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Section 1  - General Introduction

NHS Highland’s initial Pay Modernisation Benefits Realisation Delivery Plan (PMBRDP) was submitted to SEHD in September 2005.  This progress report follows the format of that Plan.  It has been prepared in the period January – early March 2006 in time to meet SEHD’s requirement for a progress report to be submitted by 31 March 2006.

The reporting period since the date of the original plan is short so most achievements are steps towards longer-term targets and objectives rather than completion of these.  Not surprisingly, some initiatives have moved faster than others.  The main policy context for this report includes:

· “Delivering for Health”   - development work has been taking place in the CHPs and SSU, and a Highland-wide integrated development event on this will be held in April 2006.  This will provide an opportunity to encourage further strategic interaction of service planning, workforce planning and pay modernisation in support of “Delivering for Care”. 

· Medical Director participation in the National Medical Directors’ re-activated Benefits Realisation Group

· Ongoing use by the Associate Medical Director and CHP General Managers / Clinical Leads of the Pay Modernisation Team’s nGMS Toolkit and Strategic Tests. 

· Linkage between the Pay Modernisation Benefits Realisation Delivery Plan and the Local Delivery Plan (LDP), for example targets for consultant productivity and staff absence / attendance, which are covered by the LDP.

· The widening of the role of the Pay Modernisation Board to include Workforce Planning

An event with significant impact for NHS Highland is the imminent integration of Argyll & Bute into NHS Highland.  This particular RPMBRDP progress report covers NHS Highland only, but future plans and reports will reflect the new wider responsibilities of the Board.

The bulk of this report shows the progress being made on each of the individual threads of the Plan.  The SEHD requirement to provide measured benefits and productivity information represents a challenge, but in some, although by no means all cases such information is beginning to be recorded.  In future iterations of the PMBRDP there should be increasing amounts of quantitative information, and it will also be possible to provide more direct links between service changes and the contribution made by the consultants’ contract, nGMS contract and “Agenda for Change”. 

Among the many achievements in NHS Highland, the following examples of good practice and service benefit are worth noting:

· Highland Hub.  Co-located with and integrating NHSH, Scottish Ambulance Service Emergency Medical Despatch Unit, and the NHS 24 Satellite, the Hub integrates what were once distinctly separate parts of the NHS, removing barriers, focussing on patient needs through common goals and standards.  A new nursing role has been created in which nurses are able to combine clinical practice and NHS 24 work in a single job.

· Diabetes - Locally Enhanced Service.  This is a good example of patient care being moved from the acute hospital care setting to the community setting.  Within two years of the start of the new GMS contract, coverage in the Highland area has reached over 90% of GP practices.  366 patients have already been moved from Consultant lists to GPs, with 800 consultant-patient slots freed up for other patients.  This service is providing a role model for other services and an opportunity further to explore in a real situation the opportunities for role development and changed work allocation between clinicians.  In the near future the implementation of the Knowledge & Skills Framework will further support this type of initiative.

· Coronary Heart Disease.  Through a process involving NHS and Scottish Ambulance Service staff and representatives of Voluntary Organisations, patient pathways have been agreed for Coronary Heart Disease in NHS Highland.  The implementation of these pathways will form the basis of the future work of the Managed Clinical Network, but an immediate achievement has been a review of provision of diagnostic service, e.g. echocardiography, with the aim of making services these more accessible to GPs.

· Pilot of GPs as part of Medical Receiving Teams.  The CHPs have been allocated funding to jointly work with SSU to help reduce pressures on acute hospital beds.   Part of this proposal is to fund a small pool of experienced GPs and/or member of Inverness Intermediate Care Team to work as part of the Acute Medical Receiving Team in Raigmore Hospital.   A two-month trial is underway. The Project will be evaluated and will seek to quantify the number of acute hospital beds saved.  Part of the review will also seek to identify why it was not possible for some patients to be managed in the community. It will also identify gaps in community services which, if filled, will further reduce demand for acute hospital care.

· New Ways of Working    

1. Senior Nurses in the Medical Receiving Ward have just completed a four-week trial of receiving GP calls.  The trial has been formally evaluated and the findings are awaited with interest.  An informal two-week trial showed a number of benefits including freeing up Medical time.  This practical initiative has also been important in looking at traditional ways of working and developing team working.

2. A new approach to treating people with minor injuries in Raigmore Emergency Department has just been piloted.  Emergency Nurse Practitioners were responsible for seeing and treating patients.  The trial has been evaluated and shows that patients are being seen and treated more quickly.   On average patients were seen and treated almost twice as fast when compared with patients with minor injuries who were not streamed.  Staff are now considering further developments to the service. 

3. A Highland Integrated Eye-care Service has been set up following a successful pilot in Mid-Highland CHP.  GPs refer patients to local Optometrists who ‘triage’ them for possible referral to secondary Ophthalmology services.  Patients are seen quicker and locally.  The pilot achieved 15% reduction in hospital referrals and influenced the design of the GOS contract to facilitate this development generally. 

Section 2 – Implementation of Consultants’ Contract, GMS Contract and Agenda for Change 

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	GMS Contract – 

Quality & Outcomes Framework


	Two research projects (HERU – activity) and NES (education) to analyse Highland 2004/2005 QoF data to explore factors influencing performance comparatively in small and larger practices
	Empirical evidence based on actual data will guide future actions ensuring relevance and cost-effectiveness


	Under way
	QOF Pre-Payment Verification System under development – this will use first year data for comparison purposes and provide the means to measure service changes and use of the GMS Contract



	
	Organise programme of QOF review visits to 70 Highland practices using local review team and perhaps supported by reviewers from other Boards 


	Combined with the above, assess the appropriate QOF level for Highland practices, bearing in mind that higher scores lead to higher costs


	Planned  / under way


	Reviewer training organised ahead of second round of visits due to start September 2006

Rolling programme of QOF visits to practices over two-year cycle – more frequent visits are possible if deemed necessary

Revised QOF Guidance awaited, but new changes will cover Atrial defibrillation; Chronic kidney disease; Palliative Care; Depression; Dementia and registers for Learning Disability and Obesity.

	GMS Contract – 

Out of Hours
	Review Highland model of service, which is doctor-heavy and expensive.
	Different model(s) of service and new / different roles for staff (healthcare, social services and paramedics)  

Better integration of Out of Hours and Emergency Services

Use AfC for rewards / skills once these tools are available.
	Under way
	In Wester Ross a community-driven initiative where people in Wester Ross are working together to develop a shared vision for scheduled and unscheduled care in remote communities. 

Includes e.g. exploring target response times, roles and potential role enhancement for community nurses and Scottish Ambulance Service staff.  Agenda for Change, including KSF, will help facilitate this type of development


	
	Use activity data drawn from use of current new model to explore with Ambulance Service opportunities to integrate and revise OoH provision 
	May lead to different service model and potentially different roles.  Use AfC for rewards / skills once these tools are available 
	1-3 years
	

	
	Set up new linked NHS 24 Highland Satellite arrangements with NHSH nurses undertaking NHS24 triage functions in Inverness.

