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Delivering the Benefits of Pay Modernisation in NHS Shetland

Pay Modernisation is an umbrella term for the three major changes to how staff are rewarded within the National Health Service.  The three elements consist of the Consultants Contract, the new GMS Contract and Agenda for Change.

HDL (2005) 28 issued in July 2005, placed a responsibility on Boards to report to the Scottish Executive the benefits that were being delivered from these new national contracts to staff themselves and to the delivery of care for patients.  More specifically it affirmed that Pay Modernisation must support the delivery of key NHS Scotland priorities:

· National Access/Waiting Targets

· Improved delivery of unscheduled care

· Chronic Disease Management

· Integrated Care

· Integrated Service and Workforce Planning

· Staff Governance

· Service Redesign in line with local priorities

Background and Context of the Local Service

Shetland is an island archipelago that stretches for over 100 miles from Muckle Flugga in the north to Fair Isle in the south. It consists of fifteen inhabited islands of which the largest is the Mainland, with approximately 19,000 residents. Two other islands, Yell and Whalsay, have a population of approximately 1,000. The other twelve inhabited islands have far smaller populations. The capital, Lerwick, has a population of approximately 7,500 people. The total population is approximately 22,500.

The majority of healthcare contact in Shetland is through general practices, which deliver a full range of primary care services. Shetland has a network of Health Centres, nine of which are rural practices with the largest practice being located in Lerwick. NHS Shetland boundaries are coterminous with the Shetland Islands Council. Following assessment, social work services are provided to all individuals in need of care within a community setting.

In addition there are five non doctor islands where the resident nurse is the only local face to healthcare services.

Hospital services in Shetland are delivered from two hospitals in Lerwick, approximately half a mile from each other. The Gilbert Bain Hospital is a general acute 68 bedded hospital providing consultant led surgical, medical, midwife led and GP supported maternity services, rehabilitation, day surgery and accident and emergency services. Montfield Hospital is a 40 bedded facility providing rehabilitation and medium to longterm nursing care for older people,  It also has a facility to provide care for the younger physically disabled. Visiting consultants from mainland Scotland provides additional specialist services locally, and for some treatments patients travel outwith Shetland, principally to Aberdeen.

Over the last 10 years, NHS Shetland has built up the provision of local acute services by establishing consultant delivered services in key specialties. This has significantly increased the range of out patient, day surgery and elective care services, which are now provided locally.  This is further supplemented by additional specialist support from mainland Scotland. The development of consultant led services in Shetland has benefited the residents of Shetland, enabling more patients to receive their care locally. The board has also supported the development of a strong primary care infrastructure. Almost two thirds of Shetland's population are spread outwith the main town of Lerwick. For some of these communities, travel to acute hospital services in Lerwick is separated by at least one stretch of water and will either involve a journey by road and car ferry or by an air ambulance transfer in an emergency 

Locally, weather often disrupts transport links with air and ferry connections cancelled for several days.  This is an area of particular concern for the remote islands within Shetland. In these circumstances, the coastguard helicopter can be use to respond to emergencies. An exposed North Sea crossing, which takes 12 hours and air travel disruption by high winds and fog, can sometimes find Shetland itself isolated from mainland Scotland. For these reasons Shetland is defined as the most remote and isolated island group in Scotland. In addition to the general remote status, the added vulnerability of weather disruption places an even greater and more critical emphasis on local health services, especially in emergency and life threatening situations. It is essential to understand that in practical terms it is often very difficult and sometimes impossible to transfer patients to specialist centres.

As well as placing a necessity on a certain level of local service delivery, Shetland’s geographical isolation places an added pressure on recruiting and retaining a local workforce that is adequately trained and skilled as well as suited to the delivery of services and life in Shetland.  Living and working on a remote, geographically isolated area such as Shetland presents a challenge to service delivery; moving to and working in Shetland is as much a lifestyle choice as a career choice.  However, the setting also places significant demands upon the clinical and professional workforce, due to a lack of available specialist support and the need to possess a broad range of skills, maintaining competency in these whilst having limited opportunities to practice all skills due to small numbers.

The geographical location, with the challenges this presents means that healthcare provision within the hospital sector of NHS Shetland is at a level higher than that which might be expected.  Services provided within the Gilbert Bain Hospital are reflective of the range of services available in a District General Hospital.  The work undertaken locally to define the use and function of the general hospital has been used to influence the work currently being undertaken by the North of Scotland Planning Group (NoSPG) to define the role and range of services present within a rural general hospital.  

The Population We Serve

In January 2005, total primary care practice registrations for Shetland define the population at 22,083. Shetland’s population declined between 1901 and 1971, falling from approximately 28,000 to 17,000.  This altered dramatically with the discovery of North Sea Oil; the construction of the Sullom Voe terminal brought a significant influx of people to Shetland throughout the 1970s, with the construction workforce peaking at 7,000.  The introduction of the oil and gas industries to Shetland and the development of the fishing industry are 2 factors that have helped to guard against migration out of Shetland, to retain a stable population and a low rate of unemployment compared to other parts of Shetland. 

One third of this population is based within the main town of Lerwick, whilst the rest are spread across the length and breadth of the Shetland Island group on 15 islands.

The demographic profile within Shetland is of concern to the ongoing provision of health and care services locally for the future.  The ageing population will require additional care services provided earlier, in patients’ homes or residential care settings.  

Working in Shetland

Due to the remote and rural nature of NHS Shetland is it by necessity that all staff groups provide a generalist service.  For example, in nursing, our largest group of staff, nurses working in one acute area require to have skills which enable them to care for a wide variety of clinical conditions.  Within medical nursing, the ability to care for patients with Chronic Obstructive Pulmonary Disease, Myocardial Infarction, children with diarrhoea and vomiting and patients with mental health problems is combined with the need to be able to care for patients at all points on the age continuum from birth to old age.   Whilst this variety can make for more satisfying and interesting jobs, in the longer term opportunities for career progression within a smaller service such as Shetland can be limited.  Our challenge in securing the future is in ensuring that we have the right balance of skills in place to provide the level of services required, whilst creatively making the most of the unique opportunities we have to retain and develop a talented and committed workforce.

Pay Modernisation

Whilst new contracts for NHS staff are in themselves a driver for change, we also recognise that, with appropriate management and intelligence, they can be used positively to influence and bring about changes in how we deliver improved patient services.

