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Key facts

Scale of the domestic clinical 

More than 83,000 

students accepted a place to study 

an undergraduate or postgraduate 

clinical degree (including medicine, 

nursing, midwifery and the allied health 

professions) across the UK in 2022.

£2.6 billion was spent 

on undergraduate education and 

training in 2022/23 in England, with a 

further £2.5 billion spent on 

postgraduate medicine and dentistry.

Only half of nurses, 

midwives and nursing associates (52%) 

and  

(39%) joining the UK professional registers 

were trained domestically in the latest year 

of data.

Leakiness of the domestic training pipeline
Around one in eight nursing 

(13%) and radiography (13%) students did 

not gain their intended degree between 

2014 and 2020, compared with 5% for 

physiotherapy.

Attrition was on the 
rise for nursing, physiotherapy and 

radiography in the two years before the 

Covid-19 pandemic – for radiotherapy 

it was up to one in six (17%) in 2018/19 

compared with 13% in 2016/17.

Only one in 14 nursing graduates 

(7%) do not begin their career as a nurse 

after graduating. However, around one in 

nine midwifery graduates (11%) and one 

in seven occupational therapy graduates 

(15%) do not immediately join their 

respective profession.

6,325 fewer new nurses with a UK 

nationality joined NHS hospital and 

community services in the year to March 

2022 compared with the two years before 

that (a fall of 32%).
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Early-career participation and retention in 
NHS services

 

radiographers (17%), nurses (18%), 

occupational therapists (21%) and 

physiotherapists (21%) have left NHS 

hospital and community settings within 

two years…

… this is broadly twice the level 

seen for midwives (10%), although 

some professions have more alternative 

employment opportunities than others, 

both inside the public sector (for example, 

general practice) and outside (for example, 

private practice and social care). 

The annual leaving rate from NHS hospital 

and community services 

 (leaver 

rates in the subsequent three years vary 

from 1 percentage point for nurses to 

5 percentage points for occupational 

therapists).

Medical training pipeline
Most medical students successfully 

year (which they must complete to become 

fully registered) but only 30% of those 

completing foundation training in 2021/22 

continued straight into GP or consultant 

training posts.

Fewer than  doctors 

(56%) in ‘core training’ remained (even 

community services in England eight years 

later, with half (24%) of this attrition seen 

While the data on the GP training pipeline 

are limited, we estimate that, on average, 

nearly two training posts 
are required to get 
one
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Our assessment

government. Our research, which primarily focuses on England, highlights 

leaks across the training pathway, from students dropping out of university, to 

graduates pursuing careers outside the profession they trained in and outside 

clinicians leaving the NHS early in their careers – is contributing to publicly 

is also failing to deliver value for money for the huge taxpayer investment in 

education and training. 

As ever, there is no simple solution. Financial worries are commonly cited 

as contributing to students dropping out of university but they are just 

one of a huge number of factors, including placement experience, feeling 

overwhelmed, stress and a lack of support. Improvements are needed 

and, while they will not be easy, they hold the promise of substantial and 

immediate returns – for example, increasing the proportion of graduates 

numbers starting training. 

proposals around the increased use of apprenticeships, shorter courses and 

decrease attrition and improve participation. But any gains rely on an already 

of risk, including whether, by lowering the threshold for accepting applicants 

training numbers means that even more investment from the public purse and 

the NHS is at stake.

Bold policy-making is needed. Other countries, such as Australia, Canada, 

Ireland and Wales, appear to have been more proactive than England in 
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exploring and testing policy solutions. In this report we set out a 10-point 

plan for improving the situation, including consideration of a ‘student 

loans forgiveness scheme’.  Based on previous work by London Economics, 

student debt, clearing it after 10 years of eligible employment, with the aim 

of increasing applications to study, reducing attrition during training and 

estimated cost would be somewhere in the region of £230 million for nurses, 

midwives and allied health professionals per cohort in England. A similar 

scheme or early-career loan repayment holidays for doctors and dentists in 

eligible NHS roles should also be seriously considered. We believe this would 

represent a very sound investment.
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Introduction

term, sustainable solution to meet the rising demand for health care, as well as 

which data are available, the UK has ranked around the middle for the number 

latest information on undergraduate medical and dental training in England 

suggests that acceptances for courses starting in 2022 were 13% down on the 

previous year (2021), but similar to pre-pandemic levels (2019). For nursing, 

acceptances in 2022 were similarly down on 2021 (by 10%) but above 2019 

for courses allied to medicine.1

Notes: Data are for 2022 or the latest year available. Nursing graduate numbers include 

See the source for further details on the data. 

Source: OECD.Stat
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Figure 1: Number of clinical graduates relative to the size of the population

Nursing graduates 
per 50,000 population

Midwifery graduates 
per 1,000,000 population

Medical graduates 
per 200,000 population

1
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While the intentions are good – the 2019 NHS Long Term Plan for England, for 

instance, set out an aim to increase workforce supply through undergraduate 

courses and reducing attrition from training2 – challenges in training a 

has become increasingly reliant on overseas recruits, with domestically 

trained clinicians only accounting for around half (52%) of new joiners to the 

nursing, midwifery and nursing associate register (managed by the Nursing 

& Midwifery Council [NMC]) in the year to March 20233 and an even lower 

proportion still (39%) of new joiners to the doctors’ register (managed by the 

General Medical Council [GMC]) in 2021.4 

We and other commentators previously highlighted the ‘leaky’ nature of 

university nursing places, only three full-time-equivalent nurses eventually 

join the NHS.5 Given this, solely seeking to increase the domestic supply 

by getting more people to start training seems unwise. In fact, general 

practitioner (GP) training places increased by a third around the middle of 

the last decade but the numbers subsequently joining as permanent, fully 

• 

joining the NHS after they qualify, contributing to a more sustainable 

• be a ‘quick win’,  as increasing the proportion of graduates joining the 

NHS is something that could be realised this year and is not reliant on 

higher numbers going through the whole training pathway – which is, for 

example, typically at least 12 years for a consultant

• 

against avoidable reasons for dropping out of courses and providing better 

public sector employment opportunities

• protect the taxpayer from avoidable waste – in 2022/23, undergraduate 

clinical education was expected to directly cost the government £2.6 billion 

in England (including for clinical placements, additional funding paid 
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cost-of-living grants, and some medical and dental tuition fees), with a 

1 

domestic training pipeline across a range of professions – nursing, midwifery, 

occupational therapy, physiotherapy, radiography (both diagnostic and 

therapeutic) and medicine – to highlight where there is potential scope for 

addressing leakages. Other professions (including pharmacy and dentistry) 

will, of course, have some distinct opportunities and challenges in relation to 

this work assesses from the start of pre-registration courses through to early-

career retention in the health and social care sectors, including postgraduate 

medical training for doctors. We also drew up a range of solutions that could 

– and, in our view, should – be adopted. 

Given limitations in the data we were able to access, we were – regrettably 

– not able to look at apprenticeships in much detail. Similarly, we had 

limited data on protected characteristics and so were not able to explore 

inequalities as much as we would have liked. However, we are explicit in 

our recommendations that the apprenticeship route into clinical careers – 

especially given the emphasis on them in the recently published NHS Long 

Term Workforce Plan6 – warrants more research, particularly around the 

of reducing attrition and improving participation. 