Move Hub from Raigmore to Inverness SAS HQ 
	Achieve co-location of SAS, NHS24 and Hub activities;

Improved recruitment & retention; local knowledge available; improved service to patients
	Partial implementation of NHS24 satellite, and Hub relocation by mid-November 2005


	New Highland Hub in place.  This integrates what were once distinctly separate parts of the NHS, removing barriers, focussing on patient needs through common goals and standards.  A new nursing role has been created in which nurses are able to combine clinical practice and NHS 24 work in a single job

Agenda for Change, including KSF, will further facilitate this type of development.
 

	GMS Contract

- Enhanced Services
	Develop software tool to gather information about Enhanced Services (ESCRO)
	Facilitate tight financial control of payments and provide activity information as baseline and then to manage changes


	In place from October 2005
	ESCRO software tool produced in Highland by Albasoft is now beginning to produce significant amounts of information to help manage the GMS contract in future and measure benefits realisation .  

Data will be analysed and information produced from April 2006 onwards

Next phase – production of specific audits – currently being agreed

Four new Enhanced Services (CVD Risk Database; Learning Disability; Carers; Cancer Referral management) awaiting Ministerial sign-off.  Will be introduced into contractual discussions with Practices.

	
	ES contracts placed with all practices for every part of the national contract except for intra-partum care


	
	Complete


	Annual round of Enhanced Services visits (to review last year and set contracts for new year) currently under way in CHPs


	
	Some contracts for some ES services being negotiated with private sector (e.g. violence & aggression services) and with other parts of NHS system (e.g. substance misuse services


	In negotiation and / or in place
	Complete
	ESCRO information becomes available from 1 April 2006

	
	Some services (e.g. IUCD services) provided by practices on behalf of other practices
	Prospect of network of specialisms across practices as a whole 
	
	ESCRO information becomes available from 1 April 2006

	
	ES contracts in place with the majority of practices for joint injections and minor surgery
	Reduction of demand on secondary care general surgery and orthopaedic; treatment of patients closer to home

Reduction of travel time; treatment closer to home


	In place
	ESCRO information becomes available from 1 April 2006

	
	ES contracts for near-patient testing for anti-coagulation therapy
	Reduction of demand on secondary care

Reduction of travel time; treatment closer to home


	In place
	ESCRO information becomes available from 1 April 2006

	
	National minor injuries service contract in place with most practices.   
	Reduction of demand on secondary care

Reduction of travel time; treatment closer to home
	In place
	ESCRO information becomes available from 1 April 2006

	
	SLA for local Diabetes Enhanced Service to move parts of diabetic service from Raigmore Hospital consultant service to GP provision
	With Type 2 Diabetes demand rising, reduce pressure on consultant unit, and reduce number of appointments for patients through local provision


	Under development:  1-3 years 
	In first year 66 of 72 Practices signed up for Diabetes Locally Enhanced Service.  366 patients moved from Consultant lists to GPs, with 800 consultant-patient slots freed for other patients.  

Quality-assured diabetes service now provided to patients nearer to their home.  

Programme involves all consultant Diabetes services, not just those at Raigmore Hospital


	
	Develop diagnostic/treatment package for depression so healthcare professionals other than consultants can see patients with depressive illness.


	Speed up service to patients without reducing standards
	Under development – 1-3 years


	Joint proposal being developed by SE Highland CHP and Psychology services

	 Consultants’ Contract - Audit
	Internal audit to review implementation of CC against Terms & conditions and national guidance and Agreements
	Any anomalies dealt with; establish firm basis from which to progress;
	Under way
	Deloittes’ report awaited

	
	Contribute as requested to external (Audit Scotland) work to be undertaken in sample of other

Boards
	
	Under way
	Achieved

	Consultants’ Contract - Job Plan Review
	Local process for Job Plan Review (including benefits realisation) agreed by joint Review Group


	Board and staff in agreement about arrangements
	Under way
	Achieved - procedures and forms agreed; documentation issued to consultants.  Job planning process for 06/07 underway

	
	Review of current allocation of Programmed Activities
	Any differences between plan and outcome, and reasons for this, identified to inform forward planning


	Under way
	Re-diarying exercise done; job plan review of consultants being done by Heads of Service and due to be completed by end March, 2006 which will identify gaps.

In many cases Waiting Times Targets are the driver for change, and changes described elsewhere in this report will be reflected in revised job plans

	
	Agreement of consultants’ objectives 2005/2006
	Consultants’ contribution to national and local service objectives agreed for inclusion in Job Plan


	Under way
	The national and local objectives agreed and are incorporated into the job planning process.

Arrangements being made to meet requirements of NHS HDL (2005) 51 regarding increasing consultant  productivity  

	
	Standardised pay rates for extra sessions done under WLIs. 
	Cost reductions and use of EPA flexibility to meet non-recurring need.
	In place
	

	Implementation of Agenda for Change - Job Matching 


	Complete job matching where Job Profiles exist.


	
	Now (December 2005)


	New national planning target for 2006 now in place.  NHS Highland in line with this and due to complete matching in summer 2006.

Risks reported to SEHD re. Payroll; Remote & Rural pressures and integration of Argyll & Bute.


	Agenda for Change - Staff Assimilation
	Submit Ancillary matching outcomes for central Quality Control  


	
	Achieved
	JEMG approval achieved and first group (Domestics) assimilated in January 2006; remainder of Ancillary staff in February.

Rolling programme of submitting NHSH matching  outcomes for other staff groups to JEMG for central approval. 

	
	Complete Nursing & Midwifery matching outcomes, and other Job Families thereafter
	
	Now (N&M matching by end September)


	N&M matching complete.  Other posts phased and due to complete in summer 2006.

	
	Prepare Payroll Department for use of GRAMPAA assimilation and arrears software (available mid-September)


	
	Now
	GRAMPAA installed and already in use.  Planning under review in light of experience of use of GRAMPAA and of Payroll / Assimilation Team capacity

	
	Submit Highland outcomes for national quality assurance.  Assimilate staff Job Families in sequence


	
	First Family (Ancillary) c. January 2006
	Local consistency checking and submissions to centre ongoing.  Central approval already in place for Midwives and half N&M posts.  Rolling programme for submissions of other staff groups



	Agenda for Change - Job Analysis / Evaluation
	Further matching if new Profiles provided, otherwise initiate Job Analysis systems, leading to assimilation processes
	
	Now (from January 2006)


	Programme of matching in place, with completion due in summer 2006.  This programme maintains equilibrium with operations and is not expected to delay assimilation

	Agenda for Change – 

Knowledge & Skills Framework


	Training of managers in Outline preparation


	Managers competent to carry out this function, supported by KSF facilitators


	Now (November 2005)


	c.750 managers trained in Outline Development – at ‘mop-up’ stage of training provision

	
	Ensure that Job Outlines are prepared for all NHSH posts and agreed by managers and their staff; and submitted for national consistency checking


	Agreed and approved Outlines complete
	Now (31 December 2005)
	Local target not achieved – now working to national 31st March target.

