NATIONAL WAITING TIMES CENTRE BOARD: PAY MODERNISATION BENEFITS REALISATION UP TO 31 MARCH 2006


	Priority area
	Specific area
	Supporting data to measure baseline and demonstrate progress
	Progress demonstrated since September 2005
	Actions to be taken
	Anticipated results (quantifiable and with dates)
	Progress as at 31/03/06

	1. National Waiting Times targets are to be reduced from the current six months to 18 weeks by the end of 2007
	1.1 Total surgical and diagnostic procedures target for 2005/06 was agreed with the NWTU.  


	Yearly projected activity is agreed with the NWTU and then with each NHS Board detailed under specific specialty.

Monthly performance reports are reviewed by the Senior Management Team and the Board.

Monthly reports are discussed with each Department Head.
	Additional activity on target, diagnostic imaging has well exceeded targets consistently.

Fortnightly meetings with key operational managers and consultants where appropriate to identify and review priorities and further redesign initiatives or opportunities for expanding capacity further.


	Liaison Group meets regularly with all user NHS Boards. The Membership and remit to be reviewed to strengthen performance and monitoring.

GJNH to agree with Boards a focus on a reduced number of specialties in order to effectively plan Consultant Job plans and activity.

West of Scotland Regional ‘Planned Care’ group to be established.
	To deliver a 34% increase in total activity from 04/05 figures by March 2006.

To deliver a total procedures & diagnostics target for the year of 25,000 as agreed at the Annual Review.

To deliver monthly performance targets as agreed at SMT. 


	Activity levels available on 31/03/06 show:

*13,016 in-patient and day case patients have been treated. 

*15,620 diagnostic imaging examinations carried out.

*28,636 total activity was delivered against a target of 25,000.

*14.5% ahead of target agreed at Annual Review (i.e. 25,000).

Increased activity of 55% in comparison to 2004/2005

	1.Waiting time targets


	1.1.1
	 
	Development of a Nurse Led minor procedure service. One nurse is now qualified as a Minor Surgery Practitioner.

Fortnightly meetings with key operational managers and consultants where appropriate to identify and review priorities and further redesign initiatives or opportunities for expanding capacity further.
	
	Consultant surgeons will be freed up to utilise their clinical time in more complex procedures.

Parallel medical and nursing minor procedures clinics will be set up from June 2006
	A second minor procedures room has been set up.  

	1.Waiting time targets


	1.2 Orthopaedics Directorate performance to increase to 1,805.


	Monthly performance reports to SMT and Board.
	Additional theatre sessions have been resourced and staffed and are now being utilised by Orthopaedics.

Expansion of directly employed consultant Orthopaedic staff by two new full time consultants and a third locum consultant. 

Complete redesign of Orthopaedic Department to relocate to one combined unit.
	The recruitment programme needs to be further expanded across the multi professional team for key personnel before further additional patient activity can be undertaken. 

A review of new roles will be integral to this process working with the Board workforce planning team.


	To deliver the increased activity within the monthly performance targets and total by March 2006.

Establish future expansion needs of the service for 2006/07.
	The total number of orthopaedic procedures carried out in 2005/06 was 1685 against a target of 1805.  Although the actual activity was slightly less than the target, an increase of 12% has been achieved in major joint replacement surgery in comparison to 2004/05 activity.

Orthopaedic outpatient has been built on level two alongside radiology and rehabilitation services.  The orthopaedic ward has now be moved and is co-located alongside the outpatient area on level two.

	1.Waiting Time targets
	1.3 Cataract performance increased to 2,570.

	Monthly Performance reports to SMT and Board.
	In comparison to financial year 2004/05, cataract surgery activity increased by 85% in 2006/07.

Some of this activity was ‘see and treat’, in an effort to address out patient waiting times as well as in patient waiting times.

Since September 2005 two additional staff have been trained in biometry.   This means there are now three staff able to facilitate the development of a “see and treat” ophthalmology service.
	Further development of “see and treat” services.

Recruitment of full and part time Consultant Ophthalmologists to deliver the increased activity at lower cost (remunerated under the consultant contract T & C’s).
	To deliver the increased activity within the monthly performance targets and total by March 2006.

Establish future expansion needs of the service for 2006/07.
	The total projected number of cataract patients treated in 2005/06 exceeded target by treating 2575 against a target 

of 2447.  

