
1 
 

 
Health Education England & NHS Digital 

Independent Provider Mental Healthcare Workforce Data 
Collection (wMDS) 

8th March 2019  

Taunton Rugby Club, Hyde Lane, Taunton 

 

Health Education England (HEE), NHS Digital (NHSD) and other national bodies have over the past few months all been 
involved with discussions about the Mental Health workforce and the need for better data collection.  In the South 
West exists one of the largest number of independent, private and voluntary providers of NHS services in the country.   
 
Routinely, this workforce data from these organisations is not requested and subsequently data is not accurate.  This 
needs to be addressed as a matter of urgency as there is a need to provide a clear picture of all the Mental Healthcare 
workforce in order to plan for future expansion and retain the staff already within services. 
 
Just to add a little more context to the workshop, the following statement is essentially HEE’s original basis for holding 
this series of events, this South West one being the first of a number to be held nationally: 
 

• “The Five Year Forward View for Mental Health set out the improvements in mental health services by 2021. 
Key to delivery of this plan is an appropriately trained, recruited, retrained (where necessary) and retained 
workforce being available. To achieve the net growth in staff needed, service providers, service commissioners, 
local authorities the private and third sector will all need to work together, supported by the national Arm’s-
Length Bodies. 

 
• We would like to work with all Independent Mental Healthcare Providers to ensure that workforce data is 

available on a routine and consistent basis; collected once and used for multiple purposes and to reduce the 
burden of completing ad hoc surveys. To this end we are running a series of events to encourage your 
organisation to become involved in providing this data via the workforce Minimum Data Set (wMDS). The 
wMDS collection is a service provided by NHS Digital on behalf of the NHS and is widely used by non-NHS 
organisations, which are contractually obliged to complete it under the NHS standard contract” 

 

HEE are as a result of the above, hosting a series of events nationally with NHS Digital for Independent Mental Health 
Providers to help them ensure that their workforce data is available on a routine and consistent basis.  Commissioners 
and providers had been strongly encouraged to attend to help ensure that all non-NHS MH providers in the region are 
taking advantage of this opportunity to get the information they need to fulfil their contractual data provision 
obligations.   In essence, being the first in the series – this event also doubled up as a trial run for future sessions. 
 
The workshop introduced and opened by Nick Armitage – NHS Digital, who helped set the scenario around data and 
suppliers by laying out few basics before getting stuck in: 
 

• Who are the independent sector – not for profit &, other independent (non NHS) organisations? 
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• Private Healthcare Providers – what role do they play? 
• CIC/Social Enterprises? 
• Third Sector/Voluntary organisations 

 
Discussing these open ended questions allowed us to set out general aims for the day, which were primarily: 
 

• To add more context around the wider reasons for data and the implications of not doing so 
 

• Making a case for the importance of this data 
 

• How to support this data 
 

• Address any questions around process 
 

• To work together…!  
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Importance Of Workforce Information for mental healthcare providers, 
MH5YFV (Mental Health Five year Forward View) & Wider Context 
 
This portion of the workshop was led by Ursula James – NHS England - IAPT Programme Manager, who looked to 
encourage a little more participation from those attending.  Unfortunately, attendance on the day was below half 
those who had confirmed attendance, so whilst the numbers were a little disappointing it did allow for a more personal 
experience on the day.  On a personal note, I also found a couple of other things left me a little concerned – firstly, 
that the majority of staff there were from NHS bodies (I was the only CIC attendee), and perhaps more importantly – 
despite this national initiative being cascaded to BNSSG (I was copied in on its circulation) I didn’t recognise anyone 
from our footprint there.  Perhaps this is something to be addressed at a later date when perhaps the sessions are 
more practiced. 
 
The following slides were presented by Ursula to give a little wider context in terms of forward views, and the 
associated priorities: 
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Looking further forward, the following slides reflect the longer-term overview for mental health and the longer-term 
plan ambitions through to 2023/2024: 
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These slides together give a comprehensive overview of timelines with regard to short, mid &longer-term planning 
over the following five years and outline clearly the commitments that are being made to the Five Year Forward View 
for Mental Health.  These specific commitments will also ensure that we have the data for and can measure the 
workforce ambition outlined.  This is will be supported by: 
 

• Transitional plans 
• Operational Procedures 
• Internal implementation programmes 

 
In addition, shared planning, guidance and support will be offered to all relevant HR departments to achieve these 
commitments: 
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Stepping Forward – Workforce Planning & the Focus On Developing The Mental 
Health Workforce 
 