Significant input to generic outline production, including Highland contributions to national library 


	
	Training of Reviewers / Reviewees in use of new KSF-based PDP&R system
	Parties are competent to operate policies and procedures


	Between October 2005 and March 2006
	Under way, but some restrictions due to resource shortages at year-end 2005/2006.

	
	Outlines used as the basis of PDP &R:  staff competence levels and Training needs for all staff are measured against agreed Outline
	Board able to assure quality and identify training needs / budgets as per Workforce Plan; staff able to plan career development;


	First cycle to be complete by October 2006
	Dependent upon adequate financial allocation in 2006/7the above.

Awaiting outcome of national KSF planning review event on 7th March 2006.  

	
	
	Comprehensive outline-linked PDP & R gives Board baseline survey of the skill / weaknesses of its workforce, informing workforce planning and training decisions
	
	NHS Highland Workforce Planning capability developed during period under review; Workforce Planning integrated into role of Pay Modernisation Board

NHS Highland Workforce Plan on track for publication 31 April 2006

	Agenda for Change – 

Mainstreaming


	Plans made for mainstreaming all Agenda for Change systems in HR. line management and partnership working


	Job evaluation and KSF arrangements become normal way of working
	From early 2006
	Detailed proposals based on analysis of need put to Corporate Team and Board in Autumn 2005, including budget request for 2006/2007 and beyond.

	Agenda for Change - Resources


	Cost of implementation is managed having regard to objectives, timescales, quality standards and impact on continuity of services

Cost of NHSH paybill post-Agenda for Change is forecast and provided for in financial plans


	Regular monitoring by PMB and Board, with adjustments made as necessary

Financial planning undertaken
	Now

Now
	Project Team expects to come in at budget @ March 2006.

Budget proposal for 2006/2007 submitted to Board in December 2006 and now included in Board’s financial planning process

National costing model used and refined, with advice from Project Team, as basis of forward financial planning

	Agenda for Change - Communications
	Ensure all staff are aware of progress of implementation; maintain confidence in the process; manage expectations


	Minimum levels of appeals
	Now
	Range of media used – monthly NHSHighland Team Update; Intranet/Internet; Committee and team briefing reports; Awareness and Briefing meetings for managers / staff representatives; Reference Groups set up for each broad occupational grouping; Assimilation telephone helpline set up


Section 3 – Meeting Access / Waiting Targets and Objectives for the Clinical Priorities

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position / Timescale @ 

30 September 2005
	Progress and Position @ February 2006

	National Priority 1 - Meeting Access / Waiting Targets, and objectives for the clinical priorities. - All acute specialties – modelling existing waiting list - 
	Monitor movement in patient numbers

Through modelling exercise, identify clinical activities that can be undertaken by other clinical staff +/- role extension/new roles
	Increase overall capacity to reduce waiting times to meet national target for all outpatients and inpatients
	Now
	Structured monitoring of waiting lists is now undertaken on (at least) weekly basis.  General operational managers are now involved in the job planning process and can link this with operational plans for delivering waiting targets. 

Consultant Contract framework permitted opening of an additional operating theatre in November 2005 with 6 extra lists per week used by Orthopaedics; General Surgery and Ophthalmology. And the treatment of additional 25 patients per week.

	All specialties - modelling existing waiting list
	Through Process Mapping remove any unnecessary steps in patient journey
	Improve speed of treatment; reduce demand on staff time for re-use where needed
	1-3 years
	See specific examples below

	Orthopaedics
	Outpatient Referral Facilitator  (physiotherapist) rolling out Referral Guidelines to GPs on one-to-one basis
	Reduce the no. of inappropriate referrals to enable Consultants to see most appropriate patients.


	Started January 2005 for 18 months
	Face-to-face meetings held with all 75 GP practices and guidelines issued regarding referral pathways.  In particular, the aim is that referrals to Orthopaedics be made via Physiotherapy, allowing appropriate cases to be treated more quickly and releasing consultant slots.   This initiative will be audited in April / May 2006 and provide data for management.

A further initiative not detailed in first PMBR Plan is the training of GPS by consultants in joint injections.  This treats patients faster and reduces demand on consultant time. So far 25, or 10%, of GP Principals have been trained, with ongoing training continuing.

	Orthopaedics
	Conversion of Waiting List Initiative activity to appointment of new consultant
	
	September 2005
	Consultant appointment was made on 1 August 2005


	Ophthalmology
	Protocol to allow GP’s to refer non urgent cases to local Optometrists
	Reduce the no. of inappropriate referrals to enable Consultants to see most appropriate patient
	1-3 years
	A Project Manager for ophthalmic initiatives was appointed from 1 February 2006.  In Ophthalmology, all referrals (c.16,380 attendances per annum) are reviewed centrally at Raigmore Hospital to decide the best clinic / treatment location for each patient.  This can lead to a single event for patients rather than two, increasing speed of treatment and saving patient and clinician time.

	Ophthalmology
	Highland Eyecare Scheme - Patients with problems such as Red Eye quickly seen by Optometrists
	Decrease in waiting times;

Timeous treatment;

Reduced waiting lists for consultants
	Now
	This scheme has started and is being rolled out beyond Raigmore Hospital across the Highland area.   GPs refer patients to local Optometrists who ‘triage’ them for possible referral to secondary Ophthalmology services.  Patients are seen quicker and locally.  The pilot achieved 15% reduction in hospital referrals

	Ophthalmology
	Weekly specialist nurse clinic set up to review post operative cataract patients
	New specialist nurse post(s) created to free up consultant time
	In place
	Two clinics per week are held at Raigmore, seeing ten patients per clinic, and releasing equivalent consultant time for other duties. There are now plans to extend this scheme Highland-wide.

	Respiratory Medicine
	Specialist nurses seeing new patients referred with Sleep Apnoea and Asthma  -assessment and follow-up
	New specialist nurse post(s) created to free up consultant time
	October 2005
	In Sleep Apnoea the trained Specialist Nurse now provides one clinic per week without the need for consultant support. In Asthma a Specialist Nurse will start work from 1 April 2006, and will provide a clinic for eight patients twice per week.  Once the new nurse is up to speed (s)he will be in a position to triage patients  and further save on consultant time for other duties.  

	CHD
	Expanded Rapid Access Chest Pain Clinic
	Increase overall capacity to reduce waiting times to meet national target for CHD


	In place
	Expanded to two weekly clinics from August 2005:  targets met in November, as well as Angiography targets.    Facilitated by flexible use of consultant time (in Nuclear Medicine).  

	Diabetes
	Specialist Diabetes care to be triaged by specialist Diabetes team.  Some patients will be seen by DSN instead of consultant. Referrals being seen by a specialist team member who may (not) be a consultant.

Through GMS enhanced services GPs doing follow up of diabetic patients.


	GPs doing follow up of diabetic patients to free up consultant time
	To start shortly
	This initiative is due to start in April 2006.

Multi-Disciplinary team reviews referrals prior to clinics and pre-plan allocation to most appropriate clinician – likely that a significant number will be seen initially by podiatry, dietetics, specialist nurse etc .  