Consultant Contract

In April 2004, a new contract was implemented for the 3,513 consultants employed in Scotland as part of a UK-wide move to reform pay across the NHS
  This contract was the first major change to consultants’ terms and conditions since the 1948 agreement and aimed to ensure that Boards could plan consultants’ work around the needs of patients and the service, to limit consultants’ working hours in line with the European Working Time Directive (EWTD), increase earnings for Consultants making it easier to recruit and retain and also be the first point of call on the Consultant’s time.  The implementation of the Consultants Contract means a more effective system of planning and timetabling consultants’ duties for NHS Shetland.  

For consultants it gives greater financial recognition as well as greater transparency about the commitments expected of them. For patients this means less tired doctors and services which reflects the needs of patients. The contract aims to deliver benefits for patients, consultants and the organisation.  The job planning process is designed to align job plans with organisational objectives, whilst clearly identifying the support consultants need and providing the opportunity to regularly review the requirements.  The regular review process means that the consultant workforce can respond and adapt flexibly to the changing needs of the service, and the impact of changing ways of working for consultants on other staff groups can also be identified and planned for.  

The Local Situation

Prior to the introduction of the Consultants Contract, NHS Shetland had 2 Consultants in each of the fields of Medicine, Surgical and Anaesthetics plus a Consultant in Public Health, Psychiatry, and Occupational Health.  The majority of our consultants within our model worked in excess of 70hours per week including on-call duties.   There are no private practice facilities on island. In 2004/5, NHS Shetland increased its consultant capacity by 3: one in each of medical, surgical and anaesthetics in line with the Consultant 600 targets and EWTD.  Each of the full time Consultants has a job plan for 10sessions plus 2 Additional Programmed Activities.

In addition to ensuring a better work life balance the Contract enabled NHS Shetland to plan via the job planning process the activity of each Consultant to deliver against our national and local objectives.

National Access/Waiting Times

NHS Shetland has local waiting times target which meet and exceed national targets. 

Currently as at  31st March 2006

Out Patients 





26 weeks national guarantee.

	Specialty
	Guarantee/Target
	Status

	General Surgery
	Urg appt: 10 working days

Local Guarantee: 9 wks


	Being Met

Being Met

	Dermatology
	26 week guarantee


	Being met.

.  

	Gynaecology
	14 wk local guarantee


	Guarantee being met.



	Orthopaedics
	12 wk local target


	.



	ENT
	12 wk local guarantee


	Being Met

.   

	Medical Paediatrics

Paed Cardiology


	10 wk local guarantee

26 wk guarantee
	Being met

Being Met ( 8 patient awaiting appt)

	Oral Surgery
	14 wk local guarantee


	Being Met



	General Medicine
	Urg appt: 10 working days
Local guarantee: 8 wks
	Being met

Being Met



	Ophthalmology
	Local guarantee: 14 weeks


	Guarantee being monitored. 

	Hearing Aid (Audiology)
	No guarantee
	Being monitored



	Anaesthetics


	No local guarantees
	


INPATIENT/ DAY CASE






	Specialty
	Guarantee
	Status

	General Surgery
	6 months


	78 < 13 wks, 2>13 wks

	General Medicine
	6 months
	all < 13 wks

	ENT
	6 months


	All < 13wks



	Ophthalmology 
	6 months


	. 



	Anaesthetics
	6 months


	

	Oral Surgery
	6 months


	.

Longest wait is 18 wks



	Gynaecology
	6 months


	 Longest wait 19 wks




At the end of the first 6 months of 2005/6 as reported to the Board as part of it’s performance monitoring, Day case activity in the Gilbert Bain Hospital (GBH) was 10.7% above the level in the same 6 months of the previous year, and out-patients activity increased by 8.45% over the same period.  This reflects increased activity by NHS Shetland Consultants in medicine and surgery.  Out patient activity in Aberdeen increased by 15.8% over the same period, reflecting increased productivity by Grampian consultants in specialist services commissioned for Shetland residents.

The Did Not Attend (DNA) rate for GBH out-patients reduced by 2% in the first three quarters of 2005, compared to 2004, again reflecting an additional increase in consultant activity.

Unscheduled Care

Direct consultant involvement in the local Unscheduled Care Collaborative with dedicated consultant sessions to the project.

Integrated Care

Additional consultant time spent on direct supervision of junior doctors doing cross-cover within the local Hospital at Night initiative, and additional A&E duties to supplement the Out of Hours service.

Direct consultant involvement with dedicated sessions to the National Rural Projects work within the implementation of Delivering for Health.

Implementation of staff governance- appropriately trained:
Dedicated consultant time to multi-disciplinary staff training on: life support and resuscitation, clinical governance, child protection, infection control. Recorded and reported within the Board’s training plan and programme, and reflected within consultants job plans.

Redesign

Additional consultant time into local implementation of Modernising Medical Careers, through additional training supervision, redesign of previous locum junior doctor posts into training / MMC posts, and additional supervisory duties.

Direct consultant contribution through dedicated sessions into redesign of Scottish Ambulance Service Air Ambulance service review, and into national medical retrieval service review, recognised within consultant job plans.

Internal prospective cover for vacant surgical post during recruitment process, with savings on locum expenditure.

GMS Contract
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The GMS contract aims to encourage a team-based approach to the GP practice workforce.  Practices now have a motivation to deploy their resources across the whole practice team as they feel best fits the required delivery of services to patients.  This is leading them to think in terms of the extended practice team rather than GPs alone, when, for example, they are thinking about replacements for retiring or departing GP partners. In these circumstances they can choose instead to employ other health professionals such as nurses or AHPs, or use sessional doctors as required.  The developments of this workforce will be taken forward as the CHP develops.  We can already see potential changes or issues, which are likely as a result of the implementation of the GMS contract:

· Increasing requests from GP practices for administrative support as they work to meet the requirements of the contract around data collection and management
· The GMS contract will affect all staff groups. For nursing there is the potential for practice nurse to become a more autonomous practitioner seeing and treating patients in their own right – this is further supported by general developments within nursing, eg, Extended Independent Nurse Prescribing which has further facilitated the development of Chronic Disease Management by Practice Nurses.  These developments enhance patient choice, help us to target resources and enhance job satisfaction

· Increase in practice nurse time  - as we implement extended roles for nurses, eg, in the management of long term conditions etc.  NES is developing a programme of preparation for nurses considering moving into Practice Nursing.

· As the trend for more GPs to work on a salaried basis continues, this will have an impact on many services currently provided by the Board to GP practices, for example, for Pharmacy, we currently have the dispensing doctors store for GP practices, more equipment coming into the auspices of the Board impacts Medical Physics and IT, more staff coming into the Board affects Human Resources and Payroll.  