Over 120 patients per month are assessed in the nurse delivered biometry clinics.

	1. Waiting Time targets


	1.4 Direct GP referrals for diagnostic imaging.
	Audit results based on a pilot study in 2004.
	Audit results published December 2004 demonstrated a positive outcome, which has lead to continuation of the service.
	Development of ultrasonographer training to diagnose and report images.

Review resource requirements to extend the service to a wider geographic referral base.
	This role will free up radiologists to undertake activity requiring their expertise. 

In addition, radiologist costs will be reduced.
	0.6 FTE reporting sonographer has been employed since Aug 2005.

A further 0.4 FTE sonographer requested from May 2006 and being considered

SMT considering the development of two assistant practitioner roles to free radiographer to train as sonographer. 

Hope to have these posts in place by September 2006.

	2. Increasing efficiency in patient admissions
	Pre-assessment of cardiology, orthopaedic and general surgery patients.
	Pre- assessments for planned admissions for orthopaedic surgery are carried out by GJNH consultants. General surgery and cardiac surgery procedures are pre-assessed in the nurse led outpatient clinics prior to admission.

No cardiology pre-assessments are currently carried out. The Booking Office are provided with feedback on clinic outcomes with appropriate instructions to either reappoint the patients or refer them back to referring Boards. 


	Appropriate admissions for surgery are ensured thus reducing our theatre cancellation and DNA rates.

This also provides an opportunity to pre-screen for MRSA prior to admission. 

Pre-operative preparation or treatments can be delivered in primary care, thus reducing inpatient length of stay.


	Monitor and review numbers of cancellations.

Monitor and review numbers of DNAs.

Monitor and review range of pre-screening of patients.

Meet with referring health boards to ensure that more patients are appropriately pre-assessed prior to admission to GJNH.

Establish standard pre-assessment criteria to be used by hospitals who are carrying out pre-assessments locally.

Establish more accurate information on numbers of patients whose surgery is cancelled/postponed due to infection/ clinical indications.

Establish nurse led pre-assessment clinics for cardiology patients.
	Number of cancellations (post admission) due to ill health/infection will be reduced. 

Sufficient time will exist to replace patients who are unfit or cancel surgery.

Improved clinical outcomes if pre-operative infections are treated prior to surgery.


	Quarterly meetings are held with referring hospitals to review numbers of DNAs and numbers of patients unfit for surgery.

Nurse led pre-assessment clinics will be established for cardiac surgery by end April 2006.

Standard pre-assessment criteria has been established and conveyed to referring hospital who pre-assess their own patients.

Planning work in progress.

	3. Diagnostic Services
	Endoscopy Services increased to deliver 2,297 scopes.
	Monthly Performance reports to SMT and Board.
	Expansion of patient activity has lead to discussions regarding the potential substantive appointment of a general surgeon.


	Linking in with strategic plans and directives relating to chronic disease, e.g, a review of bowel disease services.

The introduction of substantive posts in General Surgery may provide the opportunity to introduce nurse endoscopists.
	Progress medical recruitment by March 2006.

To deliver the increased activity within the monthly performance targets and total by March 2006.

Establish future expansion needs of the service for 2006/07.
	Alternative Consultant staffing arrangements being progressed with target of summer 2006.

2,366 patients were treated in 2005/06 against a target of 2,297. 



	4. Patient experience and pathway
	Discharge planning.
	Length of stay and better bed utilisation.
	A new role has been identified to co-ordinate discharge planning.

Multi disciplinary approach taken to discharge planning.
	To be prioritised as part of resource allocation for 2006/07. 
	To be co-ordinated with introduction of Directorate structures in 2006.
	Being progressed, job descriptions drafted and being considered by SMT.

	5. Service redesign


	5.1 Hospital at Night pilot scheme.
	This is a new service and progress reports and performance information will be brought to the Senior Management Team.
	Reduction in medical call outs overnight in line with reducing junior doctor hours.

Training of out of hours Senior Nurses to take on some previously medically related activities e.g. epidural top up service.

Pilot scheme is being taken forward by the manager of this group of staff and monitored by the Workforce Planning Development Group.
	Audit additional activities undertaken by senior nurses.

Review of hospital at night activities, building competencies, protocols and policies to allow senior nurses to triage Doctor’s calls.

