC) approach to health care. Although 
the wide-spread adoption of VBC is currently quite low, it is 
increasing. The aim of VBC is to shift payment and reimbursement 
models from volume to agreed measures of value delivered to 
patients. The concept of value captures evidence-based clinical, 
social and economic benefits. It also has implications for the way 
that the workforce is deployed. The skills and competencies of 
health care professionals will need to expand and shift to meet 
patients needs and expectations in a value-driven care model.
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In the US, the health care system is in the midst of shifting from 
a system that pays for volume to one that pays for value.113 These 
value-based reimbursement models will create a new paradigm in 
which care is delivered by an entire coordinated care community 
sharing in the responsibility – and risk – of outcomes and costs. 
Building an outcomes-based financial model and data infrastructure 
to maximise VBC reimbursement pathways will be fundamental to 
sustainable growth in the future. With accountability and risk more 
broadly shared across the care continuum, VBC challenges health 
care providers, health systems, and health payers to change their 
traditional role in the health care ecosystem. Key to winning the 
volume-to-value shift will likely be business integration and data 
aggregation: both inside and outside an organisation, across sectors 
and across models of care. Key to the transformation is the need to 
adopt a coordinated care model, improve clinician engagement and 
alignment, and build the technology infrastructure for sophisticated 
data analytics and financial modeling. While the level of investment 
is likely to be substantial, the market shift towards VBC presents 
unprecedented opportunities for re-designing the way the 
workforce is deployed.114

Delivering value for entire populations
Like most other industries, the health care industry is on the 
edge of a step change where digital and cognitive technologies 
will reshape what has, until now, been considered the traditional 
way of operating. There is an exponential increase in the pace 
and scale with which new technologies are emerging that support 
improvements in access to care, productivity in hospitals (and 
other providers), and reduce the costs of providing care.115 Other 
industries that have deployed similar technologies have created 
value for their customers and altered consumer expectations. 
Applied to health care, these trends will lead to significant changes 
in the nature of work, as well as the nature of the health care 
workforce. Realising these ambitions and investing in a sustainable 
health workforce can help achieve the quadruple aim of health 
care, benefitting the health, social wellbeing and economic 
prosperity of the population (Figure 23).

“ Leadership means helping staff and the public to overcome 
the fear of the new.”
Director of Nursing

Source: From Triple to Quadruple Aim: Care of the Patient Requires Care of 
the Provider, Annals of Family Medicine, 2014.

Figure 23. The quadruple aim of healthcare: staff wellbeing 
is crucial to secure the future of healthcare

Patient experience

The
quadruple aim
of healthcare

Sustainable costs

Staff and carer
well-being

Population
health 
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For this report we combined qualitative research and a quantitative 
survey of hospital doctors and nurses. We used extensive literature 
reviews, analysis of national and international datasets and our 
experience working with health care providers, policymakers and 
payers in the 14 countries we include in our analysis (Belgium, 
Denmark, Finland, Germany, Iceland, Ireland, Italy, Luxembourg, 
Netherlands, Norway, Spain, Sweden, Switzerland, UK)

We combined this analysis with semi-structured interviews 
with more than 50 board-level stakeholders from hospital 
organisations, government and professional bodies in 13 countries 
(Belgium, Denmark, Germany, Iceland, Ireland, Italy, Luxembourg, 
the Netherlands, Spain, Switzerland, the UK, US and Australia). 
Interviews took place between June and October 2017 and were 
carried out in person or on the telephone in English, Dutch, 
German, Spanish, Italian and French. 

In addition, in collaboration with DeloittePixel™, we commissioned 
Streetbees to crowdsource data from hospital doctors and nurses 
across 11 countries (Belgium, Denmark, Finland, Germany, Ireland, 
the Netherlands, Norway, Spain, Sweden, Switzerland and the UK). 
A total of 554 hospital doctors and 810 hospital nurses responded 
to the survey: 

TOTAL DOCTORS TOTAL NURSES COUNTRY TOTAL

Belgium 51 42 93

Denmark 23 42 65

Finland 20 41 61

Germany 60 123 183

Ireland 28 54 82

Netherlands 48 69 117

Norway 20 46 66

Spain 47 103 150

Sweden 87 49 136

Switzerland 55 40 95

UK 115 201 316

TOTAL 554 810 1364

Using Streetbees’ geo-tagging crowdsourcing platform, we 
captured rich insights through a mix of multiple-choice and 
free-text questions, along with a number of profiling questions 
that were used to identify professional grade, type of hospital 
organisation and clinical specialty.