More generally, this is a broad topic and there are many avenues that warrant 

of accelerated pre-registration training courses and looking in detail at 

professional clinical branches that are particularly under strain, including 

learning disability nursing. Further work comparing clinical professions to 

other professions, such as law and teaching, would also be instructive.

secure the participation of some clinical graduates in NHS services in Wales. 
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England, we have drawn on data from the other nations of the UK and many of 

the considerations apply across the UK.

While we were able to access an array of bespoke data, some of the data are 

limited and there is also no consensus on what the best metrics for attrition, 

participation and retention are. With this in mind, we provide a detailed 

possible without the research that preceded it, provision of bespoke data, 

and various experts supporting us in our interpretation of the results. We 

acknowledge these contributions further at the end of the report (page 52).

Structure of this report

Chapter 2 sets out the level and nature of attrition during clinical training. 

Chapter 3 looks at the participation and retention of graduates in the 

nursing, midwifery and allied health professions. Chapter 4 presents a 

similar discussion for medical graduates. Chapter 5 outlines the array 

of policy solutions available to improve the domestic supply of clinical 

graduates. Chapter 6 concludes the report with a discussion and sets out 

sustainable domestic clinical training pipeline.  
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The level and nature 
of attrition during 

More than 83,000 students accepted a place to study an undergraduate 

or postgraduate degree in medicine, nursing or other clinical professions 

across the UK in 2022.7 However, a notable proportion of students drop out 

of their degree programme. Previous research has highlighted associations 

between attrition and stricter entry requirements,8 9 as 

well as individual factors such as ethnicity,10 age11 and gender.12 Some level 

of attrition is inevitable; we see it across all higher education courses. And of 

*) 

and may well still be contributing to health and social care. 

However, avoidable and undesirable attrition can be bad for the student, the 

higher education institution, health and social care, the government and the 

taxpayer. And the programme of work on delivering the 2019 Conservative 

Party manifesto commitment to have 50,000 more nurses within this 

parliament includes a goal to reduce the proportion of students leaving 

nursing training by 2 percentage points by 2024.6

course; however, some challenges are consistently raised in previous research 

exploring attrition. A 2018 report – before the most recent changes in student 

funding for nurses, midwives and allied health professionals – found that 

cited reasons for considering leaving.13 Based on a more recent national 

* 

of a full-time bachelor’s degree, while they can gain a diploma of higher education if they 

have completed two years.

2
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survey from 2022, around a third (30%) of allied health professionals still in 

experience, stress, a lack of support and doubts over ability are among 

the most commonly cited reasons for considering leaving.14

published NHS Long Term Workforce Plan proposes a more consistent policy 

for funding excess travel and accommodation costs incurred by students 

undertaking placements.6

seen in the other professions we looked at (see Figure 2). We did not have 

comparable data on attrition from medical schools, but medical student 

attrition has previously been estimated to be 5%.5 Physiotherapy attrition 

during training is as low as 5.5% on average, compared with 13% for nursing 

and radiography. In fact, using older but more detailed data suggests that 

physiotherapy consistently has lower attrition rates across various student 

characteristics, including gender, ethnicity and socioeconomic status (see 

1,700 nurse graduates every year had attrition levels in the nursing profession 

been similar to those seen in physiotherapy. 

Note: See Appendix 1 for details on the calculation of attrition. 

Source: Higher Education Statistics Agency (HESA) 

Figure 2: Estimated student attrition rates, by subject
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As shown in Figure 2, attrition rates have varied over time. Previous analysis 

in England suggested reductions in attrition between 2009/10 and 2016/17.13 

Although not directly comparable, since then, attrition rates implied by our 

data increased to 2018/19 for nursing (2 percentage points), physiotherapy 

(3 percentage points) and radiography (4 percentage points), although 

there were clear declines – to the lowest rates for nursing, radiography and 

occupational therapy – in the most recent year of data (2019/20), which 

coincides with the start of the Covid-19 pandemic. 

characteristics of individuals in training, published data covering 2016–17 

categories are small and we were not able to control for the various 

caution. However, the data reveal that, for example, physiotherapy and 

occupational therapy students from less deprived areas or reporting White 

ethnicity were more likely to continue their studies in that year. Nursing often 

having higher continuation rates across mature students, which is not 

something seen (and often the opposite) for these other professions (see 

Figure 20 in Appendix 2). In fact, student characteristics could be contributing 

physiotherapy courses in Australia being attributed, at least in part, to this 

subject having more female and White students.15 

consistently higher rates. When looking at typical pre-registration clinical 

variation between undergraduate subjects – on average, 8% of nursing 

(based on unpublished management information) that attrition rates across 

nurse degree apprenticeships are substantially lower (around 4%) than for 

traditional undergraduate and postgraduate courses (which was calculated 

at 15%).6
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Comparing England to other UK nations suggests that attrition rates might be 

amenable to reduction. In nursing, for instance, around one in eight students 

drop out of their course in England and Wales, compared with one in six in 

Scotland and one in 26 in Northern Ireland (see Figure 3). Comparing across 
13,16  

Notes: Scottish attrition is over four years, the typical length of undergraduate courses. See 

Appendix 1 for details on the calculation of attrition. 

Source: Higher Education Statistics Agency (HESA) 

of the UK – Scottish degrees are typically four years, for instance, although 

Table 1). 

Figure 3: Estimated nurse student attrition rates, by UK nation
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Table 1: Annual fees, loans and bursaries available to students on nursing, midwifery or 

allied health profession courses, by UK nation

Loans: Bursaries/grants:

For tuition 
fees 

(maximum)

For 
maintenance 

loans 
(maximum)

For tuition 
fees

Other bursary/ 
training grant

England
£9,250 

(£0 up to 2016)
£9,978 £0

£5,000–£6,000 
(since 2020)

Scotland

Nursing and 
midwifery:

£0

£0

£1,820

£10,000  

year)

Allied health 
professions:

£6,000–
£7,000

£0–£2,000

Wales

£9,000 
(not committed 

to working in 
NHS Wales for  

2 years)

£5,360

£9,000
(for eligible 

students who 
commit to work 
in NHS Wales 

for 2 years)

£4,651–£5,491

Northern 
Ireland

Nursing and 
midwifery:

£0

£0

£4,710

£5,165*

Allied health 
professions:

£1,780–
£2,370**

£2,355**

Notes: Fees, loans and bursaries are for the 2023/24 academic year unless indicated otherwise. 

* applies to the 2022/23 academic year. ** applies to the 2020/21 academic year. Figures for 

each nation typically apply to those who are also domiciled in that nation. Further notes are 

given in Appendix 1.

Sources: GOV.UK, Student Awards Agency Scotland, University of South Wales, University of 

Swansea, Student Finance Northern Ireland, Ulster University and House of Commons Library

Student funding arrangements have changed a number of times in England. 

We discuss the impact of these changes in Box 1.