The workshop then moved into the next session, led by Debbie Hilde – Workforce Transformation Manager – NHS 
England.  From her organisation’s perspective she was also looking to set a little relative context around the workshop, 
the reality being that as an organisation we are facing a number of challenges that need to be balanced out against 
the following: 
 

• As a body, Heath Education England (HEE) has its own corporate objectives to achieve 
• HEE need to examine policy in very much a strategic high-level context as identified below: 

 
 

• Effective communication/interpretation of HEE core messages 
 
Arm’s length bodies such as NHSE (NHS England), NHSD (NHS Digital), HEE (Health Education England), CQC (Care 
Quality Commission), NHSI (NHS Improvement) all help to determine policy, and all key mental health deliverables will 
be derived from applying the five pillars concept as outlined in the diagram below.  What is interesting is that I saw or 
heard no mention of service user involvement in lived experience when the thoughts behind this concept and its 
application in this scenario were being discussed:   
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That’s a question I would like to take back to NHSE & NHSD, but the nature of arm’s length influence means that if 
anything this involvement should be determined at local level.  The frustration for me is that involvement becomes 
much less of a priority (for many reasons) at local level, and we will only really result in any sort of desperately needed 
cultural change when the arm’s length bodies can offer more direction, share responsibility in planning, 
implementation & follow up.  I really don’t think it’s too much to ask an advisory or influencing organisation for levels 
of local support where needed.  Of course specialist knowledge will always lie at locality levels, but this should really 
be coupled with appropriate engagement that leads to something tangible as would be identified in any systems 
implementation or change planning programme. 
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Stepping Forward, Facing Facts, Shaping Futures 
 
ESR (Electronic Staff Record) is the main system used to record the unique number assigned to any MHN Employed 
member of staff.  In addition this information is also used to identify & plan workforce numbers.  The following 
waterfall diagram shows the challenge of workforce supply within the NHS. 
 

 
 
The workforce Minimum Data Set (wMDS) is based upon foundations of uniformity, reliability & security.    
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On a separate note, I raised a question that wasn’t really answered formally with regard to the challenge of capturing 
workforce supply data and how this fits with new non-core IAPT interventions that can be offered in holistic models.  
As it transpires, NHSE and NHSD have somewhat contrasting views here and this needs to be addressed.  NHSE advised 
in discussion that anything that is not core IAPT is not IAPT data, will not form part of any IAPT or mental health dataset 
- and this raises the question as to where the non-core data lives, who it actually covers (by CCG) and what will happen 
with it!   
 
NHS Digital on the other hand strategically will always state that there in the future will be possible inclusion of this 
information, and possible linking between datasets.  NHSE objections to tis are based around the current IAPT dataset 
being of very high quality – and the inherent risks of linking a dataset with much less content integrity.  This also raises 
a fundamental question about correctly managing outcomes from pathways that include core and non-core 
interventions together, only part of the picture of that journey is reflected.   
 
If nothing else, the above point shows that we need to be looking at our data horizontally across services as well as 
data captured within specified services by datasets and supporting process, rather than the two dimensional dataset 
silo approach. 
 
Benefits to be realised by independent mental healthcare providers include: 
 

• Gap analysis and understanding 
• Skills analysis and understanding 
• Intention to replace the current IAPT census 
• Published data to advise on workforce availability  
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 wMDS (workforce Minimum Data Set – What, Why, How? 
 
To understand the workforce Minimum Data Set in further detail, Nick Armitage from NHS Digital led this section of 
the workshop.  In particular providing: 

• A basic overview 
• Why there is a need to get involved 
• How is data being collected 
• Standards, guidance & quality 
• Who are we doing it with? 
• Benefits 

 
Collection of wMDS data runs in a biannual cycle (twice yearly) for non NHS independent healthcare providers.  This 
information is collected in March and September of each year and captures staff details, retention information, 
absence information and vacancies information.   This process is currently supported by NHS guidance via NHSD. 
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The primary purpose of the above slides pertaining to standards & quality are to aid and deliver a better understanding 
of the independent sector workforce, and also encourage benchmarking and quality improvement in the third sector 
– notably this already happens within the NHS. 
 
We them progressed to examine the data collection vehicle to be used for wMDS – wMDSCV or the workforce 
Minimum Data Set Collection Vehicle.  A demonstration of this system was given by Nick Armitage.  Demos of the 
tool can be viewed on request via NHSD – on the face of it a simple data entry sheet, which is constructed in such a 
way that can feed the right data to all required databases & tables automatically, in accordance with NHSD standards 
and guidance as noted already. 
 