The GMS contract was designed to deliver incentives for GP practices to deliver improved patient  care as information from GP practices against how they are performing against national quality indicators are now measured.  Under the Quality and Outcomes Framework (QoF) practices earn extra funding by scoring ‘points’ by carrying out certain measures to improve the care of patients with specific illnesses, patient record management, communications with patients and staff training.

How is this delivering the benefits locally?

The total maximum quality points that a practice can achieve under the QoF is 1050 points.  In Shetland our average across all practices was 993points with our highest achiever receiving 1034 points and our lowest receiving 948points.  The achievement levels in 2005/6 showed an increase against our 2004/5 levels.

Our self assessment report commented the following:

“Overview

Out of Hours: There was extensive public engagement and consultation prior to the introduction of the new service model.  Service planning was developed with appropriate partners – e.g. NHS 24, SAS, there was also close liaison across the “northern territories”. New roles have been developed, with opportunities for further role development. 

CDM:  Information from a needs assessment exercise undertaken over the previous 2 years, use of community profiles and the recently available QOF data provide a robust baseline upon which to plan future service provision. Work has begun, through the development of MCNs for diabetes, CHD, Hypertension and Stroke services. 

Service Redesign: Some services have moved from secondary care to primary care e.g. near patient testing, INRs spirometry and ECGs.  Some local consultants are also providing community based clinics and this forms part of the job plan.   

Workforce Issues: New roles have been developed for medical and nursing staff, mainly in the new out of hours services.  There are opportunities for further role development.

Patient Public Involvement: There was extensive public involvement in the planning of the new out of hours services.  Practices have systems in place for sharing information with patients.  There are opportunities to develop this further in respect of obtaining feedback and support for this work will be provided as part of the CHP development.   

General Comments from Pay Modernisation Team

Shetland has been properly engaged with the GMS network (despite their small number of practices, their move to 17c/2c and their geographical isolation). They should be congratulated for their efforts and approach.

Many of the challenges for Shetland around GMS issues do reflect their circumstances. In particular the OOHs changes were a real challenge for Shetland, which undertook extensive work in developing their model. They are

very active members of the ‘Northern Territories’ OOHs network. They have appropriately raised concerns about NHS 24 and the need for flexibility for them (they have a member on the NHS 24 Review Team)”

The highlights for our self assessment show:
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	Percentage Performance
	
	

	
	NHS Shetland
	63.3
	
	

	
	Scotland - mean
	43.3
	
	

	
	Scotland - highest
	63.3
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	NHS Shetland
	Scotland
	

	
	Score
	Number
	%
	Number
	%
	

	
	0
	0
	0
	28
	18.7
	

	
	1
	3
	30
	63
	42.0
	

	
	2
	5
	50
	51
	34.0
	

	
	3
	2
	20
	8
	5.3
	

	
	All
	10
	100
	150
	100
	

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	 
	 
	Percentage Performance
	
	

	
	NHS Shetland
	66.7
	
	

	
	Scotland - mean
	53.9
	
	

	
	Scotland - highest
	73.3
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	NHS Shetland
	Scotland
	

	
	Score
	Number
	%
	Number
	%
	

	
	0
	0
	0
	17
	11.3
	

	
	1
	3
	30
	56
	37.3
	

	
	2
	4
	40
	51
	34.0
	

	
	3
	3
	30
	26
	17.3
	

	
	All
	10
	100
	150
	100
	

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	 
	 
	Percentage Performance
	
	

	
	NHS Shetland
	63.3
	
	

	
	Scotland - mean
	56.3
	
	

	
	Scotland - highest
	73.3
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	NHS Shetland
	Scotland
	

	
	Score
	Number
	%
	Number
	%
	

	
	0
	0
	0
	12
	8.0
	

	
	1
	2
	20
	45
	30.0
	

	
	2
	7
	70
	75
	50.0
	

	
	3
	1
	10
	18
	12.0
	

	
	All
	10
	100
	150
	100
	

	
	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Out of hours

The new out of hours primary care service commenced in September 2004 along with the introduction of NHS 24.  

The changes that were introduced were agreed nationally in the way family doctors (GPs) will provide services during the out of hours period.  This gave each GP practice the choice as to whether or not they personally provide services to patients out of ‘normal’ working hours with the responsibility for providing out-of-hours services transferred from the practice to the Health Board. 

In Shetland, 50% of GP practices exercised this right.

What did these changes mean?
· Patients still receive services out-of-hours. Patients see a doctor if they need one. There were no changes to emergency services such as A&E or “blue light” ambulances as a result of these changes. 

· Patients who think they need health advice or care out-of-hours are able to ring NHS 24. NHS 24 will assess symptoms and either give advice over the phone, or if clinically appropriate arrange for the patient to see a health-care professional.

· Patients are asked to travel wherever possible to an out-of-hours Emergency Care Centre at the Gilbert Bain Hospital to see a doctor or other healthcare staff out-of-hours.  See Section on Projects Facilitated by Pay Modernisation
· Home visiting is still provided where it is clinically necessary. 

· The range of health care professionals working out-of-hours has expanded from being primarily doctors to include nurses (for example in emergency care centres, who will provide a minor injury and illness service), paramedic staff who work for the Scottish Ambulance Service, pharmacists and other staff working as a team..  

Unscheduled Care Collaborative Programme: (Please see Projects 

Facilitated by Pay Modernisation Section)

The 3-year National Unscheduled Care Collaborative Programme was officially launched on 11th May 2005.  An initial and subsequent full project plan was submitted to the Centre for Change and Innovation in March 2005.  The programme is led through the Community Health Partnership.

The programme has been developed to adopt a system-wide approach to change, engaging partners throughout the acute, primary and community care and the voluntary sector, to redesign unscheduled care processes and systems across the total patient journey that can look where possible to reduce the number of hospital attendances and admissions.

The programme will support achievement of the maximum 4-hour accident and emergency waiting time target by December 2007.   Current monitoring shows that the Board is meeting the 98%  4-hour waiting time target.

The implementation of chronic disease management programmes

Activity around the management of chronic disease within primary care continues to be taken forward under the Quality and Outcomes framework of the new GMS contract.   Indications are from QMAS data in March 2006, that all general practices are shown an increase in QOF achievement levels from the previous year.

We have specific Managed Clinical Networks for Diabetes, CHD and Stroke and each of the networks conforms to national quality frameworks.  Work across Diabetes and CHD also links into the national SPCC programme.