15

1 2 3 4 5 6

health professions in England

In 2017, the government scrapped the NHS bursary in England, which had 
covered tuition costs and living costs for those on nursing, midwifery and 
allied health profession courses. The intention was to lift the cap on the 
number of training places that the government previously funded, so that a 
higher proportion of applicants could be accepted onto these courses and 

was to deliver ‘reduced student attrition and increased commitment to 
employment in the health system’.17  

While the numbers enrolled on nursing, midwifery and allied health courses 
increased between 2016–17 and 2017–1813 (the latter cohort being the 

study in 2017–18 relative to the year before – from 7% to 9%. This increased 
further to 10% in 2018–19. On top of this, scrapping the bursary was 
associated with a sharp fall in the number of part-time and mature students 
starting higher education.18 This was a particular concern for courses that 

disability nursing.19 Mature students, as well as those from low-income 
households, are more likely to be debt averse, and some have argued that the 
2017 reforms to health care education funding created new barriers for these 
groups.20,21 

A 2018 paper found that a third (32%) of students on non-medical clinical 

their course. Many explained that they were unable to earn enough money 

employment alongside clinical placements.13 

The government subsequently introduced training grants from £5,000 a 
year in 2020, with additional funding available for certain subjects such as 
mental health nursing and radiography, but retained student loans for tuition 
fees and maintenance costs. It is too early to tell if the reintroduction of 
the training grant has had an impact on drop-out rates, but we have seen 
increased numbers of mature students starting a nursing degree.7
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Participation and 
retention of graduates 
in nursing, midwifery 
and the allied health 
professions

In this chapter we cover the rates at which those who do graduate from 

pre-registration training in nursing, midwifery and selected allied health 

professions move into clinical work. We also look at retention in early careers. 

We cover medical graduates (doctors), who also have structured postgraduate 

clinical training career pathways, in Chapter 4.

Employment following graduation

varies by subject. While, as shown in Chapter 2, nursing courses have one of 

the highest rates of attrition during training compared with other courses, a 

low proportion (7% between 2014 and 2020) of nursing students who graduate 

go on to begin their career outside of nursing. In comparison, on average, 

around twice as many graduating in occupational therapy (15%) do not end 

up starting employment as an occupational therapist (see Figure 4). Among 

occupational therapy graduates, there are higher proportions going into 

non-health-related employment (such as welfare or teaching work) as well as 

more graduates taking time to travel or care for someone instead of taking up 

employment, relative to other clinical graduates. 

Interestingly, participation in clinical work by occupational therapy graduates 

in the UK has generally been higher than previously in the most recent three 

3
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years for which data are available, but generally lower than previously for 

nursing and radiography graduates. For nursing and radiography, it appears 

that in more recent years, a higher proportion of graduates are engaged in 

something other than employment or further study (such as going travelling or 

caring for someone). 

Participation levels are fairly similar across the UK nations for nursing courses 

(with less apparent variation than we showed in Chapter 2 for attrition rates). 

their career as a nurse in Northern Ireland (90.6%) than is the case for 

graduates in England (93.1%).

Notes: Data are derived from the Destination of Leavers from Higher Education Survey and 

the NHS. ‘Completion rate’ is the percentage of students estimated to graduate with their 

intended degree. 

Source: Higher Education Statistics Agency (HESA)

Figure 4: Proportion of UK graduates starting intended clinical career, by subject
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Alternative data suggest that, on average, the number of UK-trained joiners to 

the nursing register as a proportion of placed nursing applicants three years 

students (82%) joined the professional register in 2013, this fell to three in four 

in 2022 (75%) (see Figure 19 in Appendix 2).

Of course, this does not mean that these graduates will never end up working 

in the long term. So these comparisons between professions need to be 

no award are even more limited.

Of those who do begin a career in their intended clinical profession, the 

majority of newly trained radiographers (87%) and midwives (82%) are 

recorded as joining the hospital sector – this will include both NHS and 

non-NHS hospitals. In comparison, two thirds (66%) of physiotherapists 

and just over half (53%) of occupational therapists join the hospital sector. A 

proportion (25%) of nursing graduates begin employment in social care and 

health settings other than general practice or hospitals (see Figure 5). 

Variation between the professions needs to be seen in the context of the 

outside hospital when new to their career, along with the availability of roles. 

For instance, by its nature, occupational therapy has a far greater range of roles 

outside health care.
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Notes: Data are derived from the Graduate Outcomes Survey and show the average proportion 

working in clinical roles outside the NHS. 

Source: Higher Education Statistics Agency (HESA)

to NHS services in recent years. Data supplied for this research, which looked 

only at joiners to Agenda for Change (AfC) Band 5 (which is typically the 

pay band that new graduates join), suggest that in the year to March 2022, 

compared with the two years before this (2019–20), the number of UK-national 

nurses joining NHS hospital and community services fell by 32% (6,325 

fall, and it will be important to monitor whether this is in some way an outlier 

or a more worrying trend. 

(the majority of which are known to be UK nationals) joining the register in 

England is not as stark as the fall in the number of nurse joiners to the NHS 

nurses gaining professional registration, but also fewer nurses choosing to take 

up employment in the NHS. 
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(decreasing by 205, 18%) and radiographers (decreasing by 100, 9%) joining 

joining (increasing by 185, 14%). Looking over a longer-term trend shows how 

there were also some annual falls between 2014 and 2019. 

Notes: Turnover data are based on headcount and show people leaving or returning to 

active service, including those going on or returning from maternity leave or a career break, 

for example. 

Source: NHS Digital

Separate data suggest that, between 2016/17 and 2022/23, there was little 

change in the proportion of joiners to these professions working full time. 

On average, nurses were primarily contracted to work 90% of full-time hours 

(around 34 hours) compared with 95% of full-time hours (37 hours) for allied 

health professionals. However, some clinicians may work additional hours 

employment for these clinical graduates from a public perspective. Having 

some graduates stay in academia to help further the profession and educate 

future clinicians is important. Conversely, some graduates joining the hospital 

sector might be employed in the private sector, which might not be deemed 
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shortfalls) or taxpayers (given they have contributed substantially – and more 

some precedent for promoting supply in some types of employers with, for 

example, the health and care visa rules applying to: the NHS; an organisation 

providing medical services to the NHS; and an organisation providing adult 

social care.22 

Once a clinical graduate has joined the relevant profession, few leave their 

we focused on, retention on the register within three years varied from 98% 

for nurses and midwives* to 95% for physiotherapists. Across a broader set 

of allied health professions, there is more variation, ranging from one in 

**

by age, with those aged 30–49 more likely to remain on the register after 

the lowest levels of retention on the professional register and the South East 

has the highest – although all regions’ retention rates are within 94–96%. 

Beyond England, Scotland and Northern Ireland have lower levels of 

retention, at 89% and 91% respectively.23

* 

2019 and 2022. Source: Nursing and Midwifery Council (NMC).

** 

cohort followed each year for three years. Source: Health and Care Professions Council 

(HCPC).
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Some remaining on the register may not, however, be currently practising in 

either their related profession or public services. Bespoke data, while limited 

(for instance, they do not exclusively cover those who trained in the UK), give 

stark insights on progression and retention within NHS hospital and 

(17%), nurses (18%), occupational therapists (21%) and physiotherapists 

broadly twice the level seen for midwives (10%), although it is important to 

note that some professions have more employment opportunities outside 

years vary from 1 percentage point for nurses and 5 percentage points for 

occupational therapists) (see Figure 7).

Notes: AfC = Agenda for Change. Career destination is at March 2020, with ‘2 years’ referring 

to the destinations of those at the typical graduate entry point (Band 5, spine point 16) in 

counted as leavers. 

data
March 2012 to March 2020’.