Audit and review practitioner activities.
	More effective use of medical staff and all other resources at night and weekend.

The reduction in routine calls to junior doctors has reduced because they are triaged through the senior nurse. The number of calls to out of hours senior nurses is monitored monthly.
	All areas identified as potential for redesign have been incorporated into the 2006 Workforce Plan.

A priority action plan is being drawn up by the Workforce Planning and Development Group.

All will be actioned through the new clinical directorate structure.

Workshops for managers are also being run in 2006 to support the introduction of service redesign initiatives.

	5. Service Redesign
	5.2 Minor procedures clinic.

Target for 2005/06 1143 minor procedures.
	Monthly reports to SMT and Board.  


	Training of Nurse Practitioner to run parallel clinic with consultant.

Number of patients treated has doubled.


	Establish future expansion needs of the service for 2006/07.
	A more cost effective service is provided.

Patient waiting times are reduced.

Efficiency in medical staff costs.
	Service continues and being discussed at Workforce Planning and Development Group.

1,259 minor procedures were carried out against a target of 1143.  This demonstrates an increase of 84% in comparison to 2004/05.



	5. Service Redesign

	5.3 Eye assessment clinics.


	Trained nurse practitioner will undertake biometry measurements.
	In addition to the nurse already in place a further two staff have been trained in biometry.
Accurate information passed to theatres for individual patient surgery.
	Budget prioritisation is being considered by the SMT to recruit a further biometry/ophthalmic nurse.

Discharge surveillance is being considered/planned for later in 2006 utilising the telephone system.
	There is now 110 nursing hours per week dedicated to the ophthalmic service.  This will be reviewed over 2006 in line with expansion of outpatient services in other areas.  

With further recruitment this will increase.

Reduction in numbers of patients requiring return to follow-up clinics freeing up time for pre-assessment /new consultation clinics.
	120 patients per month are assessed through the nursing biometry service.

Discussion re expanded use of telephone system is underway.



	5. Service Redesign

	5.4 Post operative surgical site surveillance.
	This nurse led initiative uses an automated telephone system to gain information on surgical site infections developing post discharge following major joint replacement and cardiac surgery.
	The project was piloted in 2005 and now there is a permanent role with the aim to disseminate the post discharge surveillance results, along with the inpatient surveillance results to all stakeholders.

Post discharge surgical site infection has important cost implications for both Primary and Acute areas of the NHS and it is important to establish a robust method to obtain wound surveillance data.  This is especially important for GJNH due to the geographically diverse origins of the patients.
	To validate the efficiency of this method of gathering data an application has been made for a C.S.O grant.  This will enable research to be carried out by nurses funded by the grant.

The Orthopaedic department is exploring using the telephone system as part of the outpatient/arthroplasty service provided by the GJNH.  It may be possible to replace some of the nurse phone contacts utilised in connection with Outpatient clinics.
	Early identification of post operative surgical site complications.

Reduction in unnecessary primary care prescription of antibiotic therapies. 


	Very successful initiative. Interest has now been expressed by OPD to explore the possibility of utilising the system following cataract surgery.  

Meets PFPI agenda as patients are enabled to be involved in their care.

	5. Service Redesign
	5.5 Arthroplasty Service.
	Dedicated independent ad hoc report database within Excelicare.
	Approx 200% increase in arthroplasty workload is anticipated from August 2005 – April 2006.

Ability to free up consultants for clinical activities.  This amounted to 322 hours in 2005.

New Clinical system already in Ortho-Excelicare allows incidence of re-admission rates/ complications/surgery outcomes – allows for in-depth audit and analysis to improve patient outcomes.

Expansion of the service – progressive increase in number of patients seen and savings of surgeon’s time in follow up clinics.
	Currently training one newly appointed arthroplasty practitioner from October 2005 contributing additional 1950 hours rep annum.

Appointed from one part time to one full time trained arthroplasty practitioner form Aug 2005 contributing an extra 1365 hours per annum.

Expansion of the Excelicare clinical system now operational and productions of Ad Hoc Report expansion ongoing.

96% of review appointments carried out by arthroplasty practitioner.
	Approx 200% increase in workload.

Combined potential throughput of up to 3000 patients to April 2006 freeing up of consultants time for new patients/theatre: Projected figures of 604 hours of surgeon’s time to be saved in 2006.


	Training completed for new practitioner for clinical review and patient contact as from 1 January 2006.