As part of our methodology we also developed a Country Overview 
Supplement comparing hospital services in our countries for the 
following parameters:

 • key indicators of the health system

 • set-up of the health system

 • coverage and funding

 • organisation of care across sectors

 • education of doctors and nurses

 • current reforms and status of ehealth implementation.

The country overview can be accessed through the website for  
this report on our Centre for Health Solutions website:  
www.deloitte.co.uk/centreforhealthsolutions.

Appendix 1: Methodology for  
this report

52

Time to care  | Securing a future for the hospital workforce in Europe



Endnotes

1. Health and human rights. Fact sheet N°323, WHO, 2015. See also: http://
www.who.int/mediacentre/factsheets/fs323/en/

2. Working for Health and Growth. Investing in the health workforce, High-
Level Commission on Health Employment and Economic Growth, WHO, 
2016. See also: http://www.who.int/hrh/com-heeg/reports/en/

3. Vital signs: How to delivery better healthcare across Europe, Deloitte LLP, 
2016. See also: https://www2.deloitte.com/uk/en/pages/life-sciences-and-
healthcare/articles/vital-signs.html

4. OECD Health Statistics 2017: Health expenditure and financing, OECD, 2017. 
See also: http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT#

5. Time to care: Supplement country overview, Deloitte NWE LLP, 2017. See 
also: www.deloitte.co.uk/centreforhealthsolutions

6. Final Report Summary – HEALTH PROMETHEUS (Health professional 
mobility in the European Union Study), Community Research and 
Development Information Service, 2013. See also: http://cordis.europa.eu/
result/rcn/56024_en.html

7. A Universal Truth: No Health without a workforce, Global Health Workforce 
Alliance and WHO, 2014. See also: http://www.who.int/workforcealliance/
knowledge/resources/hrhreport2013/en/

8. Grattan Institute Health, 2017. See also: https://grattan.edu.au/home/
health/

9. Commission staff working document on an Action Plan for the EU Health 
Workforce, European Commission, 2013. See also: http://eur-lex.europa.eu/
legal-content/EN/TXT/?uri=celex:52012SC0093

10. World Industry Outlook, Healthcare and Pharmaceuticals, The Economic 
Intelligence Unit, June 2017.

11. Prospects for comparing European hospitals in terms of quality and safety: 
lessons from a comparative study in five countries, International Journal for 
Quality in Health Care. See also: https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC3557961/

12. Handbook on Health workforce planning – Methodologies across EU 
countries, Joint Action Health Workforce and Forecasting, 2015. See also: 
http://healthworkforce.eu/wp-content/uploads/2015/11/150306_WP5_
D052-Handbook-on-HWF-Planning-Methodologies-across-EU-Countries_
Release-1_Final-version.pdf

13. Recruitment and Retention of the Health Workforce in Europe, European 
Commission Directorate-General for Health and Food Safety, 2015. See 
also: https://ec.europa.eu/health/workforce/key_documents/recruitment_
retention_en

14. Commission staff working document on an action plan for the EU health 
workforce. European Commission, 2012. See also: https://ec.europa.eu/
health//sites/health/files/workforce/docs/staff_working_doc_healthcare_
workforce_en.pdf

15. Interpretative Communication on Directive 2003/88/EC of the European 
Parliament and of the Council concerning certain aspects of the 
organisation of working time http://eur-lex.europa.eu/legal-content/EN/TXT/
PDF/?uri=CELEX:52017XC0524(01)&from=FR

16. Health Statistics for the Nordic Countries 2016, Nordic Medico-Statistical 
Committee, 2016. See also: http://norden.diva-portal.org/smash/get/
diva2:1034907/FULLTEXT04.pdf