GP with Special Interest posts

We currently have 2 GP with special interest posts in mental health and child health

Two proposals have been submitted to NES seeking support for the development of GP with special interest posts in dermatology and orthopaedics.  This will look to reduce waiting times.

A review and redesign dementia care services has commenced and will be completed during 2006.

Staff Governance

Over the last 3 years, the nursing staff in A&E have undertaken a considerable amount of training and successfully completed accredited courses, which included minor illness and injury, the emergency nurse practitioner qualification and acute assessment and history taking modules.

The Clinical Managers for the A&E service are appraising current training needs of staff in A&E in order get a baseline for the skill mix within the team and to understand where gaps exist and/or further training is required to implement more widespread use of see and treat skills.  NES Framework for OOH practitioners has been used as a basis for developing tools to appraise local training needs – expect this baseline assessment to be complete March 2006.

In addition, the unscheduled care steering group has supported the development of a proposal to NES for funding to further develop our local programme of resuscitation management. The £15k awarded has been aligned to the provision of a 3-year training programme for staff requiring access to ILS course. 20 places offered to staff in Oct 05. 

As part of the development of a nurse led ‘see and treat’ service , the Clinical Managers for A&E are also working with the wider team to put in place a series of PGDs which will enable the nursing team to assess and treat a boarder range of minor injuries and reduce duplication and overall waiting times.  

Agenda for Change

Agenda for Change brings opportunities to develop and implement structures through which the organisation and its staff can plan and progress careers in order to achieve potential.  For example, clear career progression in Radiography (from Assistant Practitioner to Consultant Radiographer) gives opportunities to motivate, develop and reward staff appropriately.  Prompted by the need to implement Agenda for Change, the work that went on across the organisation in reviewing and updating job descriptions has enabled a better understanding of roles within the organisation, and highlighted areas where we could potentially better use the skills and resources we already have.  The implementation of the Knowledge and Skills Framework should also support us in development and succession planning, as well as mapping out the skills we have in place and those we need to deliver the services of the future.

Agenda for Change has implications for workforce capacity.  The National Workforce Planning Framework suggests that once fully implemented, we will see overall gains in capacity amongst Allied Health Professionals of 2.4% (this varies between the different professions), a reduction in nursing capacity of 1.2%, reductions in capacity of 0.9% for Medical Technical Officers and 0.6% biomedical scientists, and a 5.5% increase for clinical scientists.  However, with our small numbers it will be difficult for us to significantly realise the benefits of the increases in capacity, whilst our largest group of staff is nursing and therefore will almost certainly feel the reduction. 

Local context

Job Matching/Analysis/Evaluation

As at 6 April 2006, we had completed 90% or 352 jobs (92% or 315 jobs as at14 February 2006) of all jobs through the matching process with 65% or 228 jobs (66% or 225 jobs in February) having matched national profiles = 486 members of staff whose role has matched that of a national profile.  The number of staff members required to completed JAQs has increased (from 107 in February) to 112 (90 posts).  Percentages have decreased in some instances due to new posts/additional postholders going through the process although numbers of jobs have increased.

NHS Shetland envisages that matching will be completed by the end of April 2006, Analysis by the end of July 2006 and Evaluation by the end of September 2006.  Staff has commenced the assimilation process through payroll and HR.

The benefits that this brings is that organisationally we understand more about the jobs in Shetland and their component parts, staff who have undertaken or are undertaking the process feel more valued as they are rewarded for the ‘what they do’.

Knowledge and Skills Framework.  Over 200 staff have post outlines and organisationally we can now plan and prepare better the development needs to the individuals.  This ensures that we are delivering training to the right people to enable them to deliver their role to benefit our patients.

As Agenda for Change is still within its implementation stage the full benefits have not as yet been realised.  A number of nursing staff have now been fully assimilated with the remainder of JEMG approved roles sitting within our Payroll Department.  The Director or Finance is reviewing this situation currently.  We have also asked the National Pay Modernisation Team to identify to us Boards whose Payroll staff have stated that they have capacity to assimilate but where there Boards are not yet at this stage.  At the time of compilation this information is still outstanding – the outcome of which will inform our contingency planning.

We also have a number of role with JEMG which are not high priority as they are not nursing or allied health professional roles – the question has been asked of JEMG to provide some clarity around this process so that we again can add this to our planning framework.

Projects facilitated by Pay Modernisation 

Throughout the organisation there are a number of projects which have been facilitated by the introduction of the three strands of Pay Modernisation. 

1. Hospital at Night

· : Hospital at Night(HAN) Traditionally, the GBH has been covered medically at night by both a medical and surgical SHO who were available on-call backed up by a consultant  As part of the HAN project, and in working towards New Deal, a change was made to make a medical SHO to be on duty at night as part of a full shift system.  During this time, the surgical service was still covered on an on-call basis.  We then reviewed the practice of employing agency surgical doctors to one of direct employment as we move towards training approval for these posts. Then in August 2005 we piloted and implemented the new system, a single medical junior doctor is on duty covering surgical and medical wards between midnight and 8am (backed up by consultant – oncall) and also manages the cases that present out of hours to the PCEC following triage by NHS24.  This ties in with implementation of MMC.

Facilitated by Agenda for Chang all senior A&E nurses have undergone intermediate life support training to enable them to lead the response in resuscitation situations, between midnight and 8am

2. Out of Hours

We reviewed the Out of Hours service provision and established an integrated primary and secondary care Out of Hours service which is based within the GBH.  This redesign dovetailed with a review of the Hospital at Night arrangements

To support this programme the current staffing within A&E are being developed to create a core of emergency nurse practitioner roles.  This is being facilitated by Agenda for Change and will enable the Emergency Nurse Practitioners to see, treat and discharge patients who have either been referred or who have self presented directly to the service.  To further support this, other members of nursing staff are undertaking the treatment of minor injuries under protocol and with the appropriate patient group directives in place to enable administration of medication.

3. .Unscheduled Care Collaborative Programme

Locally the clinical lead for Unscheduled Care is a Consultant Anaesthetist who has dedicated sessions to supporting the project.  As this is a multi-disciplinary project all professional staff groups are involved in defining the scope and remit of this work locally.  It is anticipated that the pay modernisation strands will help to facilitate any changes in clinical practice, which are required.