This new arrangement has led to an  improved waiting position and achievement of the December 2005 target.

Agenda for Change, including KSF, will further support this type of development.   




	ENT
	Specialist nurses and Speech Therapists doing patient follow-up in aural and voice care
	New specialist nurse post(s) and enhanced roles for AHP’s created to free up consultant time
	To start shortly
	This objective is being implemented through the training of two existing senior nurses to undertake ear care at Raigmore Hospital.  The nurses are currently being supervised and when ready will work on their own account.  They run one clinic per week, thus freeing  up a consultant session.

NHS Highland also provides consultant services to West Grampian and Western isles.  Two nurses are similarly being trained in Dr Gray’s, Elgin.  

In the Western Isles, a locally based Speech Therapist is undertaking voice care, supported by consultants via telemedicine.  This ensures quality of care while avoiding time wasted by consultant travel.

In ENT, all referrals (c5,100 per annum) are reviewed at Raigmore Hospital to decide the best clinic / treatment location in Highland for each patient.  This can lead to a single event for patients rather than two, increasing speed of treatment and saving patient and clinician time.

The implementation of Agenda for Change, including KSF, will further support this type of development.

	Dermatology
	Through GMS Enhanced Services, GPs with Special Interests undertaking work otherwise done by consultants.


	New GPwSI post(s) created to free up consultant time
	To start shortly
	This GMS-contract initiative is now in place throughout the Highlands and contributes to better use of resources given the travelling time taken to provide remote consultant clinics.

Additionally, a GPwSI in Dermatology undertakes two clinics per week one at Raigmore Hospital, the other at Nairn.

	Orthodontics
	GDPs with Special Interests in orthodontics undertaking treatment work otherwise treated by consultants
	Release consultant time to see more new patients to meet reduced waiting time targets.
	In Place
	This development work is happening gradually.  GDpwSIs are identified in Fort William, Dingwall with others to come on stream, perhaps in Skye and Wick.  One GDP in Inverness has already undertaken c100 treatments.  This initiative helps mitigate recruitment difficulties in this specialty.

	Radiology
	Capacity / Demand review to inform forthcoming job plan reviews.


	Aim to reduce waiting times for diagnostic services
	Now
	This initiative is being connected to the new resourced national programme, with the aim of developing new ways of working particularly relating to MRI and CT scanning Waiting is down from 41 to 22 weeks (MRI) and from 30 to 12 weeks (CT).




Section 4 – Improved Delivery of Unscheduled Care

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	National priority 2 – Improved Delivery of Unscheduled Care – 

Strategic Overview
	Development work led through Unscheduled Care Collaborative to inform/shape future thinking

Develop long-term Strategic Vision and Action Plan for re-design of Unscheduled Care Services in Highland
	Provide evidence for redesign of services

Develop clear vision and sign up for long term delivery of Unscheduled Care services

Agreed Action Plan, Roles & Responsibilities


	Underway
	· Steering Group has been set up

· Preparatory work underway and ongoing;

· Baseline data established

	Unscheduled Care Programme: 2005-2008  - Infrastructure
	Develop Work Plan and Communications Strategy

Set up Highland-wide Multi-Agency Steering Group

Appoint Programme Manager

Set up framework to ensure active liaison between primary and secondary clinicians and managers
	NHS Highland to be able to create and use new professional roles that meet clinical governance standards

Develop policies for Rural General Hospital concept 

Development of Emergency Practitioner model in Skye, and in Inverness, linking A&E and OoH services


	2005/06 and ongoing

January 2006
	Framework now in place including:

· Steering Group

· Programme Manager

· Action Plan

· Comms Strategy

· Newsletters, Briefing Notes and Website 

Plans advanced to integrate A&E/OOH (Raigmore)

Three Emergency Practitioners appointed (see below)

	
	
	Improved quality and consistency of clinical care across Highland

Increased number of patients treated closer to home 

Links to many elements of implementation of Kerr Report in Highland
	
	Development days to review the Kerr Report have either taken place or are planned by CHPs and SSU.  Each CHP / SSU will have a Kerr Development Plan of which it will take ownership in the context of NHS Highland strategies




	Training
	Achieve support of educational bodies for clinical professions for extended roles in emergency care of nurses and GPs


	Roles and duties meet clinical governance standards
	1 – 3 years
	Discussions underway in NES Rural Education Steering Group  - NHS Highland involved in his Group


	Telemedicine
	Development of Telemedicine services.

Development of pilot telephone consultation service for diabetics.


	Less patient travel; high clinical standards; release of capacity in secondary care clinics
	Under way
	NHS Grampian is now lead Board in Scotland for Telemedicine developments.  Arising from this, NHS Highland is piloting a Telebooth development in Achiltibuie to enable patients to access clinical staff in Aberdeen and (in normal hours) their own GP practice.  This may lead to new roles  / allocation of duties between clinical staff.  Telemedicine is already established in some specialties, e.g. consultant-supported Dermatology clinics in Skye.

	Meeting overall 4 Hours waiting time in A&E Department by December 2007
	Set-up systems to facilitate Reporting and oversee Breach Analysis, and Local Action Teams for quality of data 

Identify bottlenecks /issues across all patient flows impacting on waiting times

Review all Projects/services which have the potential to support delivery of target and develop joint working as appropriate


	No patient waiting more than 4 Hours in Emergency Departments in Highland 

Integrated OOH and Emergency Services for Inverness


	Underway
	An interim information system was set-up to facilitate reporting in Raigmore.  This has now been replaced by a new Emergency Department Information System (EDIS) which is in place (end of February 2006) and will support breach analysis and indicate where action is needed. There has been an overall decline in the number of patients being seen within 4 hours.

Process Mapping is ongoing and an Escalation Plan is being developed to identify actions to be taken in given situations.  Bed availability has already been identified as a key issue.  

The focus of the Unscheduled Care Programme will be to set up systems to proc-actively manage reducing length of stay and avoiding (where appropriate) admission to hospital)




	Meeting overall 4 Hours waiting time in A&E Department by December 2007 (continued) 
	(Continued)
	(Continued)
	
	Plans advanced to integrate A&E/OOH (Raigmore)

Three Emergency Practitioners appointed by NHSH to be based in Raigmore Emergency Dept. – due to start in April 2006.  This initiative joins two hitherto separate streams – A&E and NessDoc.  Under this scheme workload is better balanced and training is enhanced, with the two staff groups sharing expertise and supporting each other.  Should lead to better outcomes regarding destination of patients (to admit or to go home/primary care) as well as better use of resources.

Implementation of Agenda for Change, including KSF,  will further support this type of development.