17. Handbook on Health workforce planning – Methodologies across EU 
countries, Joint Action Health Workforce and Forecasting, 2015. See also: 
http://healthworkforce.eu/wp-content/uploads/2015/11/150306_WP5_
D052-Handbook-on-HWF-Planning-Methodologies-across-EU-Countries_
Release-1_Final-version.pdf

18. Fellows, J. and Edwards, M. (2014) User Guidelines on Qualitative Methods in 
Health Workforce Planning and Forecasting. www.healthworkforce.eu

19. Fit for purpose? Workforce policy in the English NHS, The Health Foundation, 
2016. See also: http://www.health.org.uk/publication/fit-purpose

20. A strategic review of the future healthcare workforce. Informing the nursing 
workforce Centre for Workforce Intelligence, 2013. See also: https://www.
gov.uk/government/uploads/system/uploads/attachment_data/file/507509/
CfWI_strategic_review_future_nursing_workforce.pdf

21. Working Together For Health. A National Strategic Framework for Health 
Workforce Planning (Draft for Consultation), Department of Health Ireland, 
2017. See also: http://health.gov.ie/wp-content/uploads/2017/06/WFP-
Framework-Consultation-Report.pdf

22. Operational productivity and performance in English NHS acute hospitals: 
Unwarranted variations. An independent report for the Department of 
Health by Lord Carter of Coles, UK Department of Health, 2016. See also: 
https://www.gov.uk/government/uploads/system/uploads/attachment_
data/file/499229/Operational_productivity_A.pdf

23. Makroanalysis of teams and productivity in somatic specialist health 
service – A comparison of Norway, Denmark, Finland, Germany and 
Scotland [Makroanalyse av bemanning og produktivitet i somatisk 
spesialisthelsetjeneste], Deloitte AS, 2008. See also: http://www.spekter.no/
Global/Rapporter/Egne_rapporter/makroanalyse%20av%20bemanning.pdf 
[available only in Norwegian]

24. A&E Attendances and Emergency Admissions 2016-17, NHS digital, 2017. 
See also: https://www.england.nhs.uk/statistics/statistical-work-areas/
ae-waiting-times-and-activity/statistical-work-areasae-waiting-times-and-
activityae-attendances-and-emergency-admissions-2016-17/ 

25. Hospital Outpatient Activity 2015-16, NHS Digital, 2016. See also: http://
www.content.digital.nhs.uk/catalogue/PUB22596/hosp-epis-stat-outp-
summ-repo-2015-16-rep.pdf

26. Diagnostic Imaging Dataset Annual Statistical Release 2015-16, NHS England, 
2016. See also: https://www.england.nhs.uk/statistics/wp-content/uploads/
sites/2/2015/08/Annual-Statistical-Release-2015-16-DID-PDF-1.5MB.pdf

27. OECD Health Statistics 2017: Health Care Resources – Health care 
professionals, OECD, 2017. See also: http://stats.oecd.org/index.
aspx?DataSetCode=HEALTH_STAT

28. HCHS staff in NHS trusts and CCGs, NHS Digital, March 2017: See also:  
https://digital.nhs.uk/

29. Overall NHS Scotland workforce summary by staff grouping, ISD Scotland, 
2017. See also: http://www.isdscotland.org/Health-Topics/Workforce/
Publications/data-tables.asp#859

30. Community and public health medical and dental staff by grade and year, 
Stats Wales, 2017. See also: https://statswales.gov.wales/Catalogue/Health-
and-Social-Care/NHS-Staff/Medical-and-Dental-Staff/communityandpublich
ealthmedicalanddentalstaff-by-grade-year

31. OECD Health Statistics 2017: Health Care Resources – Inpatient discharges, 
OECD, 2017. See also:

32. Please see endnote 27 to 30 for data source of workforce numbers used in 
Figure 4.

33. http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STATOECD Health 
Statistics 2017: Health Care Resources – Hospital beds, OECD, 2017. See 
also: http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT

34. OECD Health Statistics 2017: Health Care Resources – Hospital beds, OECD, 
2017. See also: http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_
STAT

53

Time to care  | Securing a future for the hospital workforce in Europe



35. OECD Health Statistics 2017: Health Care Resources – Length of stay, OECD, 
2017. See also: http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_
STAT