Statistics produced demonstrate expansion of service.

Clinical Reviews by arthroplasty practitioner:

1 April  – 31 July 2005 =316

1 August – 31 December  2005 = 608

1 January – 31 March 2006 = 289

Total reviews 2005-2006 = 1213

Resulting in surgeon time saved 510 hours to 31 March 2006.

	6. Human Resources (HR)


	6.1 Improved recruitment and retention.
	Data provided to Board on turnover, starters and leavers and vacancy rates on a quarterly basis.
	Quarterly/annual returns to ISD.

Published baseline workforce report.

Innovative flexible working in some clinical areas allows staff to feel more in control of their shift patterns and provides efficiency of staff numbers against patient activity.

The learning strategy and nurse clinical education calendars are very positively viewed by staff.  Workforce planning analysis provides predictive CPD and mandatory clinical and non clinical skills training needs and supports staff in achieving this.

This support increases recruitment opportunity, supports staff in professional development, including role development and reduces staff turnover.
	Compare data against national data and review trends.

Develop workforce plan/strategy (April 2006) that feeds into Board delivery plans.

Purchase of HR database, improved workforce information from SWISS.

Continue to monitor successful models of workforce planning e.g. self rostering of shifts, annualised hours and associated flexible working, term time contracts.

Continue to support and monitor available predictable ‘development’ absence against actual ‘development’ absence.
	Vacancies easier to fill increased staff retention.  Planned recruitment activity.

10% reduction in agency staff usage in 2006/07 through improved workforce planning, recruitment strategy and effective use of staff utilisation data.

1% reduction in sickness absence rates in 2006/07, targeting an overall reduction to 4% by 2008 in line with national targets.

Retain staff turnover rates below average 10% and in accordance with public sector turnover levels.
	Board Workforce Plan will be published 30 April 2006 in line with national timescales.

Sickness absence – further training for managers and staff to correctly manage sickness absence.

Return to work interviews introduced.  Tighter notification and evidence requirements introduced.  Lower turnover rates being maintained at below 2%.

	6. Human Resources (HR)
	6.2  Fair pay.
	Application of agreed national terms and conditions.
	Terms & Conditions sub group reviewing new terms and conditions and advising on areas requiring clarification.  Project plans in place to assimilate staff onto new T & C’s under Agenda for Change.
	To continue to support the process required for full assimilation to the new terms and conditions.

Implementation of new unsocial hours arrangements once agreed.
	Data on pay distribution by gender, ethnicity & pay band.  Data on reviews/appeals.

Staff survey results.

Equal pay for equal value.
	Assimilation of all staff groups to meet national timescales.  Project plan in place for assimilation.

69% response rate.  Results due April 2006.

	6. Human Resources (HR)


	6.3  Improved career development.
	Development of enhanced roles ongoing, appraisals & PDP’s for all staff in place.  Increased training & development opportunities due to establishment of E & T department.

Predictable ‘training and development’ absence planned and supported through Nurse Education calendar.

Workforce plans take into account new and developing roles.
	Learning Strategy approved by the Board.  Centralised education and training budget from April 2005.  New roles to be discussed and ratified by the Workforce Planning & Development Group with regional support, and recommendations made to the senior management team.

Formalised Job Evaluation system for the evaluation of new roles.

Mandatory clinical and non clinical training and CPD is achieved in most clinical areas.

New posts have been created which fill/augment roles routinely undertaken by medical staff or qualified nursing staff.
	Appraisals & PDPs to be mandatory for all staff.  Joint agreement of KSF outlines for all posts (December 2005).

Performance Management Policy updated and approved (December 2005).

Policy training will follow mid 2006.

Appraisal training will follow mid 2006.

Continue to monitor uptake of mandatory training and CPD against growth of organisation.

Monitor clinical and cost effectiveness of new roles.
	Changing skill mix in the nursing areas as more unqualified staff are supported to undertake additional ‘technical’ skills and functions (move towards a 5-7% increase in unqualified staff).

Reduction in medical staff costs as routine functions are undertaken by other trained clinicians.
	Plans in place to fully integrate KSF through further training awareness and facilitated support.

Work in progress.  Financial savings being determined.

	6. Human Resources (HR)


	6.4 Increased morale.
	Reduction in sickness absence, more staff actively involved in continuous service improvement e.g. development of the Health Plan, cardiothoracic project, expansion of services etc.