The system is cloud based and as such is protected by the NHS N3 firewall and will always be a secure connection.  
Many of the offerings from NHS Digital now come in cloud based form.  In addition, non NHS emails can be used within 
this tool to accommodate non NHS data about workforce. 
 
The data addition process records all submissions, validates every entry, reports n any data errors that may arise and 
can provide summaries of all data added.  Its error tracing capabilities are extremely powerful.  We also have the 
option in submitting data to split particular fields – especially useful when highlighting specific workforce variances 
about a particular mental healthcare provider. 
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The wMDS Can only currently supply FTE level data for the independent sector.  It would be useful to capture this 
detail at a lower level because there is a related trend within the third sector around many roles either being shared, 
split, or not even perceived as FTE roles or a portion thereof. 
 
The validation & summary reporting function highlights errors, location of errors, nature of errors & in which files.  It 
will even email the submitter with the summary to ensure the issues have been caught & returned to the person 
adding data to the wMDS 
 

• For requests to set up accounts on the wMDSCV or general queries about the wMDS please e-mail the team 
at: workforcemds@nhs.net  

•  
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• For specific questions about the content of the wMDS, or issues with the data standards / data quality issues 
please contact Jill Clark: jill.clark8@nhs.net or: n.armitage@nhs.net  
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Outputs 
 
Official statistics on workforce published twice a year 
 
Focus on staff numbers/requirements 
 
The data environment & its outputs are dependent on particular criteria: 
 

• Organisational level reporting 
 

• Detailed notes & comments 
 

• Workforce clarity & clarity around priorities 
 

• Areas of work (detailed staff groups) 
 

• Validation & data analysis 
 

• Links to other non NHS bodies such as ONS, CQC etc.) 
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Questions & Feedback 
 
From this point we went into a working late lunch and a Q & A session in the afternoon, quite open & relaxed.  To be 
fair, the nine people in attendance were equally numbered by representatives of NHS bodies, and this actually made 
for quite a more intimate discussion.  The attendees were a broad range of staff, from third sector Operations Directors 
to CIC representatives like me.  Listed below are the question topics and the general responses given collective by the 
hosts: 
 
DARS – it was put to the team whether the Data Access Request Service provided by NHSD will add wMDS to their 
portfolio of dataset services.  Nick Armitage advised that this process was not yet in place, but the intention was to do 
so in time following all the standards NHSD set out for their datasets (which in itself is quite a complex multi-party 
process) involving approvals, standards, legal avenues and precedents to be followed, agreed & formally signed off 
before being made available as a useable set (question raised by RH) 
 
IAPT & MH-MDS – the team were questioned on whether a link was likely to be established between these two dataset 
considering that they share a number of common characteristic, fields etc., that straddle both and allow linking.  IAPT 
England are adamant that these will not be linked as it will directly affect the integrity & quality of the IAPT dataset to 
introduce a link to another dataset that for whatever reasons, is not as complete or reliable.  My view is rather than 
looking at why we shouldn’t do it – instead we should be undertaking some root cause analysis work and addressing 
the question of poor MH-MDS data where it occurs – otherwise it sort of defeats the object of capturing data beyond 
using it for KPI & performance reporting.  Data can be far more powerful if we work properly with it (question raised 
by RH) 
 
Other general queries were focused around the issues of good information governance for independent mental 
healthcare providers, implications of GDPR, Data Protection & Retention & avoiding additional data or duplicate 
collections where at all possible.  Remembering always that good data has the power to change policy…! 
 
Drilling down a little into the data required, questions were then asked about further recording granularity with regard 
to hours worked, nature of role (part time or full time), students, volunteers, trainees, peer support staff etc., - at 
present the wMDS is only based on employed or contracted staff although empty fields exists in the dataset to 
potentially capture this information.  This is a promising sign, in that we can potentially drill down to the further levels 
if we see any value or benefit in doing so. 
 
Another point that was emphasised strongly in the conclusions of the day were around recognising the importance of 
data boundaries (functional, legal, regulatory, process) and endeavouring to work with datasets and data scenarios 
accordingly.  The effort and process up front are crucially important in ensuring data supplied is fit for purpose, 
accurate and of a quality where it can be offered as a NHSD DARS service internally or externally. 
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What Can We do? 
 

 

Any other queries from the day can be directed towards Ursula (NHSE), Debbie (HEE) or Nick (NHSD) at their respective 
NHS em (can be supplied upon request). 