36. In short supply: pay policy and nurse numbers – Nurse staffing: can the new 
guidelines make a difference? The Health Foundation, 2017. Available from: 
http://www.health.org.uk/publication/short-supply-pay-policy-and-nurse-
numbers

37. Health care resources, Health care staff, Eurostat, 2017: See also: http://
ec.europa.eu/eurostat/web/health/health-care/data/database?p_p_
id=NavTreeportletprod_WAR_NavTreeportletprod_INSTANCE_
Opsvz5FrUpNr&p_p_lifecycle=0&p_p_state=normal&p_p_mode=view&p_p_
col_id=column-2&p_p_col_count=1

38. Please see endnote 27 to 30 for data sources of workforce numbers used in 
Figure 5.

39. OECD Health Statistics 2017: Health Care Resources – Length of stay, OECD, 
2017. See also: http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_
STAT

40. OECD (2016), Health Workforce Policies in OECD Countries: Right Jobs, Right 
Skills, Right Places, OECD Health Policy Studies, OECD Publishing, Paris. 
http://dx.doi.org/10.1787/9789264239517-en

41. The Joint Action on European Health Workforce Planning and Forecasting 
supported by the EU Commission under the Health Programme. See also: 
http://healthworkforce.eu/ 

42. RN4CAST, nurse forecasting in Europe, 2017. See also: http://www.rn4cast.
eu/

43. Report of the Irish RN4CAST Study 2009-2011: A nursing workforce under 
strain, Scott et.al., RN4CAST, 2013. See also: http://doras.dcu.ie/19344/

44. Interim Report and Recommendations by the Taskforce on Staffing and 
Skill Mix for Nursing on a Framework for Safe Nurse Staffing and Skill Mix in 
General and Specialist Medical and Surgical Care Settings in Adult Hospitals 
in Ireland February 2016, Department of Health, 2016. See also: http://
health.gov.ie/blog/publications/interim-report-and-recommendations-by-
the-taskforce-on-staffing-and-skill-mix-for-nursing-on-a-framework-for-
safe-nurse-staffing-and-skill-mix-in-general-and-specialist-medical-and-
surgical-care-setti/

45. Ibid.

46. Drennan, J., Duffield, C., Griffiths, P., Scott, A, Savage, E., Hegarty, J., Murphy, 
A., Brady, N., O’Connell, S., Gilligan, D., Daly, D., Corcoran, P., Ball, J., (2016) 
Evaluation of the Pilot Implementation of the Framework for Safe Nurse 
Staffing and Skill Mix. University College Cork. Available on request currently 
from the Office of the Chief Nursing Officer, Department of Health.

47. Health Care Resources, Graduates, OECD, 2017. See also: http://stats.oecd.
org/index.aspx?DataSetCode=HEALTH_STAT

48. Medical Education in Ireland. A New Direction. Report of the Working 
Group on Undergraduate Medical Education and Training, Department 
of Education and Skills, 2006. See also: https://www.education.ie/en/
Publications/Policy-Reports/Medical-Education-in-Ireland-A-New-Direction-
Report-of-the-Working-Group-on-Undergraduate-Medical-Education-and-
Training.pdf

49. Medical school places in England from September 2018, House of 
Commons Library, 2017. See also; http://researchbriefings.parliament.uk/
ResearchBriefing/Summary/CBP-7914

50. Nursing degree applicants fall 23% in wake of bursary loss, Nursing Times, 
2017. See also: https://www.nursingtimes.net/news/education/nursing-
degree-applicants-fall-23-in-wake-of-bursary-loss/7015313.article

51. Recruitment and Retention of the Health Workforce in Europe, European 
Commission Directorate-General for Health and Food Safety, 2015. See 
also: https://ec.europa.eu/health/workforce/key_documents/recruitment_
retention_en

52. The cost of training a doctor, Full Fact UK, 2016. See also: https://fullfact.org/
health/cost-training-doctor/

53. [How much does government spend on medical education?] Was kostet das 
Medizinstudium den deutschen Staat? DEA Deutsche Eliteakademie, 2016. 
See also: http://www.deutsche-eliteakademie.de/load.php?name=News&fil
e=article&sid=234 [available only in German]