	Minor Injury & Illness
	Appoint Lead Clinician and set up Highland-wide Clinical group and Local Action Teams

Link with NES to secure funding to develop services

Review current Practice

Agree longer term vision for each site

Develop and support the role of Emergency Nurse Practitioner and enhanced GP service

Pilot Streaming of ENPs in Raigmore

Review and Develop protocols for use across Highland

Identify priorities for Training and Supervision
	Increased Service provided through GPs

Development of new roles to allow Nurses and Paramedics to assess and treat patients with minor injury and illness

Increased Clinical skills and competencies

Enhanced local services

Reduced waiting times for patients

Increased number of patients treated closer to home

Increased Quality and consistency care

Increased number of patients treated by Nurse Practitioners


	1-3 Years
	Highland-wide Group set-up 

Baseline data collected on activity / demand/ resources

Stock take exercise due to be completed by end of March which will inform prioritised action plan

Consultant is supporting review of ENPs in Raigmore, looking at role / skills / training.  Agenda for Change, will further support this type of development.

Streaming of Minor Injury Patients piloted and evaluated

Stock take exercise to inform priorities for development of protocols, training and supervision

When operational (in the near future) the Emergency Nurse Practitioner role will mean shorter waits for less complicated  / urgent cases who would otherwise have stayed at the back of the queue as more urgent cases present themselves.

	`
	Appoint Lead Clinician and set up Local Action Teams

Review current Practice and identify bottlenecks /issues impacting on waiting time

Identify Training or Resource issues


	No patient waiting more than 4 Hours in Emergency Departments 


	1-3 Years
	Framework in place

Patient Journey mapped and initial priorities identified

Baseline data collected

New Emergency Department Information System in place


	Medical Admission
	Appoint Lead Clinician and set up Local Action Teams

Review current Practice; identify bottlenecks /issues impacting on waiting time; improve documentations

Review and Implement Guidelines and Protocols

Explore and if appropriate pilot Nurse Led Discharge

Identify Training or Resource issues

Develop outpatients services (e.g. Neurovascular Clinic)


	Reduced Inappropriate Admissions

Reduced Delayed Discharge

Reduced waiting times

Patients treated closer to home

Improved joint working


	1-3 Years
	Framework in place

Patient Journey mapped and initial priorities identified

Baseline data collected on length of stay and snap-shot audit of bed-state across Raigmore to identify patients not needing to be in hospital

From 1st February 2006 start of joint working (developed with CHPs) including piloting GP as part of Medical Receiving Team using a pool of GPs.  Using their knowledge of local capacity they will help assess if admission is needed, and will participate in post-admission review to look at discharge opportunities.  The pilot will assess what differences occur through GP involvement, and modify Directory of local services for hospital staff. It will also harvest the needs for community service developments to help identify alternative care options to hospital admissions.

Since mid-January 2006 a pilot scheme has been running to assess contribution of a Discharge Lounge facility to improving bed availability while caring for patients awaiting transport.

	Surgical Admission
	Appoint Lead Clinician and set up Local Action Teams

Review current Practice; identify bottlenecks /issues impacting on waiting time

Identify Training or Resource issues

Enhanced GP Services for Minor Injury

Review information on Falls and implement Action Plan

Triage of GP referrals to orthopaedic consultants

Pro-active management of discharge for patients with Hip Fracture 
	Reduced Inappropriate Admissions

Reduced Delayed Discharge

Reduced waiting times

Patients treated closer to home

Improved joint working
	1-3 Years
	Framework in place

Patient Journey mapped and initial priorities identified

Baseline data collected on length of stay and snap-shot audit of bed-state across Raigmore to identify patients not needing to be in hospital

Joint working developed with CHPs 

Discharge Lounge being piloted (see above)

Falls Prevention Co-ordinator appointed through Highland Falls Prevention Strategy Steering Group to tackle significant falls problem in Highland.  

Work links with unscheduled care, chronic disease management and reducing admissions to hospital/delayed discharges. 

Aim is to reduce the number of falls/injuries in older people, who are the highest risk group (over 75) and gradually progress to include less at-risk groups as well as taking a proactive approach to the health promotion aspects such as diet and exercise.

Researching and developing Highland-wide Strategy for & approach to falls prevention, with comprehensive action plans to take falls prevention work forward across all agencies and professions. (Health, Social Work, Private Sector and Voluntary Agencies); 

Aiming to reduce the amount of time spent unnecessarily in hospital and improve quality of life long activity by preventing falls; develop falls prevention & awareness raising packages for employees and the public; facilitate development of a network of falls prevention clinics across Highland

Work to produce strategy and action plan due to be complete by July 2006. 


	Out of Acute Hospital Care
	Develop policies for Rural General Hospital concept and vision for care across Highland, and links with Lorne & islands and other RGHs

Set up RGH Implementation Group to better integrate medical workforce, and develop extended roles for nurses / AHPs

Development of Emergency Practitioner model in Skye; 24/7 intermediate care support for visiting surgical services to local community

Appoint Lead Clinician and set up Highland-wide Clinical Group and Local Action Teams

Review current Practice

Agree longer term vision for each locality

Develop Community services

Develop new roles where appropriate

Identify priorities for Training and Supervision
	Development of new roles

Increased Clinical skills and competencies

Enhanced local services

Reduced waiting times for patients

Increased number of patients treated closer to home

Reduction in the number of patients admitted to Acute Hospitals

Links to many elements of implementation of Kerr Report in Highland
	1-3 years
	The original plan was to set up a Community Hospitals Managed Clinical network, supported by a Project Manager.  In practice, this area of work has now been incorporated into the Unscheduled Care programme.

Highland-wide Group has been set-up

Stock take exercise underway to review current services, facilities and skills, and to inform priorities 

Joint working developed with CHPs including piloting GP as part of Medical Receiving Team (see above)

In mid-February 2006 meeting held to review data to consider identifying localities appropriate for setting up demonstration sites to progress “Kerr” initiatives.  These sites will be being volunteer locations or chosen as result of need identified by data.

Discussions underway in NES Rural Education Steering Group  - NHS Highland involved in his Group




Section 5 - Implementation of Chronic Disease Programmes

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	National Priority 3:  Implementation of Chronic Disease Programmes – 

More consistent and cohesive approach to Chronic Disease Management


	Review existing initiatives including Managed Clinical Networks and Collaborative Programmes to develop strategic framework and action plan.  

Work with GPs Practices to identify people with chronic conditions and pro-actively manage their condition  

Review of workforce and skill mix and training requirements 

Develop new types of workers who may be able to cross health and social care boundaries to support individuals in their own home

Better use of Community Hospitals and more intermediate care 


	Reduced Mortality and Morbidity

Reduced admissions and re-admissions

Reduced length of stay

More appropriate use of Acute Hospital beds

Reduced Delayed Discharges

Improved quality and consistency of care

Increased number of patients treated closer to home
	Under way
	Joint working developed with Unscheduled Care Programme

Stock take exercise underway to review current services, facilities and skills and inform priorities 

Joint working developed with CHPs including piloting GP as part of Medical Receiving Team

Cross-over work with Unscheduled Care programme

 


	
	Implement approaches for the prevention of admission to hospital including through, hospital at home, community rehab, augmented home care

Develop self care strategy


	Improved joint working between primary and secondary care
	
	Examples of initiatives underway involving joint working between Primary and Secondary care:-

· Joint  (Social Work and NHS) admission-prevention planning in Nairn and Lochaber;

· Sutherland Community Rehab. Team pilot scheme to keep and support patients at home now permanent;

· Integrated (Social Work and NHS) Community Care Team (Inverness) developing RNI as step-down facility  with hospital-at-home services 




	Stroke
	Implement Action Plan for Clinical Network, including implementation of Protocols “Where should a patient be treated” and “Secondary Prevention”

Fast-Track Neurovascular Clinic

Support CHSS Stroke Nurse to oversee follow-up for stroke and TIA Patients, and Stroke Coordinator for Neurovascular patients

Community Rehabilitation Team Evaluation

Pilot Outreach Service for Speech and Language Therapy

Roll out of Education & Training

Continue to develop joint working between Stroke Unit and Community Services, and improved Diagnostic services
	Improved outcomes

Improved speed of diagnosis and clinical care

Improved quality and consistency of care

Reduced admission of TIA patients to hospital and secondary prevention of stroke

Increased number of patients treated closer to home


	Ongoing

In place

In place

In place

Commencing

Ongoing

Ongoing
	Quality Assurance Framework has been developed to underpin, monitor and develop stroke services.  