Appendix 1 shows our action plan updated from our last submission in September 2005 (highlighted in red)
Appendix 2 shows our specific plan against the Pay Modernisation Contracts

These plans should be read in conjunction with each other and not in isolation.  Upon receiving the results of the staff survey, implementation of Agenda for Change and feedback from the Scottish Executive the plans will be updated accordingly.
	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	National Access/ Waiting targets


	Consultant job plans within Consultants contracts deliver sessions to meet waiting targets

GPWSI – child health

Dermatology/ENT

Orthopaedics
	National and local waiting targets reported regularly to Board


	Continued focus within Grampian Service Level Agreement for visiting Consultant services around clinic capacity necessary for the implementation of the six month national guarantee

Begun a service redesign programme to allow it to work towards the targets and guarantees in ‘Fair to All, Personal To Each’ of 18weeks for both inpatient/day case and outpatient appointments

Patient Focussed Booking (PFB) has been implemented for the majority of New Outpatient Appointments; this has le

d to a reduction of up to 5% in some specialities.  The Board is about to embark on the 3rd phase of PFB with the implementation of PFB for return appointments – it is envisaged that this will be fully operational in all specialities prior to March 2006.
	Continued achievement of current and new national and local waiting targets

Quicker, local access for patients.  Patients receive or timely appropriate service with waiting time targets met


	To remain on target with patient activity.  The Board does not envisage great difficulties in achieving the national six-month guarantee for all local inpatient/day case surgery.  The most challenging area in the past has been around cataract surgery and this will be monitored closely.

Bids to develop GP with Special Interest in Dermatology and Orthopaedics were submitted to NES in March 2006.

Patient satisfaction survey was carried out in February 2006 – this showed a high level of satisfaction with the service.

	Improved delivery of unscheduled care


	Project will cover 5 work areas - minor illness and injury, acute medical assessment, surgical assessment and out of hospital care 
	The process for reviewing services within each flow group includes collecting baseline data in respect of activity levels/capacity/demand and variation, undertaking process mapping exercises and using flow analysis techniques

Further work to be done to identify informatics support to deliver on the collection of routine data (e.g. readmission rates, coding of A&E department attendances, implementing ISD system watch etc).


	Project plan submitted to CCI.

Steering group being established.


	Achievement of 4-hour waiting time for emergency medical assessment.


Performance will primarily be measured on the percentage of patients that are seen, treated and discharged within 4 hours, and this will be measured based on national reporting datasets. Specific datasets will also be developed to capture data in respect of activity patterns in A&E including presentation type, date of admission, discharge arrangements and disposal.
  
	Currently being monitored, with regular monthly update to Board’s Senior Management Team 

Regular monthly reports will highlight progress against the performance targets across each of the flow groups and any variances/exceptions will be effectively managed and fed back through the local steering group as well as regional/national project teams. 

There has been a series of workshops held locally to focus on the flow groups and to identify areas for action. Areas for action will be highlighted in the Board’s Action Plan for CCI – due to be submitted in May 2006.


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	Chronic disease management


	Development of Diabetes Managed Clinical Network

Consultant job plans allow for scheduled time for specialist clinics including diabetes

Participate in Scottish Primary Care Collaborative (SPCC) project for diabetes 
	Quality assurance framework for diabetes services, which is approved by the local Diabetes MCN and endorsed by NHS QIS
Scottish Diabetes Survey

Data being collected in line with SPPC programme
	Data from local diabetic register submitted by September 2005.

30% of general practices participating in programme.   Time bound initiative until March 2006.
	Local diabetic retinal screening programme established in August 2005

Services delivered to national (QIS) standards

Multi-disciplinary diabetic hospital clinic established

SPCC targets and key change principles.
	Improved achievement of QIS standards relating to diabetic care

National monthly reports provided as part of SPPC programme.


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	
	Development of CHD & Stroke Managed Clinical Networks 

Consultant job plans allow for scheduled time for specialist clinics including CHD, and for stroke rehabilitation work

Participate in Scottish Primary Care Collaborative (SPCC) project for CHD by April 2005

	Quality assurance framework for CHD and Stroke services, which is approved by the local CHD and Stroke MCNs and endorsed by NHS QIS
Develop and implement a cardiovascular disease audit programme to evaluate and monitor services against locally and nationally defined standards

Participation in national stroke audit

Data being collected in line with SPPC programme
	Lead clinicians appointed.

Cardiac Rehabilitation nurse employed

Development of a mobile stroke team providing early assessment and long term follow up of people with stroke illness by June 2005

Develop and implement local targets for the secondary prevention of CHD, including cardiac rehabilitation by September 2005
	Services delivered to national (QIS) standards

SPCC targets and key change principles.
	Improved compliance with QIS standards on CHD management and stroke care, progress reported through Board’s clinical governance structure

Local stroke support group established.  Multi-disciplinary review of all Stroke patients conducted by the mobile stroke team (Consultant Led – medicine)
Cardiac rehab nurse in post and phase 3 cardiac rehab programme is being delivered in partnership with Shetland Recreational Trust.
Programme rolled out to further spread practices until 2008


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	Integrated care


	Hospital at Night scheme – integrated Out of Hours GP and junior doctor cover

Out-reach clinics:

· Psychiatric;

· Surgical

Introduction of Interim Placement Unit at Care of the Elderly Hospital within Joint Future programme, with scheduled time for Consultant physician commitment to care of the elderly 


	Consultant contract job plans

Out of Hours service to comply with QIS standards

Waiting time targets

Service accessible to remote & rural areas

Maintenance of delayed discharge & Joint Future targets
	Supervision within Consultant job plans

Scheduled sessions within Consultant job plans

Evaluation of pilot by March 2006
	Sustainable service – linked to Out of Hours & unscheduled care targets, job plans signed off by Sept 2005

Waiting times targets met.

Service delivery in remote areas

Appropriate patient discharges and sustainable community placements as measured by maintained low delayed discharge rates
	Completed

QIS review visit taking place in April 2006.  Action plan will be produced following visit

Job plans on target  -outreach clinics being held (Consultant led – surgical)

Currently being monitored  - reports go to the senior management team quarterly


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	Integrated service and workforce planning


	Better recruitment and retention

 New team based approach to care

Adherence to European Working Time Directive

More attractive employer 


	Consultants Contract:  all disciplines have job plans clearly defining service provision – as such focus can be given to particular areas re training and potential weaknesses.  More standardised patterns of working so better information provided for workforce planning purposes.