Figure 7: Retention of clinicians within hospital and community services
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retention. Across all NHS hospital and community services, the numbers of 

better reward packages or to undertake further education or training have 

doubled in the last decade.24 A recent study on radiographers, for example, 

paints a more detailed picture of the lure of agency and private practice roles 

Private healthcare and public health related opportunities 
became increasingly attractive; not necessarily for more 
pay, but facilitating roles that spanned their full scope 
of practice… Several participants cited frustrations at a 
lack of additional earning potential beyond their basic 

expenses such as a house deposit, wedding or car. Several 
had registered with radiography agencies and bank work 
at other hospitals, working additional shifts around their 
standard working hours. Over time several began to 

to concentrate on agency employment.25 

thirds (64%) of new nurses joining the NHS remaining at a Band 5 (the starting 

grade) after two years in post, and around one in seven (15%) progressing to 

a Band 6, whereas for midwives only 8% remain at Band 5 after two years and 

among allied health professionals, with around 40–50% of them moving to a 

Band 6 after two years (lower than for midwives but higher than for nursing). 

associated with higher retention in NHS hospital and community services. 

However, previous research has highlighted frustration among clinical 

professionals – particularly when mature entrants – in relation to a lack of 

well used or appreciated.25
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It is also worth considering the longer-term retention of clinicians within 

NHS and social care services, beyond early careers, our primary focus. When 

comparing the numbers currently on the register with the numbers employed 

on the register. Admittedly, the data are limited, particularly data on the 

independent health care sector (which only includes providers undertaking 

data on those working in agency roles within health and social care. But from 

the data that are available (see Figure 8) we can identify the following:

• 

limited data on independent health care capture a further 4%, leaving a 

• 

proportion on the professional register recorded as working in NHS 

hospital and community services. While more than half (56%) of children’s 

nurses on the register work in NHS hospital and community services, only 

23% of learning disability nurses work in these services.* However, many 

of nursing.

• 

radiographers (38%). 

We discuss the levels for doctors in the next chapter.

* 

in NHS hospital and community services, as opposed to headcount (as used in Figure 8).
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Notes: SAS/LE = specialty and associate specialist/locally employed. SAS doctors hold 

permanent posts with national terms and conditions and recognised career progression, 

whereas locally employed doctors are employed by organisations on local terms and 

interpreted with caution. See Appendix 1 for further details.

Sources: General Medical Council (GMC), Nursing and Midwifery Council (NMC), Health and 

Care Professions Council (HCPC), NHS Digital and Skills for Care

Figure 8: Estimated proportion of health care professionals on the register, 
by employment setting
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Participation and 
retention of medical 
graduates 

have remained fairly constant over the last decade, at around 94% (see Figure 

19 in Appendix 2). Similar to non-medical clinical graduates, historically the 

vast majority of doctors joining the medical register who have graduated from 

UK medical schools remain on the register for many years after they graduate. 

Fewer than one in seven UK medical graduates joining the register in 2012 

(13%) had left the register nine years after initial registration, with the majority 

leaver rates were higher among those trained in the European Economic Area 

(EEA) and the rest of the world, at 67% and 40% respectively (see Figure 9). Of 

course, being on the register does not give us an understanding of what roles 

people have and so, in this chapter, we explore the postgraduate medical 

pipeline in more detail.

Note: EEA = European Economic Area; non-UK/EEA refers to those who did not train in the 

EEA or the UK.

Source: General Medical Council (GMC)

Figure 9: Doctors retaining their licence to practise, by world region of primary 
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Foundation training

After completing medical school, graduates typically undertake a two-year 

employment as a doctor and involves completing several placements in 

medical or surgical specialties. In fact, medical graduates can only get a 

provisional registration (with a licence to practise) to allow them to take part 

in an approved foundation year 1 programme. Doctors then completing this 

are then eligible to apply for full registration (and can continue to foundation 

Career choices following foundation 
training

Following foundation years, doctors can continue their training by moving 

into specialty or core training in, for example, general surgery, anaesthetics 

or general practice. If they complete this subsequent training, which typically 

ranges from approximately three years for general practice to up to around 

eight years for other specialties, they can join the GP or consultant specialty 

registers as appropriate. However, after two years, they can leave training 

and move into a specialty and associate specialist (SAS) role (see Figure 

without completing an approved programme of training by submitting 

evidence that their knowledge, skills and experience are equivalent to the 

approved curriculum for that specialty.26 
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pathways. Some doctors, for instance, will take time out of training programmes to complete 

a PhD. 

years doubled over the nine-year period from 2011/12 to 2020/21, from 34% 

increasing number of doctors taking breaks in between training will have 

implications for the length of time that it typically takes to train a doctor, and 

this should be factored into plans to expand the domestic supply of doctors. 

temporarily – are complex and interdependent, including taking a break from 

training because of burnout, uncertainty over which specialty to pursue, a 

lack of appropriate training posts, the natural breakpoint within the training 
27  

Figure 10: Standard medical training pathway in England
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Data for more recent cohorts cannot provide a full picture due to not enough 

time passing to identify how many of those pausing training will rejoin it. 

However, if we extrapolate from historical trends, we might expect to see 

around one in six of those initially pausing not returning. If this were the case, 

it would represent a 12% loss in that stage of the medical training pipeline 

alone for those completing foundation training in 2020/21. Certainly, a 

previous national report has also expressed caution not to assume that 

previous fairly high levels of those taking a break after foundation training 

returning to specialty training will continue.27

Notes: FY = foundation year. Percentages may not add up to 100 due to rounding. 

Source: General Medical Council (GMC)

particular, there was a 20 percentage-point increase in doctors taking up 

service appointment posts – that is, taking up temporary posts without a 

recognised training component – between 2011/12 and 2019/20, as well as 

an increase in doctors going into other areas of employment – for example, 

working in research or military settings. One in 11 doctors completing 

foundation training in 2019 (9%) reported their next career destination as 

being outside of the UK, which was actually lower than the average over the 

previous eight years (peaking at 13% in 2012).28 

Figure 11: Proportion of second-year foundation doctors entering core/specialty 
training
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Core training

We were able to explore the retention of those in post-foundation, core 

training in more detail using bespoke data. Of the 10,273 doctors in core 

through programmes), data suggest that around one in four (24%) left the NHS 

hospital and community sector in England within two years. Looking over a 

general practice but doctors who have started core training have already 

moved away from the GP training pathway. Perhaps unsurprisingly, of those 

remaining in hospital and community health services, virtually none move 

Notes: SAS/LE = specialty and associate specialist/locally employed. Career destination is at 

March 2020, with ‘2 years’ referring to the destinations of those in core training in March 2018, 

tracking the same cohort over time. Data cover those employed in England only and include 

leavers. Some leavers may take up training posts in general practice. 

Figure 12: Destination of doctors in core training in NHS hospital and 
community health
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Published turnover rates (covering people leaving active service, including 

those going on or returning from maternity leave or a career break, for 

example) suggest that actually there has been a fall in the proportion of 

doctors in core training leaving, from 22% in 2012 to 18% in 2022, although 

this could potentially be related to, for example, changes in the typical 

time taken to complete this part of the training pathway.29 While reasons 

for leaving are unclear, in a survey – covering all doctors still in training – a 

third of respondents (31%) had considered leaving, with workload, stress, 

feeling overwhelmed and placement experience being common reasons for 

this. One in six respondents (17%) reported experiencing bullying and/or 
30 A recent report by doctors’ 

professional regulator painted a worrying picture of doctors reporting high 

and autonomy.31 

Progression from medical training

Looking at those who graduated from medical school 10 years ago, just under 

a third (29%) are now on the GP register, while 9% have completed specialist 

training (see Figure 13) – this is partly due to the length of time it takes to 

complete all stages of further training. For those who graduated 20–30 years 

ago, just under half (46%) of doctors are on the specialist register, compared 

with around a third (31%) who are GPs and a smaller proportion (4%) who are 

very striking. Nearly two-thirds (63%) of 2020 graduates on the register are 

‘other doctors’,  which is likely to correspond to those taking a pause in training 

after foundation years and moving into other non-training service roles. 

cohorts, which may correspond – at least in part – with those moving out of 

training and into specialty and associated specialist (SAS) roles – a group of 

doctors that has grown by 19% since 2010.32 
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Across all medical graduates since 1993, around one in eight (13%) either no 

longer hold a licence to practise or are no longer registered doctors. Even 

when looking at those that graduated three decades ago, this only rises to 21%.