Neurovascular clinic – prevention of the admission of TIA and some types of stroke to hospital.  

CRT- this service is only available in certain areas and not Highland wide

SLT pilot - due to be completed Apr 2006. 

Education and Training- development of locality training and local ownership.

 SSCA – inpatient and outpatient audit taking place.

Patient and carer involvement – to develop patient information packs and also to be involved in the delivery and evaluation of training. 




	Drug Usage
	Medicines Use redesign programme
	Patients gain direct access to pharmacists for advice on managing own medication.

Reduction in drug wastage 

Nurse time freed up


	1-3 years
	Intensive pharmacy input into ward 4C and 7A at Raigmore leading to greater accuracy of medication history and early identification of medication related problems.  Policies for the Self Administration of Medicines and for provision of written information regarding medicines are nearing completion

Use of patients’ own drugs policy has been established. Policy in use in and being evaluated in ward 4C and 7A.  Significant savings identified elsewhere but yet to be calculated here.

Use of PODs in bedside lockers significantly reduces time taken in medication rounds.

Errors reduced due to intensive pharmacy input and implementation of structured PODs policy.  Difficult to quantify due to virtual absence of error recording in traditional process.

Regular communication takes places between pharmacy staff on project wards and GPs to clarify current medication profiles.  Improved communication regarding discharge medication still to be developed.

Implementation of Agenda for Change will further support this type of initiative

	Diabetes
	Implement Action Plan for Managed Clinical Work and Scottish Primary Care Collaborative, including:

Enhancement of services in primary care to reduce demand for secondary care.

Implementation of the national DRS programme.

Review of process of commencing patients on insulin
	Improved quality and consistency of care

Increased number of patients treated closer to home


	Ongoing

Under development and implementation as part of diabetes MCN current and future strategy.

Ongoing


	Retinal Screening Programme (part of national quality-assured scheme) programme starts April 2006.

New mobile screening van to be delivered shortly – to provide local access.

90% of Highland GP practices have signed up for Locally Enhanced Service, which comes into full effect in April 2006.

SCI-DC 70% complete across Primary Care: focus is on data quality

New Highland-wide Diabetes Guidelines available to all via website: http://www.diabetes-highland.scot.nhs.uk/Highland/index.htm 

MCN management arrangements under review based on experience of achievements and plans.



	CHD
	Implement Action Plan for Managed Clinical Network working with Scottish Primary Care Collaborative, including 

initiatives for:-

Primary and Secondary prevention, including Smoking Cessation support

Local management of patients on Warfarin but with secondary care support

Explore possibility of enhanced GP access to echocardiography and BNP services

Extend existing rapid access chest pain 

Established phase 3 Cardiac Rehabilitation Classes across Highland 

Thrombolysis in Primary Care and SAS

Develop strategy for Education & Training
	Improved quality and consistency of care

Increased number of patients treated closer to home

Fewer People developing CHD

Earlier access to diagnostics tests and treatment leading to better outcomes for patients with CHD

Improved patient journey. 

Enhanced secondary prevention
	In place

In place

In place

In place

In place


	New CHD patient pathways agreed by all parties for use across NHS highland

Healthy Weight strategy developed based on need to tackle consequences of obesity.  Current varied practice being organised into common NHS Highland treatment pathways.

Heart Failure Service:  Three new specialist nurses being appointed in community setting to support patients in their homes 

GP Echo-cardiography access now in place.  Exploration of other access opportunities next stage.

Expanded to two weekly clinics from August 2005:  Facilitated by flexible use of consultant time (in Nuclear Medicine).  

Phase 4 now planned – work with voluntary sector on improving life-style in the community

Continues, but full 24/7coverage not yet achieved across whole NHS Highland area.  MCN monitoring this.

Multi-disciplinary Training sessions on patient pathways held in CHPs 




Section 6 – Development and Implementation of Integrated Care 

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	National Priority 4 – 

Development and Implementation of Integrated Care

 - Joint strategic delivery with Social Work services
	Develop integration between health and social care to include: - 

Extension of Partnership Agreement modifying staff roles and work across care settings

Implementation of Joint Admission and Discharge Protocol

Implementation of SEHD Guidance on patient Choice

Increased use of Single Shared Assessment Audit to record, analyse and assess current discharge practice


	Reduce hospital emergency O-65 admissions

Reduce delayed discharges by 20% to 34 by April 2006

Increase Home Care provision

Improved integrated care

New roles / responsibilities


	April 2006

Done
	Joint work being developed with Unscheduled Care Programme.

GPs involved in pilot to assess benefits of GP participation in admissions – admission prevention; alternative solutions - at Raigmore Hospital.

Data collection exercise on admission numbers/types by GP practice 

Joint Admission and Discharge Protocol implemented and now being audited and learning points identified.  Strong evidence of improved local management and application.  Numbers rose to 97 in October 2005 but due to increased attention and awareness have now shown consistent decrease to current level of 56 against target of 34 by April 15th 2006.

Delayed Discharge Action Group (re) established.  

Whole-systems audit has just been completed.  Results are now being considered by Chief Officers.

Paper-based SSAA in place, but an e-care system is being developed to replace it.  To be piloted in Nairn in summer 2006.

	Care Management
	Start pilot scheme for Care management, under which impact of nurse role will be assessed.
	New roles / responsibilities
	Starts now
	Initial training for the Community Care Team has started in Nairn.  Two more pilot sites being identified – one each for Learning Disabilities and Community mental health.

	Community Hospitals
	Assess appropriate use of and patient flows through Community Hospitals
	Improvement of Chronic Disease Management and Unscheduled Care
	Under way
	Community Hospital Programme now absorbed into the Unscheduled Care Programme.  Various practical Initiatives underway to inform next steps, and national Community Hospitals Strategy awaited 


	Intermediate care
	Develop provision of intermediate care beds with step-up and step-down facility to/from acute hospitals: this will involve modifying staff roles, work and work organisation 


	Patients cared for as close to home as possible for as long as possible
	Under way
	As result of whole-systems audit, this work being absorbed into the Unscheduled care Collaborative activities.