Agenda for Change: reduced turnover and vacancy rates 

Better Pay – higher NHS minimum wage with majority of staff having access to higher maximum pay rates under the new system


	2005 Job Plans still be signed off.

Consultants Expansion Programme

North of Scotland Workforce Planning Group

Local Workforce Planning group meet regularly –reviewing current and short-term requirements of staffing levels to ensure sustainable services.

Data on T/O, Starters and Leavers and Vacancy rates

Staff Survey

Review of impact on staff earnings and prospective earnings compared with previous national and local systems – review national earnings data
	All Job Plans to be signed off by end September 2005

Shetland have already achieved its 2006 Consultant number target 

As AfC is still in its infancy – a reduction in rates is not expected until after assimilation of staff as this is still a major change period.

Implicit in the construction of the new pay system
	Job Plans for 2006/7 due to be finalised May 2006

Current vacancies exist in Psychiatry and Surgery

Currently working on the production of Board Workforce Plan in line with HDL 

Reports produced 1/4ly to Local Partnership Forum

See narrative section in document


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	
	Improve all aspects of equal opportunity and diversity – better access to NHS Careers, training and working patterns
	Data on equality and diversity policies

Race Equality Scheme

KSF

Review of staff at gateways under KSF

Mandatory Stats

Staff Survey
	Currently being updated

In process of staff developing job outlines

In place

Awaiting SEHD timescales
	Better information on jobs and job requirements will enable better focus at NoSWPG to review supply v demand 
	

	Staff Governance


	Fair Pay – equal pay for work of equal value principles apply – conditions of service the same for staff in the same grades (across traditional Whitley boundaries) and the same length of service

Better Pay – higher level of NHS Minimum Wage under AfC and the opportunity for some staff accessing higher maximum pay


	Agenda for Change Agreement

Payroll and HR information systems

Equal Opps Monitoring - Data on pay by gender, ethnicity, disability and pay bands.

Exception reports from Consistency Checking and National Sub-Group

Data on reviews and appeals

Finance modelling


	Terms and Conditions sub-group reviewing new terms and conditions and clarify and advise on areas requiring clarification.  Project plan in place.

Developing reports to include pay band information when full picture becomes available.

Need to review impact on staff earnings and prospective earnings post assimilation and compare to previous local


	Staff assimilate to appropriate pay bands

Post Implementation

)
	Assimilation of staff has commenced – All Nursing staff will be assimilated by June 2006

Supportive sessions for staff in place

Financial modelling complete




	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates
	Progress

	
	GMS_ Service Quality Standards
	Introduction of quality payments will provide benchmarks to assess service delivery with the accreditation processes offering a lever for continuous quality improvement
	Maximise opportunities for role development provided by GMS contract eg Primary Care Nurse Practitioner
	
	Quality visits undertaken to all general practices.

QMAS validation in April 2006

	
	Greater Clarity of roles across all modernisation strands
	Job Plan outcomes

CHP development outcomes

KSF outlines for posts and postholders
	Job Plans to be agreed and signed off
	Organisational understanding of the capability and capacity due to specificity of Job Plans and data derived from Job Evaluation /KSF

AfC enables the scope to redesign roles so as to better meet the needs of the patient.  Scope for new types of educational packages that are likely to be intra-disciplinary so as to equip staff with new knowledge and skills

Multi-professional team role development with the GMS contract and development of CHPs – therefore better able to tailor services to meet local  needs.

Consultants Contract clear job plans and hence better planning of services and input to process – care, teaching, management etc
	Job Plans due to be signed off May2006

KSF – over 200 staff have outlines completed – this feeds into our organisational training needs plan which shows mandatory/statutory and important requirements.  In line with Agenda for Change and Financial Resources managers will be accountable for their training budget – thus increasing the skills of all managers

Within  each of the fields of Medicine, Surgical and Anaesthetics – lead clinicians have been appointed in each area.


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	
	Cultural Change
	
	Staff survey

PFPI/NHS100 outputs
	Potential to focus services on patient needs – with working across disciplines for the benefit of patient outcomes

Opportunity to support the concept of the learning organisation
	Awaiting the outcomes of the staff survey

	Improved Career Development
	Better career development 

Appraisal and PDPs for all staff essential under KSF – thus creating wider access to training opportunities and more staff progressing to new and more demanding roles

More scheduled commitment to teaching through job planning process

New rotational pathways required for MMC could support move to a services focused on treatment closer to home
	Data on use of KSF and development review and support for training and development.


	Review of eKSF to track monitoring of gateways eg number through or not/attrition rates

Report to be written linking this evidence into workforce planning, feeding into both local and regional succession planning 

Organisational Training and Development plan approved.

Centralised Training and Development Budget from April 2005.

Formal Job Evaluation system for all new jobs
	Currently 70% of staff have PDPs in place – AfC and KSF will ensure that 100% of staff have PDPs in place – ensuring that resource is focused on the right areas to deliver patient focused care.

KSF outlines for all jobs by March 2006.


	KSF sub group working on both sharing information and enabling staff and managers to produce outlines

See section above 

2006/07 Training Plan to be approved at SMT 26th April

Decentralising budget back to managers 


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	
	Greater innovation in the deployment of staff with extended availability of services for patients, more sharing of appropriate tasks between team members and more staff in wider roles
	HR data relating to the number of extended service/new and or extended roles

Appropriate Skill Mix
	Only indirect measurement at present – able to count at local level - need to develop robust system for measuring and reporting
	Build capacity and capability in the organisation


	Enhanced roles in Theatre and A&E

	
	Better teamwork – with the creation of new roles leading to shorter care pathways
	HR data on the number of new roles and staff doing things differently facilitated by Agenda for Change
	Only indirect measurement at present – formal system needs to be produced for measuring and reporting
	Increased number of extended roles leading to shorter care pathways
	Hospital at Night established

	
	Higher quality care reforms should lead to higher average knowledge and skill levels and reduce patient complaints due to poor standards of service
	Complaints procedure

Data on progress of KSF outlines

£ on training and development
	Unlikely to be measured until post assimilation and implementation
	
	


	Priority Area
	Specific Area
	Supporting data to measure baseline and demonstrate progress
	Action to be taken
	Anticipated Results (Quantifiable and with dates)
	Progress

	
	More patients treated more quickly with pay reform contributing directly to delivery of shorter waiting times for patients
	Data provided on waiting times – 

AfC will contribute to this through redesigned care pathways.