54. The EU exodus: When doctors and nurses follow the money, Politico, 2017. 
See also: https://www.politico.eu/article/doctors-nurses-migration-health-
care-crisis-workers-follow-the-money-european-commission-data/

55. Final Report Summary – HEALTH PROMETHEUS (Health professional 
mobility in the European Union study), Community Research and 
Development Information Service, 2013. See also: http://cordis.europa.eu/
result/rcn/56024_en.html

56. OECD Health Statistics 2017: Health Workforce Migration, OECD, 2017. See 
also: http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT

57. OECD Health Statistics 2017: Health Care Resources – Remuneration of 
health professionals, OECD, 2017. See also: http://stats.oecd.org/index.
aspx?DataSetCode=HEALTH_STAT

58. OECD (2016), Health Workforce Policies in OECD Countries: Right Jobs, Right 
Skills, Right Places, OECD Health Policy Studies, OECD Publishing, Paris. http://
dx.doi.org/10.1787/9789264239517-en

59. WHO Working for health and growth. See also: http://www.who.int/hrh/
com-heeg/reports/en/

60. International Migration Outlook 2015, Changing patterns in the international 
migration of doctors and nurses to OECD countries, OECD, 2015. See also: 
http://dx.doi.org/10.1787/migr_outlook-2015-6-en

61. Strategic Plan 2016-2020, Directorate General Health & Food Safety, 
European Commission, 2016. See also: https://ec.europa.eu/info/
publications/strategic-plan-2016-2020-health-and-food-safety_en

62. Global strategy on human resources for health: Workforce 2030, WHO, 
2016. See also: http://who.int/hrh/resources/pub_globstrathrh-2030/en/

63. Managing health workforce migration – The Global Code of Practice, WHO, 
2010. See also: http://www.who.int/hrh/migration/code/practice/en/

64. The Code of Practice and its enduring relevant in Europe and Eastern and 
Southern Africa, Human Resources for Health, 2016. See also: https://
human-resources-health.biomedcentral.com/track/pdf/10.1186/s12960-
016-0122-y?site=human-resources-health.biomedcentral.com

65. Time to care: Supplement country overview, Deloitte NWE LLP, 2017. See 
also: www.deloitte.co.uk/centreforhealthsolutions

66. Flying start NHS: Developing confident, capable health practitioners, NHS 
Scotland, 2017. See also: http://www.flyingstart.scot.nhs.uk/

67. Deloitte Centre for Health Solutions research and interviews, 2017.

68. Magnet Recognition Program Overview, American Nurses Credentialing 
Center, 2017. See also: http://www.nursecredentialing.org/Magnet/
ProgramOverview

69. Hospitals Known for Nursing Excellence Associated with Better Hospital 
Experience for Patients, Stimpfel et.al., Health Services Research, 2016.  
See also: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4874824/

54

Time to care  | Securing a future for the hospital workforce in Europe



70. Transformative impact of Magnet designation: England case study, 
Journal of Clinical Nursing, 2008. See also: https://www.ncbi.nlm.nih.gov/
pubmed/26056204

71. Staff Nurses’ Perceptions and Experiences abut Structural Empowerment: A 
Qualitative Phenomenological Study, PL0S One, 2016. See also: doi:10.1371/
journal.pone.0152654 

72. The Productive Ward ProgramTM: A longitudinal Multilevel Study of 
Nurse Perceived Practice Environment, Burnout, and Nurse-Reported 
Quality of Care and Job Outcomes, van Bogaert, P. at al., The Journal 
of Nursing Administration, 2014. See also: https://insights.ovid.com/
pubmed?pmid=25148399

73. Magnet Recognition Programme progress report and forward plan, Oxford 
University Hospitals NHS, 2017. See also:http://www.ouh.nhs.uk/about/
trust-board/2017/march/documents/TB2017.36-magnet-recognition-
programme.pdf

74. Learning from excellence – A call to learn from what goes well in healthcare, 
Adrian Plunkett, 2017. See also: http://learningfromexcellence.com/

75. Learning from excellence in healthcare: a new approach to incident 
reporting, Archives of Disease in Childhood, 2016. See also: http://adc.bmj.
com/content/101/9/788