Note: Data are based on the current registration status among doctors who graduated from 

medical school in England and subsequently joined the medical register. 
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GP training

While the number of accepted GP training places increased by roughly a third 

in the middle of the last decade, the numbers subsequently joining the GP 

workforce have largely remained unmoved (see Figure 14). In fact, in the year 

both UK and international medical graduates) was 8% – the lowest joiner rate 

who take up a post in ‘hard-to-recruit’ areas, as well as for some taking up GP 

partnerships.33,34

the commitment in the NHS Long Term Workforce Plan to increase the 

number of GP training places by half by 2031/32.6

Notes: Time periods run from the beginning of September of the previous year to the end 

August of the year listed in the chart. Given GP training takes three years, we would expect, for 

exceed 100% due to, for example, placement deferrals. 

Source: NHS Digital and Health Education England
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In fact, our undergraduate and foundation-training pipeline and planning 

posts. Given that the number of training places in general practice has 

increased, we would expect that international recruitment would play a bigger 

become increasingly reliant on doctors who went to medical school abroad 

indeed Figure 15 shows that there was a fall (of around 850) in the number of 

For a doctor who trained overseas, there are more barriers to entering the fully 

35

Delivery Plan for Recovering Access to Primary Care committed to introducing 

a four-month visa extension for international medical graduates in GP 

training.36

increasing the permanent GP workforce is achieved – otherwise the risk of 

exacerbating the problem of the ‘leaky’ training pipeline will persist.

Source: General Medical Council (GMC)

Figure 15: Number of doctors in GP training programmes in the UK, by world 
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is also leaky, in terms of the proportion who go on to complete training and 

participate in NHS services. While the data are somewhat limited, we estimate 

fallen, from three in four in 2016/17 to one in three in 2022/23.37 Such a loss in 

trainee salaries are funded through central training budgets (on top of funding 

provided during medical school and foundation training).38   

the NHS may still be working in public services (the Ministry of Defence and 

defence services, including the Royal Navy, the Royal Air Force and the British 

Army, made the highest number of revalidations) although others will be 

(see Figure 8).

Notes: Includes 2015 UK medical graduates taking up GP training places in 2017 and 

subsequently joining the GP register in 2020. Not all those taking up GP training places in 2017 

and joining the register in 2020 will be 2015 graduates. Full-time equivalents were calculated by 

applying the ratio of full-time equivalent to headcount GP joiners in England. Participation of 

Source: General Medical Council (GMC), NHS Digital.

Figure 16: Illustration of GP training pathway for UK medical graduates
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Solutions for improving 
the domestic supply of 
clinical graduates

other countries have adopted various initiatives to shore up their domestic 

training experience during education while others incentivise public sector 

can include tie-in agreements with publicly funded health care services, pre-

registration paid employment models and student loans forgiveness schemes. 

implemented, and it is likely that investment in all aspects of students’ 

education and graduate employment experiences is necessary to radically 

improve workforce retention.39 However, evaluation of these schemes is 

including because of changing employment dynamics due to the Covid-19 

retention issues40

come at a cost. 

We now look in more detail at tie-in initiatives, pre-registration employment 

models and student loans forgiveness schemes, and then set these and other 

mechanisms out in international context (see Table 2).

5
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Tie-in initiatives

Tie-in initiatives are relatively common and involve free or heavily subsidised 

education in exchange for commitment to employment in publicly funded 

health care services. Tie-in agreements range in restrictiveness; Malaysia, for 

health secretary in the UK government considered the idea of a four-year 

Welsh government is currently undertaking a review of the bursary scheme 

and it is anticipated that there will be changes to the scheme in the future.41 

Box 2: NHS bursary in Wales

The Welsh government introduced a bursary tie-in scheme in 2017 for 
nursing, midwifery and allied health profession students, which includes 
funded places covering the cost of tuition fees and a bursary for living costs. 
In return, students must commit to working in the NHS in Wales for two years 
following the completion of a three-year course (18 months for a two-year 
course). Our analysis of the bursary does not suggest that there has been a 
fall in the proportion of students prematurely dropping out of their course 
in Wales since the introduction of the bursary, and there is no other publicly 

limited data, we equally see no impact of the bursary on participation 
rates. For context, it is also worth mentioning that, since 2010/11, the 
Welsh government has the ability to cancel up to £1,500 of a student’s 
maintenance loan debt, but we discuss the treatment of student loans later in 
this chapter.42  
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Pre-registration paid employment models

Potential associations between pre-registration paid employment during 

training – as used in the Republic of Ireland and Australia – and longer-term 

workforce retention are unclear. Knowledge on the proportion of students 

participating in health care post-education is again limited. But there is 

evidence to suggest that students have increased ‘clinical readiness’.43,44 

However, it is important to recognise the risk that, due to shortages of 

place, improvements in training experiences and provision of high-quality 

preceptorships* are limited. 

Box 3: Republic of Ireland: paid internship for nursing and 

of Ireland, students complete a 36-week paid internship in a clinical setting.45 
The initiative was set up in 2002 to enable students to develop their clinical 
skills, and to aid in the recruitment and retention of graduates. Salaries 

substantial cuts in pay for internships from 2010, pay was reinstated back to 
this 80% in May 2021.45 

Pay was reinstated in part to persuade students to remain in the system 
and to make them feel valued for their work. A 2018 survey of these interns 

permanent contracts, the vast majority wanted to remain in the public sector 
46  

* 

in their transition from student to independent professional.
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Student loan forgiveness

One compelling policy is to forgive student loan debt in return for years of 

are typically designed to increase recruitment and retention in underserved 

regions and clinical specialisms, with a relatively short service commitment 

education, complete training and join a relevant public sector career, and to 

reduce avoidable attrition early in their careers. 

Such a scheme has been proposed previously for clinical graduates. Civitas 

recommended replacing NHS bursaries with the student loans system – a 

proposal that was eventually adopted – as well as recommending a student 

loans repayment scheme where health care professionals have their student 

loan debt repaid on their behalf if they commit to working for the NHS 

after graduating.47,48 More recently, in the context of mental health nurses, 

the chair of a national review suggested that ‘employers may, for example, 

consider contributing to paying student university loans after a period of 

service of between 3 and 5 years’. 49 Such schemes have obvious advantages: 

relatively cheap to the Exchequer). Similarly, 

the Royal College of Nursing commissioned London Economics to model 

England, which we build on below.50,51  

previous work suggested, as a ballpark average, that a nursing graduate 

had a £60,000 debt.48,52 Similarly, the lifetime repayment will vary but, under 

the systems being introduced this year, the average lifetime repayments 

for male and female nurse graduates are expected to be £42,000 and 

£26,000, respectively. 
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repayment threshold, reducing how quickly that threshold is uplifted over 

for a more regressive system (that is, an increasing number of lower to middle 

– both in absolute terms and compared with higher-earning graduates), with 

nursing, midwifery and allied health profession graduates disproportionately 

training given that, generally speaking, the most debt-averse individuals are 

even enter higher education.20 A loans forgiveness scheme could counter this. 