	Collaborative Working including Managed Clinical Networks and Unscheduled Care
	Integration of Emergency Care, Primary Care Out of Hours for Inverness

Assess appropriate use of Acute and Community Hospitals and Community Services


	Improvement of Chronic Disease Management and Unscheduled Care leading to: - 

 reduced hospital admissions, 

reduced length of stay,

more patients treated closer to home.


	Under way
	Emergency Practitioners appointed

Service to be integrated by April 2006

Various practical Initiatives underway to inform next steps

Bed State Audit in Raigmore (Nov) has identified some key issues

	Role Development
	Develop role of pro-active District Nurse, AHPs and Paramedics, and specialist Nurses
	Aim to prevent and reduce incidence of ill-health; 

Reduce number and frequency of acute crises and hospital admissions


	1 – 3 years
	Links to work underway in Unscheduled Care, and national review of Community Nurse

New lead nurse posts created and filled in each CHP.  Management of AHP services re-organised – both these changes will make it easier to manage service changes and improvements. 

	Role Development
	Develop care worker roles that cross traditional boundaries of health and social care
	Reduce duplication and gaps between separate but associated services; better resource use 


	1 – 3 years
	Care Worker (i.e.Social Work staff) competencies being developed for various tasks; including foot care and eye drop care.  Other tasks being identified.

	Partnership with Scottish Ambulance Service


	Joint working with Scottish Ambulance Service to provide Community Thrombolysis
	Provision of earliest possible intervention
	Now
	Service established and continues, but full 24/7 coverage not yet achieved across whole NHS Highland area.  MCN monitoring this.




Section 7 - National Priority 5 - Integration of Service & Workforce Planning

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	NHSH Integration of Service & Workforce Planning

Pay Modernisation structures lead to service redesign and improvements in service delivery and outcomes for patients


	Identify current groups / committee structures / remits (including Board and Committees; Pay Modernisation Board; Corporate Team; DHS Management team; SSU; CHPS: Clinical Planning Group; Workforce Planning Group) relevant to PMBR.

.
	                  
	Now

Now


	From February 2006 the role of the Pay Modernisation Board is being widened to include oversight of Workforce Planning.  This is a first step towards integrating linked functions.

An overarching Workforce Strategy has been developed by the Workforce Planning and Workforce Development Team to support the development of the NHS Highland Workforce Plan that will be completed at the end of April. The group is accountable as follows: 
 

§         For the delivery of NHSH Workforce Plan; 

§         To act as a key link to Regional and National Plans and initiatives;

§         To direct, co-ordinate and influence the workforce activity and commission key workforce planning projects within NHSH;

§         To inform the Pay Modernisation and Workforce Planning Board, Area Partnership Forum, Corporate Team, Staff Governance Committee and the NHS Highland Board about progress, emerging issues and risks identified by Workforce Planning;      

§         To measure the success of workforce planning initiatives against the NHSH Corporate Objectives, Local Health Plan, Delivery Plan, Modernisation Plan and ultimately the Staff Governance Standard and Delivering for Health (2005); and 

§         To engage staff across the organisation by effective communication and support to realise local capacity in Workforce Planning. 



	
	Identify posts of leaders in NHSH  - Executives; General Managers; Clinical leaders, etc – with a role in / responsibility for PMBR


	
	Now
	See above

	
	Develop an inclusive OD process to identify requisite changes in processes, organisation and roles to ensure appropriate future focus on benefits realisation; processes, systems & roles need to be fit for purpose for the future.


	Roles of groups/ committees and individuals are aligned and efficient processes designed
	Now
	Important workshop / development event planned for April 2006 with the objective of assessing work done across NHS Highland on “Delivering for Health,” developing plans and forging link with pay modernisation benefits realisation.


	
	Develop awareness and technical training for line managers; clinical leaders, etc 


	Key staff are culturally and technically competent in PMBR matters
	1 – 3 years
	See above.  Also, all managers and staff reps are involved in Agenda for Change briefings to coincide with the assimilation of their staff onto the new pay system

	NHSH Integration of Service & Workforce Planning
	Develop policy  /processes for all service planning; changes and modernisation activity (e.g. Project management and Business case protocols) to ensure that  (1) potential PMBR opportunities are identified and adopted, and (2) service redesign plans and pay modernisation plans are aligned


	Management and planning systems are redesigned to ensure PMBR is assessed
	1 – 3 years
	To be addressed at / from development event

	
	Robust budget monitoring systems are developed to identify the additional costs of pay modernisation


	Systems aligned to SEHD specification of requirements
	Now / 1-3 years
	Cost modelling has been ongoing through the Agenda for Change implementation period, and is generally part of financial planning.

	
	Budget-setting processes for future years adjusted and take account of service sustainability


	Systems in place
	Now
	Cost modelling has been ongoing through the Agenda for Change implementation period, and is generally part of financial planning.


	Modernising Medical Careers
	Multi-disciplinary MMC Steering Group established and project manager employed


	Project structure formalised

Key stakeholders identified and engaged
	Achieved
	Framework now in place including;

· Project Team

· Project Board

· Clinical Reference Group 

· Project Plan

· Communications Plan 

· Website  / newsletters

	
	Scoping exercise undertaken to quantify impact on specialties and services with the introduction of FY2 in August 2006 (Project phase 1)
	Clinical areas impacted with the introduction of Foundation Year 2 Doctors in 2006 and associated service wide risks for phase 1.
	Now


	Scoping exercise complete.  Priority clinical areas identified as the following; 

· Ear Nose and Throat (Floor 2 Rotation) Raigmore

· Paediatrics and Neo-Natal Raigmore

· General Medicine Raigmore

· Obstetrics and Gynaecology Raigmore

· Psychiatry New Craigs Hospital 

· Belford Hospital, Fort William 

· Caithness General Hospital 

Specific implications for each area above identified. Redesign work plans in progress. 

Service wide risks also identified and quantified

· Hospital at Night

· Expansion of pre-operative pre-assessment services Highland wide.

· Waiting lists and targets

· Role development 



	
	Scope impact on specialties and services with the introduction of Specialist or “run through” training in August 2007

(Project phase 2).
	Clinical areas within NHS Highland impacted with the introduction of Specialist or “run through” training and associated service wide risks for phase 2.
	Now
	Further information from NES regarding the detail of Specialist Training programmes and number of places required in order to progress.

Information anticipated by March 2006.



	
	Tie-in with Hospital at Night Project (including joint Project Manager)


	Implementation of a Hospital at Night service for Raigmore Hospital by August 2006 to support the introduction of FY2 and establish a sustainable service
	Now
	Hospital at Night on all of MMC Project Group’s meeting agendas and vice versa.

Final H@N proposal currently under discussion which includes;

· A multidisciplinary team to manage all adult inpatient activity and acute admissions within Raigmore Hospital (excluding ITU and Obstetrics). 

· A new nursing structure for the evening and night including Night Nurse Practitioners as part of the H@N team. 