76. Centre for Health Solutions research, 2017.

77. OECD Health Statistics 2017: Health Care Resources, OECD, 2017. See also: 
http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT

78. Ibid

79. Ibid

80. Doctors and mental health, British Medical Journal Careers, 2011. See also: 
http://careers.bmj.com/careers/advice/view-article.html?id=20002383

81. [Who takes care of doctors’ health?] Quién cuida de la salud del médico? 
Arteman Jané, A. et al in Medicina Gaditana, 2015 [available only in Spanish

82. Fundación para la Protección Social de la OMC, PAIME, 2015. See also: http://
www.fphomc.es/paime_fott [available only in Spanish]

83. Fundación Patronato de Huérfanos y Protección Social de Médicos Príncipe 
de Asturias Fundación para la Protección Social de la OMC, PAIME, 2015. See 
also http://www.fphomc.es/sites/default/files/manual_paime_2015/index.
html#2 [available only in Spanish]

84. Recruitment and Retention of the Health Workforce in Europe, European 
Commission, 2015. See also: http://ec.europa.eu/chafea/documents/
health/2015_healthworkforce_recruitment_retention_annex5_en.pdf

85. VALUED, Northern Ireland Medical & Dentistry Agency, 2017. See also: 
http://www.nimdta.gov.uk/professional-support/valued/

86. Annual Education Excellence Day, Northern Ireland Medical and Dental 
Training Agency, 2017. See also: http://www.nimdta.gov.uk/annual-
educational-excellence-day/

87. Transformation Programme, Department of Health, 2016: See also: https://
www.health-ni.gov.uk/topics/health-policy/transformation-programme

88. Better with you, Bay Health and Care Partners, 2017. See also: http://
betterwithyou.co.uk/about-us/

89. Deloitte Centre for Health Solutions research and interviews, 2017.

90. Client Stories, Avantas, 2017. See also: http://avantas.com/university-of-
kansas-hospital/

91. Predictive analytics delivers time back to managers to focus on 
patient care, Becker’s Hospital Review, 2017. See also: https://www.
beckershospitalreview.com/healthcare-information-technology/predictive-
analytics-delivers-time-back-to-managers-to-focus-on-patient-care.html

92. Predictive analytics delivers time back to managers to focus on 
patient care, Becker’s Hospital Review, 2017. See also: https://www.
beckershospitalreview.com/healthcare-information-technology/predictive-
analytics-delivers-time-back-to-managers-to-focus-on-patient-care.html

93. [ A recipe for success dealing with unpredicted staffing shortages] 
Erfolgsrezept gegen Personalausfall, Die Schwester/ Der Pfleger, 2015. See 
also: https://www.bibliomed-pflege.de/zeitschriften/die-schwester-der-
pfleger/heftarchiv/ausgabe/artikel/sp-8-2015-die-neuen-pflegenden-pflege-
dual-absolventen-in-der-praxis/27817-erfolgsrezept-gegen-personalausfall/ 
[ available only in German]

94. Deloitte Centre for Health Solutions research and interviews, 2017.

95. Managing the supply of NHS clinical staff in England. National Audit Office, 
February 2016. See also: https://www.nao.org.uk/report/managing-the-
supply-of-nhs-clinical-staff-in-england

96. Funding and efficiency, NHS England, 2017. See also: https://www.england.
nhs.uk/five-year-forward-view/next-steps-on-the-nhs-five-year-forward-
view/funding-and-efficiency

97. LocumTap. The locum app, LocumTap, 2017. See also: www.Locumtap.com

98. Introducing new OUH, Odense University Hospital, 2016. See also: http://
en.ouh.dk/introducing-new-ouh/

99. Peter Diamandis, The world in 2025: 8 predictions for the next 10 years,  
Singularity University, 2015. See also: https://singularityhub.com/2015/05/11/ 
the-world-in-2025-8-predictions-for-the-next-10-years/

100. The digital hospital of the future, Deloitte Development LLC , October 2017. 
See also: https://www2.deloitte.com/global/en/pages/life-sciences-and-
healthcare/articles/global-digital-hospital-of-the-future.html