Given this would represent a fairly novel approach, we have sketched out this 

policy proposal in more detail (see Box 3). Others have also suggested such 

home pay for younger professionals and easing industrial unrest.53   

Box 3: What a loans forgiveness scheme would look like

Design: There are many ways to design a loans forgiveness scheme, including 

role and sectors would be eligible. But to illustrate such a scheme, we use the 
precedent (from London Economics) of 30% of a student’s loan balance being 

100% after 10 years. 

Impact on graduates: On average, for a typical nurse for example, the total 
value of their lifetime repayment would fall from around £27,900 to £19,900 
(in present-value terms). For those working in eligible services, it would mean 
that they have no outstanding student debt 10 years after they graduate, 
whereas, under the incoming system, approximately 87% are not expected to 

50

Impact on the NHS and social care: We would expect a great number of 
applications to clinical education courses, lower attrition during training 
and increased participation in NHS, social care and other eligible services if 
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a loans forgiveness scheme was in place. The exact level of increase is not 
clear but we have modelled for a 10% increase in joiners.

Impact on the taxpayer: The true cost of such a scheme will depend on the 
exact nature of any changes in attrition and participation and the current 
data for some clinical professions are limited, but we estimate that the 
loans forgiveness scheme outlined here might be expected to cost in the 
region of £230 million per cohort across nurses, midwives and allied health 
professionals, based on current numbers joining the NHS. 

Expanding this same indicative scheme to the current medical school 
graduates intake might cost in the region of an additional £170 million per 

for medics (and dentists) and a scheme could, instead, focus on delaying 
any loan repayment (and freezing the loan amount) for a certain number 

also, particularly, in terms of take-home pay in the early years of being a 
junior doctor.

More detail on the estimated costs is given in Appendix 3.

Such a scheme would be cheap compared with some other workforce policies 

and interventions. While not directly comparable, the Department of Health 

and Social Care has suggested that a 1% increase in pay for the hospital and 

community services workforce would cost around £900 million.54 Even 

factoring in an indicative 10% increase in clinicians joining, the estimated 

costs would be the same as the amount saved (some £300 million annually) by 

HM Treasury from each nursing cohort through the incoming changes in the 

student loan repayment system.50
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Table 2: Examples of international initiatives

Policy Precedence Key weaknesses 

During training

Pre-registration employment

Paid internship 
or employment 
during training. 

Students work under the 

nurse or midwife.

Ireland (nurses and midwives): A 
36-week paid internship in the fourth 

equate to around 80% of the starting 

are also entitled to premium pay for 
working unsociable hours and enter 
full-time employment as a registered 
nurse at the second point on the 
pay scale. 

Australia: Victoria state only (nurses 
and midwives): Students can be paid 

they are hospital employees, 
students work under the delegation 

Salaries range from 75% to 85% of 

nurse or midwife.55

and preparedness for 
employment.56 

work–life balance 
and coping with 
stress associated with 
clinical demands and 
academic work.

Ambiguity regarding 
scope of practice, role 
confusion, scheduling 
students to work 
consistently alongside 

Impact on long-term 
retention unknown. 

Tie-in agreements/return of service obligations

Training fees totally or 
partly paid for while 
student is in training, in 
return for employment 
in publicly funded health 
care services. 

Often alongside other 

Employment either in a 

location, or health care 

during education (unlike 
loans forgiveness 
policies) and public 
sector commitment 
must usually occur 
within a particular 
timeframe.

UK Armed Forces (medics): 

4–6-year commitment depending 
57  

Wales (nurses, midwives, allied 
health professionals): 2-year 
commitment for 3-year course.58

Malaysia (doctors): Full scholarship 
to proportion of students in return 
for two years’ commitment to 
publicly funded health care services 
for every one year of training.59 

Australia (medics and nurses): 
Bonded Medical Programme. 
Part-paid tuition fees in a medical 
course in return for commitment 
to work in eligible regional, remote 
or rural areas for 3 years after 
completion of training.60 

Relative high service 

rural retention 

Restrictive.59

Stricter interventions 
are associated with 
lower retention.61

Lack of evidence of 
long-term positive 
retention. 

Limited cost-

evaluation. 
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Policy Precedence Key weaknesses 

During employment

Student loans forgiveness

Student loans 
forgiveness for those 

and regions

United States (National Health 
Service Corps) Federal Loan 
Repayment Programme (doctors, 
nurses, midwives, physician 
associates and mental and 
behavioural health nurses): This 
scheme is reserved for those 
employed in eligible underserved 
areas. The amount of loan 
forgiven is dependent on how 
underserved/remote the site is. Up 
to $50,000 worth of student loan 
can be forgiven after an initial and 
obligatory 2-year commitment.62 

Canada (family doctors and nurses): 
After 12 months of service, the 
clinician can receive up to $8,000 
a year for up to 5 years applied to 
outstanding loan balance.63

Greater evidence for 
improved long-term 
retention in the 
United States.64

Narrow eligibility 
criteria for certain 
schemes creates 
accessibility issues 
for those interested 
in working in 
underserved regions.65  

Large workloads in 

and poorer job 
satisfaction.66 

Additional payments for 
working in underserved 
region or specialty in 

employment. Payments 
can be used to repay 
student loan or as a 
top-up to income.

New Zealand: Voluntary Bonding 
Scheme agreement (doctors, 
dentists, GPs, nurses, midwives and 
allied health professionals).67 Similar 
to other bonded schemes mentioned 

received after training.

Impact on long-term 
retention unknown.
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Policy Precedence Key weaknesses 

During employment (continued)

Canada (nurses): Ontario’s Nursing 
Graduate Guarantee Program: 
The Ministry of Health funds new 
registered nurses by providing 
temporary full-time employment 
opportunities above employers’ 

graduate nurses are also paired with 
a mentor to help with the transition 
from education to employment.68

Scheme participants 
are more likely 
to be in full-time 
employment 
compared to 
non-participants.69  

Increased retention 

from graduation.70 

Scheme participants 
indicated a perceived 
higher level of clinical 

to non-participants.70

Permanent full-time 
positions post scheme 
vary by size of 
hospital.69

Additional training, 
research and education 
opportunities 
throughout career, with 
a particular focus on 
new recruits.39

Queensland, Australia (nurses and 
allied health professionals) and 
Scotland (nurses, midwives and 
allied health professionals).71 

Resources to support the 
transition and development of 
new graduates. Designed to 
complement professional support 
and mentorships. 

Increased 

although individual 
experiences 

72

Lack of conclusive 
evidence showing a 
positive correlation 
between Flying 
Start Scotland and 
recruitment. 

Impact on long-term 
retention unknown. 

Dependent on support 
from more experienced 

73
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Discussion and 
recommendations

for purpose, representing a problem for students, graduates, government and 

the NHS. Across nursing, midwifery, occupational therapy, physiotherapy and 

pre-registration education as well as getting more graduates to embark on 

their clinical careers. Although few graduates tend to leave their professional 

occupational therapists, physiotherapists and radiographers have left NHS 

hospital and community settings within two years.

majority have graduated with a medical degree and most have gone into 

an NHS training programme, perhaps because they are not eligible for full 

the NHS. 