Ability to measure existing working hours and working hours under AfC and calculate activity with this
	Provide reports on outcomes of AfC for the service

Carry out a stock take of modernisation projects to understand the drivers and benefits
	
	See section on Waiting times and targets


	Service redesign in line with local priorities


	Redesign of Surgical Service

Redesign Medical Outpatients

Hospital at Night
	Theatre and Out-Patient Utilisation baseline data.

Waiting times data

Staffing levels and skill-mix

Available Consultant sessions

Existing use of trainee doctors and GPs out of hours


	Re-schedule theatre sessions and times to fully utilise existing theatres to accommodate increased surgical activity

Change working patterns to accommodate additional sessions within resources if possible

Introduce new surgical procedures locally e.g. urology, to improve access and reduce waiting times

Remove all minor surgery from theatres

Develop dedicated endoscopy  lists

Redesign theatre staffing to comply with QIS Anaesthetic standards

Redesign A&E and Outpatient staffing

Redesign Medical Outpatient clinics to a “grand clinic”

Develop capacity to enable outreach consultant clinics

Develop new extended and specialised roles in A&E and Outpatients

Redesign ophthalmology service

Redesign hospital at night to better utilise existing staff and improve links with primary care 


	Accommodate 4 operating sessions for each consultant with minimal increase in theatre staffing Oct 04

Change working hours (increased flexibility) and alter theatre operating times

Dec 04

Introduce local Urology procedures by May 05

Introduce additional local orthopaedic procedures by March 05

All minor surgery to be performed outside theatre by March 05

Pilot scheme and recommendations complete by Dec 04

Develop separate fully trained anaesthetic theatre nurse team by Nov 05

Develop separate fully trained scrub nurse team by Nov 05

Redesign theatre management to include additional G Grade role and CDU manager

Separate A&E Team by Nov 04

Appoint OPD Nurse manager

Apr 05

Re-schedule OP space to accommodate an all day grand clinic for all general medicine Apr 05

Surgical outreach clinic to Hillswick Dec 04

ENP training for all F and G grade nurses Mar 06

Nurse led pre-assessment clinics Pilot and Review by June 05

Develop one stop cataract clinic

Reduce waiting times

Introduce additional local clinics  Nov 04

Introduce new deal compliant hospital at night system by Aug 05
	Completed – development of dedicated services including role development

Completed ( a small additional investment was required in the end <30K)

Completed

 Completed

Completed however additional physical capacity required (both for this and for Outpatients) to fit the redesigned services – a capital plan has developed and planning permission is currently being applied for.

Completion expected 2006/7

Separate team in place and specialist training programme underway

Team in place and in house training in progress

Completed

Completed

Completed

Completed

Commenced and ongoing

Commenced and ongoing

Pilot and review completed.  New service under discussion with a view to full implementation by Dec 05

Completed

Increase in local clinics from 6 to 10. Reduction in waiting times.

Introduced Aug05 – further work ongoing to enable this system to be compliant with foundation doctor rotas before 2007.

	
	Consultants contract and job planning allowing for scheduled time for redesigned services: 

local specialist 

Rheumatology clinics;

Surgical services: 

Orthopaedics;

Urology


	Patient activity brought back to Shetland from Grampian:

Out-patient activity levels in rheumatology, 

OP and elective surgical activity in orthopaedics & urology


	Redesigned service provision


	Job plans completed by Sept 05

Patients repatriated from Grampian to Shetland


	


Pay Modernisation Contract Plan



Appendix 2

	Objectives
	Lead Responsibility
	Examples of detailed Actions / Completion Dates
	Outcomes

	Agenda for Change - Jobs matched, monitored and information to payroll
	Director of Human Resources
	1.1  Nursing & Midwifery, AHP and Ancillary staff job matched, monitored and information to payroll by June 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) assimilated onto new AfC pay bands

	 
	 
	1.2  33% of Other Staff Groups (OSG) job matched, monitored and information to payroll by July 2006
	All Other Staff Groups (job matched) assimilated onto new AfC pay bands

	 
	 
	1.3  66% of OSG matched, monitored and information to payroll by July 2006
	All Other Staff Groups (job matched) assimilated onto new AfC pay bands

	 
	 
	1.4  100% of OSG matched, monitored and information to payroll by July 2006
	All Other Staff Groups (job matched) assimilated onto new AfC pay bands

	Agenda for Change - Staff requiring evaluation are job evaluated, monitored, and information to payroll
	Director of Human Resources
	2.1  33% of all staff requiring evaluation are job evaluated, monitored and information to payroll by June 2006
	All Staff (job evaluated) assimilated onto new AfC pay bands

	 
	 
	2.2  66% of all staff requiring evaluation are job evaluated, monitored and information to payroll by August 2006
	All Staff (job evaluated) assimilated onto new AfC pay bands

	 
	 
	2.3  100% of all staff requiring evaluation are job evaluated, monitored and information to payroll by September 2006
	All Staff (job evaluated) assimilated onto new AfC pay bands

	 
	 
	2.4  Information on all staff groups passed to payroll by October 2006
	All Staff (job evaluated) assimilated onto new AfC pay bands

	Agenda for Change - Staff (job matched) paid on new AfC pay bands
	Director of Human Resources
	3.1  5% of Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands by May 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands

	 
	 
	3.2  25% of Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands by June 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands

	 
	 
	3.3  50% of Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands by July 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands

	 
	 
	3.4  75% of Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands by August 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands

	 
	 
	3.5  100% of Nursing & Midwifery, AHP and Ancillary staff (job matched)  paid on new AfC pay bands by August 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands

	 
	 
	3.6  Arrears of pay for Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands by November 2006
	All Nursing & Midwifery, AHP and Ancillary staff (job matched) paid on new AfC pay bands and received arrears of pay

	 
	 
	3.7  25% of Other Staff Groups (OSG) (job matched) paid on AfC pay bands by August 2006
	All Other Staff Groups (job matched) paid on new AfC pay bands

	 
	 
	3.8  50% of Other Staff Groups (OSG) (job matched) paid on AfC pay bands by August 2006
	All Other Staff Groups (job matched) paid on new AfC pay bands

	 
	 
	3.9  75% of Other Staff Groups (OSG) (job matched) paid on AfC pay bands by September 2006
	All Other Staff Groups (job matched) paid on new AfC pay bands

	 
	 
	3.10  100% of Other Staff Groups (OSG) (job matched) paid on AfC pay bands by September 2006
	All Other Staff Groups (job matched) paid on new AfC pay bands

	 
	 
	3.11  Arrears of pay for OSG (job matched) paid by December 2006
	All Other Staff Groups (job matched) paid on new AfC pay bands and received arrears of pay