101. Future of Work – Disruption lies ahead, Deloitte Global, 2017. See also: 
https://www2.deloitte.com/global/en/pages/human-capital/topics/future-
of-work.html

102. HIMSS Analytics, LOGIC, 2017. See also: http://www.himssanalytics.org/logic

103. The digital hospital of the future, Deloitte Development LLC , October 2017.  
See also: https://www2.deloitte.com/global/en/pages/life-sciences-
andhealthcare/articles/global-digital-hospital-of-the-future.html

104. No More Power Barriers with Panasonic Assist Robots, Panasonic, 2017. See 
also: http://news.panasonic.com/global/stories/2016/44969.html

105. The Johns Hopkins Hospital Launches Capacity Command Center to 
Enhance Hospital Operations, John Hopkins Medicine, 2016. See also: http://
www.hopkinsmedicine.org/news/media/releases/the_johns_hopkins_
hospital_launches_capacity_command_center_to_enhance_hospital_
operations

106. Ibid

107. The Future of Jobs, Employment, Skills and Workforce Strategy for the 
Fourth Industrial Revolution, World Economic Forum, 2016. See also: http://
reports.weforum.org/future-of-jobs-2016/

55

Time to care  | Securing a future for the hospital workforce in Europe



108. Rewriting the rules for the digital age: 2017 Deloitte Global Human Capital 
Trends, Deloitte University Press, 2017. See also: https://www2.deloitte.com/
content/dam/Deloitte/global/Documents/About-Deloitte/central-europe/
ce-global-human-capital-trends.pdf

109. The uncertain road ahead: Could technology offer hospitals relief from 
increasing margin pressures? Deloitte Development LLC, 2017. See also: 
https://www2.deloitte.com/content/dam/Deloitte/us/Documents/life-
sciences-health-care/us-lshc-hospital-financial-performance-emerging-
technologies.pdf

110.  Talent for Survival: Essential skills for humans working in the machine age, 
Deloitte LLP, 2017. See also: https://www2.deloitte.com/content/dam/
Deloitte/uk/Documents/Growth/deloitte-uk-talent-for-survival-report.pdf

111. IBM Watson: a new tutor for medical students at Hunimed, Humanitas 
University, 2016. See also: https://www.hunimed.eu/news/ibm-watson-new-
tutor-for-medical-student-at-hunimed/

112. A Universal Truth: No Health without a workforce, Global Health Workforce 
Alliance and WHO, 2014. See also: http://www.who.int/workforcealliance/
knowledge/resources/hrhreport2013/en/

113. Deloitte 2017 survey of US health system CEOs: Moving forward in an 
uncertain environment, Deloitte Development LLC, 2017. See also: https://
www2.deloitte.com/us/en/pages/life-sciences-and-health-care/articles/
health-system-ceos.html

114. Value-based care: Winning the shift from volume to value.Deloitte LLP, 2016. 
See also: https://www2.deloitte.com/us/en/pages/life-sciences-and-health-
care/articles/value-based-care-life-sciences-and-health-care-services.html

115. The future awakens: Life Sciences and Health Care Predictions 2022, 
Deloitte LLP, 2017. See also: https://www2.deloitte.com/uk/en/pages/ 
life-sciences-and-healthcare/articles/healthcare-and-life-sciences-
predictions.html

56

Time to care  | Securing a future for the hospital workforce in Europe



Notes

57

Time to care  | Securing a future for the hospital workforce in Europe



Notes

58

Time to care  | Securing a future for the hospital workforce in Europe



Notes

59

Time to care  | Securing a future for the hospital workforce in Europe



Contacts

Acknowledgements 
Pratik Avhad, Deloitte UK Centre for Health Solutions 
Annieck de Vocht, Marie Doyle, Mike Hay, Petra Kramer, Lilian ten Wolde, Rogier van Hulten, Tessa van Montfort, Deloitte North West Europe
Ibo Teuber, Deloitte Germany; Veronica Colombi, Davide Lipodio, Deloitte Italy; Brian Griffin and Oliver Furness, Deloitte Ireland; Victor Carles, Deloitte Spain;
Colleen Bordeaux, Deloitte US
Contact information 
To see more publications from the Deloitte UK Centre for Health Solutions, please visit: www.deloitte.co.uk/centreforhealthsolutions
Deloitte UK Centre for Health Solutions, Stonecutter Court, 1 Stonecutter Street, London EC4A 4TR