Some clinicians leaving the NHS will move into other public sector roles, 

including in the armed forces, and some will still be providing care for NHS 

patients even if employed in the independent sector or as locums. As with 

other professions, the NHS and wider UK public sector do not have a right of 

across various health care professions, which is hindering its ability to provide 

consistently high-quality care.

To date, the NHS has used international recruitment to make up for a failure 

of our domestic supply to meet health care needs. While some level of 

international recruitment will always be a key part of the long-term workforce 

of the health care labour market means that a continuously high supply of 

6
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the case since the Covid-19 pandemic, with increased global demand for 

health care professionals creating more competition between countries. 

recruitment over time. Yet as already mentioned, overseas recruitment plays a 

substantial part in the number of registered clinicians in England, with more 

than four in 10 nurses and doctors joining NHS hospital and community 

services having a non-UK nationality in the year to June 2022.74  

While the ambition to increase clinical education capacity is welcome, 

doing so comes with the need for substantial investment (Health Education 

pre-registration clinical courses and postgraduate medicine in 2022/2375,76). 

Previous estimates suggest a total investment of around £244,700 for someone 

to complete medical school, rising to £430,500 for a GP and £584,100 for a 

consultant. For nurses and allied health professionals, the corresponding 
77 Given the commitment to increase training places 

by, for example, 92% for adult nursing by 2031/32,6 consideration must be 

improve it. 

the number and type of clinical placement hours could potentially help if 

implemented well,6

in the domestic pipeline would have a larger absolute impact on the number 

suggest exploring a tie-in period to encourage graduates to spend a minimum 

proportion of their time delivering NHS care, but this proposal is limited to 

dentistry (albeit a profession where the modelling points to a huge increase 

in participation in NHS-commissioned services being required to have any 

We have not focused in this report on the number of clinical training places 

being made available. However, the levels do tell us something about the scale 

of domestic training to the NHS and broader workforce. For every registered 

doctor, there are around 33 undergraduate medical training places available, 

compared with just under 10 training places for every registered midwife (see 

Figure 17). However, the NHS Long Term Workforce Plan does commit to 
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increase the training places from 2022 to 2031, by anywhere from 0% for 

children’s nursing and 11% for physiotherapy, through to doubling for learning 

disability nursing and medical school intakes.6 

Notes: Based on planned training places for 2022/23 and the number of registrants and known 

employees across NHS and social care in England. Medical training places do not include the 

numbers on the graduate entry programme. 

Sources: General Medical Council (GMC), Health and Care Professions Council (HCPC), 

Health Education England (HEE), NHS Digital, Nursing and Midwifery Council (NMC) and 

Skills for Care

Recommendations

training pipeline that we have raised in this report. For example, in terms of 

most commonly cited reasons behind decisions to leave, there is a broad range 

of other factors, including the quality of clinical placements and supervision 

support. With that in mind, there will need to be various strands to any policy 

courses, specialties and geographies to create an optimal skill-mix across 

the NHS.
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Figure 17: Number of health care professionals on the register and known to be 
employed in NHS and social care for every current training place in England
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But before making our recommendations, it is important to recognise that 

work is already being done at national and local levels to try to plug the 

leaks in the domestic training pipeline. A 2018 national report in England 

set out various recommendations to improve retention, including ensuring 

prospective students really do understand the career they have chosen and the 

requirements of the course, the creation of buddy schemes to provide support 

to students, and the standardisation of practice assessment documentation.13 

However, based on a report on therapeutic radiography, the content and 

targeting of such initiatives vary substantially.78 

Any solutions need to consider the impact not only on the scale of the supply 

of clinicians to public services but also on equality.20,21 For example, mature 

students, as well as those from low-income households, are more likely to 

be debt averse, and it has been argued that the 2017 reforms to health care 

education funding in England created new barriers for mature learners. In 

addition, 

for local areas and the challenges they face. We recently highlighted a lack 

particular roles and localities; this gap in knowledge must be addressed.79 

Any action needs to be seen in the context of the wider terms and conditions 

while the two-year bursary tie-in in Wales provides an interesting example, 

‘carrots’ before ‘sticks’.  With this in mind, we recommend a 10-point plan to 

some of our recommendations are directed at UK-wide organisations, others 

are worded with English organisations in mind. However, in most cases, the 

recommendations could be applied to equivalent national bodies in Scotland, 

Wales and Northern Ireland.

1 National bodies must act quickly to correct some of the inaccurate and 
negative perceptions of clinical training and careers. NHS England, the 

Council of Deans of Health and Universities UK, working in partnership 

with the Department for Education and the Department of Health and 

Social Care, should provide support and materials to help individual 
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universities give a positive and realistic picture of clinical training and 

careers to potential students – including options around portfolio careers 

seek to increase demand for training while also reducing the currently 

relatively high levels of attrition in some clinical courses, particularly in the 

2 Public bodies must better manage the value for money of the £5 
billion spent on clinical education and training. Commissioners of 

undergraduate and postgraduate medical, nursing, midwifery and allied 

health profession courses and placements must ensure that education, 

training and placements are consistently achieving the intended outcomes, 

while also being mindful not to impose unnecessary burden on providers. 

Council of Deans of Health and the Medical Schools Council – conditions 

on the quality, success and balance of placements. NHS England (as the 

single largest funder since it incorporated Health Education England) 

should consider issuing relevant guidance, particularly in light of stress, 

a lack of support and placement experience being key reasons cited for 

considering leaving training.5 

3 Government should commission an independent review on degree-
level clinical apprenticeships, exploring funding models, challenges in 

inclusion, retention and participation are being realised. Given limited 

data, we were not able to look at apprenticeships in detail but further work 

on this is required, particularly in light of the strong commitment to this 

route in the NHS Long Term Workforce Plan. 

4 Government must now seriously consider a formal proposal for a 
student loans forgiveness scheme for nurses, midwives and allied 
health professionals. Such a scheme can be – relative to other widespread 

in the scheme, although for this group the proposal could, for example, 

include an option to delay (interest-free) the start of repayment for a 
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the government should also explore the option of a broader public sector 

scheme, including teachers, for example, given apparent issues in some 

other training pipelines.

5 Government should also formally evaluate other models currently 
used to improve participation
Australian preceptorship model (noting English students’ doubts about 

their ability and feeling overwhelmed being key reasons for considering 

leaving training) and the Welsh bursary tie-in. Such evaluations should 

consider what lessons there would be for introducing similar schemes, how 

shifts in employment expectations, and what would need to be changed 

6 
review bodies, should undertake (or commission) a substantive analysis 
of the competitiveness of NHS (and other public sector) starting and 
early-career salaries for clinicians. For doctors, in particular, this should 

be expanded to assessing the competitiveness of salaries at key decision 

joiners to the NHS and other sectors to better understand the importance 

of pay in their decision, systematic analysis of job adverts and – to be 

aware of changing motivations – a discrete choice experiment for those 

approaching key career decision points.

7 
between professions must be urgently addressed. NHS Employers 

– alongside professional associations, the Royal Colleges and unions – 

should seek to better understand the inconsistencies in pay progression 

within the NHS between individual professions, and the nature of the 

(including regions). 