	Agenda for Change - Staff (job evaluated) paid on new AfC pay bands
	Director of Human Resources
	4.1  25% of all staff (job evaluated) paid on AfC pay bands by August 2006
	All Staff (job evaluated) paid on new AfC pay bands

	 
	 
	4.2 50% of all staff (job evaluated) paid on AfC pay bands by September 2006
	All Staff (job evaluated) paid on new AfC pay bands

	 
	 
	4.3  75% of all staff (job evaluated) paid on AfC pay bands by October 2006
	All Staff (job evaluated) paid on new AfC pay bands

	 
	 
	4.4  100% of all staff (job evaluated) paid on AfC pay bands by October 2006
	All Staff (job evaluated) paid on new AfC pay bands

	 
	 
	4.5  Arrears of pay for all staff (job evaluated) paid by December 2006
	All Staff (job evaluated) paid on new AfC pay bands and received arrears of pay

	Agenda for Change - Assimilation Approval Requests submitted  to JEMG
	Director of Human Resources
	5.1  Assimilation Approval Requests for all Nursing & Midwifery, AHP and Ancillary staff submitted to JEMG by December 2005
	All Nursing & Midwifery, AHP and Ancillary staff been locally consistency checked and ready to submit to Payroll when JEMG approval received

	 
	 
	5.2  Assimilation Approval Requests for all Other Staff Groups submitted to JEMG by May 2006
	All Other Staff Groups been locally consistency checked and ready to submit to Payroll when JEMG approval received

	Agenda for Change - Job Analysis Questionnaires issued to Staff requiring local evaluations
	Director of Human Resources
	6.1  JAQs sent to all Nursing & Midwifery staff requiring local evaluation by January 2006
	All Nursing & Midwifery staff completed Job Analysis Questionnaires and ready for local evaluation

	 
	 
	6.2  JAQs sent to all AHP and Ancillary staff requiring local evaluation by February 2006
	All AHP and Ancillary staff completed Job Analysis Questionnaires and ready for local evaluation

	 
	 
	6.3  JAQs sent to all other Staff Groups requiring local evaluation by July 2006
	All Other Staff Groups completed Job Analysis Questionnaires and ready for local evaluation

	Agenda for Change – Knowledge and Skills Framework implemented
	Director of Human Resources
	7.1  NHS KSF Outlines developed for every member of staff covered by Agenda for Change by October 2006
	All Staff to have a KSF Outline

	
	
	7.2  All staff to have a KSF PDP to allow a full year’s KSF PDR by April 2007
	KSF implemented and Staff going through the procedures

	
	
	7.3  Gateways to be operational by October 2006
	Staff, where necessary, going through Gateways

	
	
	7.4  eKSF to be fully implemented to support monitoring of implementation of KSF and KSF equity/diversity principles by 1 April 2007
	EKSF fully used and KSF fully implemented

	Introduce new Ophthalmic contract
	CHP GM (DCS)
	8.1 Introduce new sight testing arrangements from April 2006
	· Compliance with national legislation.

	Implementation of new Community Pharmacy contract
	CHP GM (DCS)
	9.1 Introduction of Minor Ailments Service (MAS) by July 2006
	· Compliance with national legislation.
· Optimise opportunities for new developments through contract

	
	
	
	

	Implementation of new Consultants contract
	DPH (MD)
	10.1 Consultants job plans signed off including consultants appraisals by May2006
	· Contribution to achieving  productivity targets

	
	
	10.2 Consultants contributions to HEAT targets including:

      Waiting times targets;

      Additional services eg GPSIs;

      Internal cover of vacancies;

      Contributions to Board & regional service planning.
	· Contribution to achieving HEAT targets 

	Implementation of MMC
	DPH (MD)
	11.1 Introduction of new junior doctor structure FY2 by August 2006
	· Compliance with national policy

	
	
	11.2 Staff grade appointment to support MMC by July 2006
	· Sustainability of local service provision

	
	
	11.3 Continued New Deal & WTD compliance
	· Compliance with national legislation

	
	
	
	

	Continued implementation of new GMS contract
	CHP GM (DCS)
	12.1 Implementation of new Direct Enhanced Services by April 2006
	· Enhanced patient services

	
	
	12.2 Review contractual arrangements (in line with national guidance)
	· Good contract monitoring

	
	
	12.3 Undertake Strategic Test Review of GMS Contract by May 2005


	· Monitoring of new GMS contract in line with national guidance

	
	
	12.4 Present QOF review report to Board by May 2006
	· Good contract monitoring

	
	
	12.5 Undertake QOF reviewer training by August 2006
	· Appropriately trained staff to undertake assessment visits

	
	
	12.6 Undertake annual Quality Practice visits by March 2007
	· Comparative assessment of performance across Scotland


To what extent have you used the practice-based arrangements to develop more multidisciplinary team working and to improve skill mix?





Frequency Distribution of Self-assessed Scores





Comments





The NHS system provides support to sharing good practice – regular training opportunities are available through the CHP/NHS Board in both clinical and non-clinical areas.  There is good support local for the Practice Managers network. Challenges are experienced in releasing staff from the more remote localities to participate in training and every opportunity is explored to use video conferencing to complement attendance at courses/ conferences.





To what extent have you used patient feedback and the flexibility in the contractual arrangements to improve patient choice and patient experience?





Frequency Distribution of Self-assessed Scores





Comments





As noted at Question 4 there was extensive public involvement regarding the new out of hours services.  At practice level information is provided via various methods including patient leaflets, website, and also notices in local shops are a good outlet for local information.  Patient feedback is obtained through questionnaires and suggestion boxes – and there is an opportunity to further develop this. Practice engagement in patient focus/participation groups is limited and there is an opportunity to develop this further with the introduction of the CHP- and the proposed "locality" sub structure.





To what extent have you used the the new arrangements alongside the new consultants contract and proposals for Agenda for Change to enable pay modernisation to support service redesign?





Frequency Distribution of Self-assessed Scores





Comments





Communication strategy links all 3 strands to ensure no focus on just one area.  With regard to organisational development clear links have been made that reflect a total sustainable service and the “people” implications of such provision locally, regionally and nationally – e.g. 2020 Vision project.  The development of local services is supported by some local consultants undertaking community-based clinics and this forms part of their job plan. While informal soundings have been undertaken there is limited formal evidence that service redesign has improved patient satisfaction/outcome.
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� NHS Workforce Statistics, Information and Statistics Division, as at September 2003.
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