Feedback from staff survey results.  Staff retention statistics.


	Development of partnership understanding and role of partnership forum.  Increased staff side representation.

External Staff Governance report.

Active engagement of staff in service development/ improvement.  Increase networking with neighbouring Boards.
	Number of new roles and existing staff doing things differently facilitated by Agenda for Change.  Data obtained through Workforce Planning Group.
	Increase staff retention and satisfaction.  Improved customer/patient survey results through integrated teamwork/service delivery.

Increasing networking with NHS Boards – opens up opportunities.
	Survey results awaited.



	6. Human Resources (HR)


	6.5 Improved teamwork/ breaking down of barriers.

Other examples include extended role of ultra-sonographers.

Establised links with NHSGG for rotational staff training.

Infection Control manager holds the budget for cleaning services (housekeeping in GJNH) and manages the department as well as the infection control team.
	Increase in multi disciplinary working and team skill mix i.e. arthroplasty service led by nurses/ physiotherapists thus reducing consultant input which can be issued to reduce patient waiting times. 

The Housekeeping supervisor is part of the infection control team.


	Expansions of arthroplasty service.

Expansion of sonographer role.

Joint meetings are held with infection control and housekeeping teams.
	Continuous process to improve cross boundary team working.

This ensures that the Monitoring Framework for NHSScotland National Cleaning Services Specification [HDL (2005) 50] is implemented and that the National Education and Training Framework for Domestic Assistants are benchmarked against the competencies already in place.
	Increased morale.  Reduced staff turnover.  

Anticipated increase in new roles within the organisation.

Increase development of training rotations between NWTC and NHSGG for some physiotherapy and OT grades.

Cleaning services are benchmarked against monitoring tool and will meet/exceed targets.
	Ongoing and will be monitored through the workforce planning group.

The result is a higher than average standard of cleanliness that receives compliments from visitors and patients.

	7. Clinical Staff Governance


	7.1 Higher quality care – increased knowledge & skills levels & reduction in adverse incidents/ complaints.


	Departmental competencies in place, annual performance reviews.  Mandatory training programme.  Increased number of clinical educators recruited.  Training has taken place on new adverse incident procedures.  Staff and Clinical Governance reports. Risk Management reports.
	Development of extended roles e.g. arthroplasty roles.  Development of hospital at night service.

All developing clinical roles are supported by robust competency programmes and clinical supervision.


	KSF outlines for all posts.

Ensure continued protected time for skills development to ensure safe and effective clinical care.  This includes risk assessment and root cause analysis support.
	Competent staff, reduced risk of injury or error.

Increase in patient safety, which is regularly monitored.
	KSF outlines under development.

Six members of staff have had root cause analysis training following NPSA  guidance since September 2005.

	7. Clinical Staff Governance
	7.2 Higher quality care – increased knowledge & skills levels & reduction in adverse incidents/ complaints:

Infection Control/ surveillance.
	QIS standards for surveillance.

SEHD mandatory surveillance nurse.

Scottish Surveillance of Healthcare Acquired Infection Program (SSHAIP) working under Health Protection Scotland to collate all surveillance information.
	Risk registers in place for most departments.

New role – surveillance nurse – responsible for inpatient surveillance program of Surgical Site Infection (SSI) of mandatory Orthopaedic and one other speciality (cardiac).

Also responsible for developing the post-discharge surveillance of surgical site infection up to 30 days.
	Continuation of surveillance programme to determine SSI’s.

Development of post discharge (30 days) wound surveillance of SSI’s for orthopaedic and cardiac surgery patients.

In-patient surveillance to move from paper collection to electronic.

Dissemination of results to all stakeholders.

Actions as required based on trends of infection rates detected.  These agreed with all relevant staff.

Education for all clinical staff.  Consultants by presentations and discussion.  Nursing staff by being included in induction and core training (within I.C. presentation) also within ward/departments training days.
	Accurate data on wound infection – ongoing.

To gain new information on SSI’s after discharge and up to 30 days post-op – ongoing.

Support required from SSHAIP to facilitate this – by April.

Providing information for all – ongoing.

To see reduction of infection rates – ongoing as required.


	More accurate data on post discharge wound infection is achieved by patients using surveillance telephone system.

Presentation and Training – ongoing.
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