8 Workforce planners at national and regional levels must proactively plan 
for the increased desire for more diverse career pathways
Medical Council (GMC), the Nursing and Midwifery Council (NMC), the 
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Health and Care Professions Council (HCPC), NHS England, employer 

representatives and others should revisit their policies – in light of the NHS 

Long Term Workforce Plan and relatively substantial and rapid changes in 

are recognised, incentivised and rewarded (including relative pay), and 

made available to all. For doctors this should fully recognise the current 

their foundation years and also taking up specialty and associate specialist 

(SAS) and locally employed (LE) roles.

9 Government needs to urgently revisit the policies in place for 
promoting the supply of GPs into NHS services. Our work suggests that 

the current strategies to ensure a sustainable GP training pipeline are at 

best unproven and, more likely, are falling well short of what is needed. 

New schemes need to be developed, piloted, evaluated, revised and, if 

appropriate, implemented nationally.  A new strategy on retaining new GPs 

could include, among other things, reimagining the current GP fellowship 

scheme to provide more funded posts designed around the motivations of 

this group of doctors as well as the needs of the NHS. Further changes to 

visa restrictions should also be considered if the current policies (including 

the four-month extension of the GP visa for overseas doctors completing 

GP training) prove inadequate.

10 
need improving. NHS England, in collaboration with the Higher 

Education Statistics Authority (HESA) and professional regulators, should 

also ensure that there are processes in place for accurately monitoring 

levels of, variations in and reasons for people not completing training as 

diverse education routes proposed in the NHS Long Term Workforce Plan.
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Appendix 1: 
Methodology 

Scope of the research

physiotherapy, occupational therapy and radiography professions, from 

pre-registration courses through to early careers. We then looked at the 

medical profession, from pre-registration courses through to retention 

following take-up of a consultant/GP/specialty and associate specialist (SAS) 

role in the NHS. See Figure 18 for an illustration of the stages we focused on.

Note: SAS = specialty and associate specialist.

Figure 18: Data capture for the research
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Calculating training attrition

• Estimated attrition rates for nursing, midwifery, physiotherapy, 

occupational therapy and radiography are the weighted average attrition 

rates for undergraduate and postgraduate courses for the year of study. 

• For undergraduate courses, attrition is calculated over three years of 

study, except for Scotland, which is taken over four years. Attrition in 

postgraduate courses for all UK countries is taken over two years. 

• Yearly attrition is calculated by taking the sum of those on pre-registration 

courses who have been recorded as either leaving their course with no 

who were eligible to graduate in that year (that is, excluding dormant/

writing-up students who are not formally deregistered from their course*).

• For a given year, our calculation is based on the level of attrition across all 

• We manually selected courses for each of our interested subject areas 

courses that were at least one year in length. 

• For medicine, we compared the number of doctors joining the medical 

unable to disaggregate this by UK nation, so values are reported for the UK 

as a whole.

* 

expected to submit a thesis to the higher education provider for examination (generally 

research students), have completed the work of their course and are not making 
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Calculating graduate participation

• 

subjects between 2014/15 and 2019/20, using the Destination of Leavers 

from Higher Education Survey (between 2014/15 and 2016/17) and the 

Graduate Outcomes Survey (between 2017/18 and 2019/20).

• Our analysis looked at the number of graduates – that is, those who ‘gained 

intended award or higher’ in Higher Education Statistics Agency (HESA) 

data – entering the profession that they studied in – so for example, of 

those who studied physiotherapy, the proportion of graduates starting 

employment as physiotherapists.

• We used continuation status and included those in ‘full-time employment’, 

in ‘part-time employment’,  in ‘employment and further study’ and 

‘unemployed and due to start work’.

• 

started employment as a health care professional related to the degree 

they studied. We grouped together all other health care professional 

employment as ‘other health care-related employment’ and categorised all 

other employment/graduate activity as ‘other employment, further study 

or voluntary work’.

• 

Table 1

Maintenance loan eligibility is an illustrative example of those in full-time 

study who live away from the family home and are not based in London. Other 

support grants and allowances are available to some students – those who are 

eligible for childcare support or disability allowance, for example – but have 

been excluded for simplicity. 
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Figure 8

(where known). Numbers from the Nursing and Midwifery Council (NMC) 

and Health and Care Professions Council (HCPC) registers were taken as of 

March 2023 and the General Medical Council (GMC) register as of December 

2021. Independent health care provider statistics only include organisations 

that undertake NHS-commissioned work, so the numbers in this regard are 

likely to be an underestimate of all those working in private health care. From 

doctors and allied health professionals working in independent providers.  
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Appendix 2: 

Notes: Data are for all those who accepted a medical school place or an undergraduate 

areas, which may overestimate the number of accepted/placed applicants compared to the 

Sources: General Medical Council (GMC), Nursing and Midwifery Council (NMC) and 

Universities and Colleges Admissions Service (UCAS) 
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nursing degree places versus UK-trained doctors and nurses joining the 
professional register 
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Notes: Based on one-year continuation data for cohorts of full-time, undergraduate entrants 

to pre-registration courses at English higher education providers between 18 July 2016 and 

17 July 2017. EU = European Union. ‘Deprivation’ refers to the indices of multiple deprivation 

and ‘higher education participation of young people’ relates to the ‘POLAR4’ measure. Q1 and 

Q2 represent areas of the highest deprivation and the lowest higher education participation.

 

Figure 20: Continuation rates of pre-registration nursing, midwifery and selected 
allied health students in England, 2016–17
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Appendix 3: Student 
loan forgiveness 
calculations

We used previous work by London Economics, commissioned by the Royal 

College of Nursing, as a basis for providing a broad estimate for the cost of 

this to happen, but also the actual cost will be hugely dependent on the exact 

the NHS and those starting work at private health care providers, for example.

Table 3: Estimated Exchequer and graduate costs of student loan forgiveness proposals 

for nursing, midwifery and allied health profession graduates

Old system
Incoming 

system

Incoming 
system 
+ loans 

forgiveness

Incoming 
system 
+ loans 

forgiveness 
+ 5% cohort 

increase

Incoming 
system 
+ loans 

forgiveness 
+ 10% cohort 

increase

Number of joiners 27,952 29,350 30,747

Total Exchequer cost 
(£ million)

£1,015 £568 £797 £836 £876

incoming system +£447 – +£229 +£268 +£308

Average graduate 
lifetime repayments 
(male/female)

£24,400/ 
£10,700

£42,000/ 
£26,000

£29,500/£18,600
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scenarios. We have assumed that the cost of fee and maintenance loans, 

remains the same across our cohort of joiners (which also includes midwives 

and all allied health professionals) as for the cohort of nurses in the London 

group) joiners to the NHS with a UK nationality between 2016 and 2022. More 

details on the underlying methodology and assumptions are available in a 

previous London Economics publication.48 

Other groups such as doctors and dentists should, of course, be considered. 

For example, expanding this scheme to a cohort of 7,500 medics would 

graduation of £60,000, of which 90% is currently repaid. Under the outlined 

loans forgiveness scheme, we might expect somewhere in the region of 

could, instead, focus on delaying any loan repayment (and freezing the loan 

terms of loan burden but also, particularly, in terms of take-home pay in the 

early years of being a junior doctor.

is designed and implemented. Our analyses are intended only to give a broad 

estimate for the scale of costs. Rather it will be incumbent on government 

Long Term Workforce Plan sets out the intention to increase clinical training 

places considerably, from 80,346 in 2022 to 131,738 in 2031 (a 64% increase).6 

In this scenario, the overall costs would rise equivalently but so too would 
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