· A single point of entry at or near the “front door” for all acute admissions overnight to improve patient safety and expedite investigation.
Triaging patients using the Scottish Early Warning Scoring Chart – implemented in February 2006 – example of good practice and risk management / reduction

	
	Build on existing nurse / AHP role extension: identify potential role extension opportunities for nurse and AHPs to take on former medical work:  link with Agenda for Change


	Competent and skilled workforce in place
	Now
	Night Nurse Practitioner role developed as part of Hospital at Night team.

Liaise with Workforce Planning / AHP leads / Dept of Nursing / Practice Development / HEI’s to co-ordinate the progress of role development.


Section 8 – National priority 6 - Staff Governance
	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	9.  National Priority 6 - The implementation of Staff Governance Arrangements - 

Well Informed
	All staff informed of new contractual arrangements
	All staff have an enhanced knowledge and understanding of their own and others new contractual arrangements
	Consultant Contracts achieved, GMS achieved.  Agenda for Change ongoing.


	Variety of measures to communicate with managers and staff, especially:

1. The Intranet website

2. Board’s “Team Brief.”

3. System of Reference Groups established early on to provide a forum for exchanges of information and opinion between the Project Team and each workgroup as their posts are phased for matching.  

4. With the approach of Assimilation, targeted briefing meetings held for managers and staff representatives responsible for staff groups concerned.

5.  Dedicated helpline set up in HR to deal with staff queries arising following assimilation.



	Involved in Decisions
	New contracts developed and implemented in partnership
	Partnership approach to contract implementation enhances ownership and understanding of benefits realisation
	Partnership Agreement finalised October 2005 


	Implementation of contracts being undertaken in accordance with partnership principles; full partnership involvement in Agenda for Change. 

Partnership Agreement now due for sign-off in Spring 2006 – but this delay has not prejudiced implementation

	Appropriately Trained
	Develop a plan to ensure all staff will have PDPs, linked to corporate objectives, Consultant’s job plans, Consultant Appraisal and the KSF.
	All staff have a PDP.  Staff are appropriately trained to provide high quality services.  Career development is enhanced and succession planning improved.


	October 2006 
	NHS Highland one of the foremost Boards re KSF implementation relative to Scottish implementation plans

	Treated Fairly and Consistently
	Ensure all PDPs are reviewed in line with contract requirements.  Implement Equal Opportunities and Diversity Policies.
	Pay is seen to be fair and better terms and conditions apply to the majority of staff.  Pay progression linked to development competence.


	1 – 3 years
	PIN Equal Opportunities policy implemented in Highland 2002.  Revised PDP&R training material developed and agreed by APF

	Provided with an improved and safe working environment
	Ensure all staff are EWTD compliant.  Reduce consultant hours to not more than 48 per week.  Improve premises and IM&T.


	
	1 – 3 years
	Extensive EWTD analysis undertaken by 2 working groups.  Final papers produced with proposals for systems and monitoring.  Work now ongoing to develop more awareness raising and putting monitoring systems in place.

All consultants on new Contract

Property Strategy being developed in conjunction with Clinical Strategy.

Integrated Health & Safety Committee chaired by COO.


Section 9 – National priority 7 - Redesign in line with Local Priorities
	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	National priority 7 - Redesign in line with local priorities

Ensure all activities within the Modernisation Plan have, where relevant, developed an action plan to identify & implement benefits realisation
	Workforce Planning Officer and head of Service Redesign meeting each project lead / manager to raise awareness of workforce planning and PM benefits realisation and identify opportunities 


	Opportunities for PMBR are identified in each current Modernisation Plan project / Objective 


	Now
	Outcomes so far include:

Outpatient project – development of ENT nurse led aural clinic
Unscheduled Care Collaborative – trial of ENP minor injury stream
Out of Hours Project – establishment of local NHS24 satellite & development of long term remote & rural roles
Hospital at Night – role development
Medicines Use – development of pharmacy technician roles
Diabetes Retinal Screening – development of retinal screener role

Agenda for Change will support these and other such developments in other services 



	
	Review Project Initiation Document (PID) template to ensure appropriate reference is made to PM benefits realisation at the beginning of all projects/service redesigns


	Revised PID and project documentation in place
	Now
	Project Initiation Document is currently being reviewed to take account of PFPI, Diversity & Equality, Communications Strategy and PMBR. All new projects will be defined and monitored using this new documentation.

	
	Links established between the different areas of service redesign to ensure consistency of approach


	Requirement incorporated in revised documentation and procedures
	Now
	Links and joined up working identified through PID process and via Redesign Team involvement in projects e.g. Unscheduled Care, Hospital at Night and Modernising Medical Careers.
 


Section 10 – Performance Monitoring / Measurement 

	Priority Area / Specific Area
	Actions to be Taken
	Service Target
	Position @ 

30 September 2005
	Progress and Position @ February 2006

	Performance Measurement & Monitoring

NHS Highland’s performance management systems fit for purpose


	NHS Highland to develop its performance measures so that it can identify service improvements 
	Information systems designed


	Now
	The following reporting arrangements are in place:

Corporate Objectives: rolling programme of performance reports to Board;

“Fair to All”: performance against all targets overseen by NHS Highland “F2A” Steering Group (chaired by Chief Executive) and monitored at operational level;

Local Delivery Plan: Steering Group set up; lead executive and designated manager identified for each HEAT element;

Board, SSU and CHP (Governance) Committees: Performance against targets standing agenda items; 

Service Redesign Committee (Clinical Planning Group):  links service  and modernisation planning



	
	Processes in place to identify any areas where planned increases in service capacity may not be happening


	Information and management systems to be designed


	Now
	See above

	
	Establish arrangements to monitor the impact of service redesign so that improvements can be measured


	Information and management systems to be designed


	Now
	See Above


APPENDIX

Efficient Government: Achieving Time Releasing Savings Targets –Consultant Productivity, NHS HDL (2005) 51.

Target: productivity: increase in consultant productivity by 1% pa over the next 3 years.

	ACTION
	LEAD
	TIMESCALE



	1. Establish a Sub Group of the Pay Modernisation and Workforce Planning Board to develop, implement and monitor NHS Highland’s Action Plan.


	Alison Graham, Medical Director


	April 2006 

	2. Confirm with ISD how the NHS Highland Productivity data and targets have been calculated.


	Margaret Brown, Head of Service Planning
	March 2006 

	3. Confirm with Medical Staffing Team the perceived accuracy of the data submitted to ISD in September 2004 on the ‘Consultant Contract Uptake’ Census.


	Jackie Sutherland, Medical Staffing Manager
	

	4. Review current initiatives/interventions which will impact positively on consultant productivity


	Sub Group
	May 2006 

	5. Identify additional options for increasing Inpatient and Day Case Activity


	Sub Group
	May 2006 

	6. Identify additional options for increasing the ‘Complexity Score’.


	Sub Group
	May 2006 

	7. Develop an Action Plan, with targets, timescales and lead responsibilities and confirm monitoring arrangements and accountabilities.


	Sub Group
	June 2006 

	8. Implement the actions and monitor progress on 3 monthly basis
	Sub Group
	September 2006

December 2006 

March 2007 
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