Authors

Karen Taylor 
Director  
Centre for Health Solutions 
+44 20 7007 3680 
kartaylor@deloitte.co.uk

Dr Mina Hinsch 
Research Manager 
Centre for Health Solutions 
+44 20 7007 0850 
mhinsch@deloitte.co.uk

Amen Sanghera 
Analyst 
Centre for Health Solutions 
+44 20 7007 4559 
asanghera@deloitte.co.uk

Global

Dr Terri Cooper 
Global Health Care Sector Leader 
+16464601080 
tecooper@deloitte.com

Stephanie Allen 
Global Public Health and  
Social Services Sector Leader 
+610293223118 
steallen@deloitte.com.au

Greg Reh 
Global Life Sciences and  
Health Care Industry Leader 
+12159777559 
grreah@deloitte.com

Contacts

Mathieu van Bergen 
North West Europe Public Sector  
Health Care Leader 
+31 882885179 
mvanbergen@deloitte.nl

Anne Massij 
Belgium Health Care Leader 
+32 28002459 
amassij@deloitte.com

Allan Kirk 
Denmark Health Care Providers Leader 
+45 40515929 
akirk@deloitte.dk

Lauri Salmivalli  
Finland Life Sciences and  
Health Care Leader 
+35 8505331434 
lauri.salmivalli@deloitte.fi 

Sebastian Krolop 
Germany Life Sciences and  
Health Care Leader 
+49 22197324331 
skrolop@deloitte.de

Signy Magnusdottir  
Iceland Life Sciences and  
Health Care Leader 
+35 45803109 
smagnusdottir@deloitte.is

Shane Mohan  
Ireland Health Care Leader 
+35 314172543 
smohan@deloitte.ie 

Guido Borsani 
Italy Health Care Leader 
+39 0283323054 
guborsani@deloitte.it

Luc Brucher 
Luxembourg Life Sciences and  
Health Care Leader 
+35 2451454704 
lbrucher@deloitte.lu 

Jan Erik Tveiten  
Norway Life Sciences and  
Health Care Leader 
+47 23279738 
jtveiten@deloitte.no

Marcos Guerra Fernandez
Spain Health Care Leader
+34 932533656 
mguerrafernandez@deloitte.es

Kim Hallenheim 
Sweden Life Sciences and  
Health Care Leader 
+46 768472211 
khallenheim@deloitte.se 

Philipp Roth 
Switzerland Health Care Leader 
+41 58 279 60 49 
phroth@deloitte.ch 

Sara Siegel 
UK Public Sector Health Partner 
+44 20 7007 7098 
sarasiegel@deloitte.co.uk 

Phil Lobb 
UK Public Sector Health Leader 
+44 20 7007 7098 
plobb@deloitte.co.uk

John Haughey
UK and NWE Life Sciences and  
Health Care Leader
+44 20 7303 7472
jhaughey@deloitte.co.uk

60

Time to care  | Securing a future for the hospital workforce in Europe





This publication has been written in general terms and we recommend that 
you obtain professional advice before acting or refraining from action on any 
of the contents of this publication. Deloitte LLP accepts no liability for any loss 
occasioned to any person acting or refraining from action as a result of any 
material in this publication.

Deloitte LLP is a limited liability partnership registered in England and Wales with 
registered number OC303675 and its registered office at 2 New Street Square, 
London EC4A 3BZ, United Kingdom.

Deloitte LLP is the United Kingdom affiliate of Deloitte NWE LLP, a member firm 
of Deloitte Touche Tohmatsu Limited, a UK private company limited by guarantee 
(“DTTL”). DTTL and each of its member firms are legally separate and independent 
entities. DTTL and Deloitte NWE LLP do not provide services to clients. 
Please see www.deloitte.com/about to learn more about our global network 
of member firms.

© 2018 Deloitte LLP. All rights reserved.

Designed and produced by The Creative Studio at Deloitte, London. J13320


