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Dear Colleague

EFFICIENT GOVERNMENT: ACHIEVEMENT OF TIME RELEASING SAVINGS TARGETS

Summary
1.
This HDL:

· sets out the approach to be taken by NHS Boards and Special Health Boards in achieving the Efficient Government targets on reducing sickness absence and increasing consultant productivity;

· outlines the performance management arrangements for delivering these targets.

Background
2.
The Scottish Executive published its Efficient Government Plan “Building a Better Scotland:  Efficient Government – Securing Efficiency, Effectiveness and Productivity” on 29 November 2004.  The Efficient Government Plan contains measures to deliver £745m of annually recurring cash-releasing efficiency savings and £300m of recurring time-releasing efficiency savings by 2007-08.     The aspiration is to achieve £900m of cash-releasing savings and £600m of time-releasing efficiencies by 2007-08.

3.        It is recognised that these targets will only be met through partnership working with the full involvement of all concerned.   It will therefore be a key agenda item for all Area Partnership Fora.
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4.
Scottish Ministers are  committed to achieving these targets as part of the Efficient Government requirement to spend public money more effectively and efficiently.  Any savings made will be ploughed back into frontline services to ensure the people of Scotland enjoy more efficient public services.   These are ambitious targets but their delivery is a key priority for Ministers, as part of a sustained effort to cut out waste, maximise efficiency and improve patient services.

Workforce Targets

5.
As part of this initiative, time releasing savings targets on workforce productivity measures covering reduction in sickness absence and increasing consultant productivity have been developed following work undertaken by the Workforce, Performance and Effectiveness Sub-Group of the National Workforce Committee. The new Scottish Workforce and Staff Governance Committee will maintain an overview in future. 

6.
These targets were published by the Executive’s Efficient Government Unit as Technical Notes on 8 September 2005.    The technical notes provide information on these projects and how the savings will be measured, monitored and delivered.   A full copy of the Executive’s Technical Notes including those for reducing sickness absence and increasing consultant productivity is available at:  http://www.scotland.gov.uk/Publications/2005/09/0895455/54558 (the text of these notes also forms part of Annex A for ease of reference)
7.
It is estimated that the following time releasing savings will be made:

	
	2005-06
	2006-07
	2007-08

	
	
	
	

	Reduction in Sickness Absence                        
	£16.3m
	£34.5m
	£54.8m

	
	
	
	

	Increasing Consultant Productivity
	£22m
	£46.5m
	£73.9m


Reducing Sickness Absence

8.
Each Board will be expected to achieve a target of 4% sickness absence in their area by 31 March 2008. 

9.
Boards will be expected to develop local plans as part of their Staff Governance Action Plans to achieve the target.  Achievement of these local targets will be expected to deliver 4% sickness absence levels across NHS Scotland as a whole by 31 March 2008.

10.
The target will be most challenging for Boards with high levels of sickness absence as they will need to reduce their sickness absence substantially over the three year period.   Boards that already have lower sickness absence rates will be expected to reduce down to 4% as soon as possible and once they have reached this position, to continue the cycle of improvement.  The approach used here is intended to support those health boards which are already working to achieved reduced sickness absence and challenge those boards were more focused management attention is required. The underlying principle builds on previous targets in that effective management in line with staff governance principles should reduce sickness absence and be of benefit to employees, employers and patients.

11.
To achieve the sickness absence targets Boards will be expected to follow good HR and occupational health practice in seeking to reduce absence and it is expected that this will be done within the context of positive and supportive practices around  Staff Governance implementation and Healthy Working Lives.
12.
To help support employers in achieving this target the Partnership Information Network (PIN) published guidance on Health at Work which included managing attendance (http://www.show.scot.nhs.uk/psu/documents/health.pdf). We also hope to shortly pilot a dedicated physiotherapy, occupational therapy and counselling service called OHS Extra in Fife and Lanarkshire which is designed to enable staff to get quick access to these services and enable them to remain at work.

13.
It is important to emphasise to staff that this target is not about pressuring people to come into work inappropriately.   That would be wholly wrong, particularly in a health care environment.   However it is important to ensure that the appropriate mechanisms are in place to help staff at times of ill health.

14.
By reducing sickness absence, Boards will ensure staff are available as contracted for the delivery of health care, thus ensuring an acceptable workload for staff at work and reducing the necessity for and further expense of complementary staffing arrangements.  This will impact directly on quality of the working environment for staff and therefore on the delivery of health care to the public by frontline staff.   It will also mean that reliance on temporary staff will be reduced and should result in further savings. 
Increasing Consultant Productivity
15.
Boards will be expected to demonstrate an increase in consultant productivity by 1% per annum over the next three years. Service redesign and the application of the leverage of pay modernisation will be key to health boards achieving this. It is acknowledged that an increase in consultant productivity will impact on a number of other roles and departments and therefore an increase in productivity is expected to be delivered by other staff groups. 

16.
Increasing consultant productivity may result in more patients being treated and have a positive impact on waiting times; however, it may also confirm that the case mix of patients being treated is becoming increasingly complex so that consultants are becoming more productive by consistently treating a more complex group of patients. Either an increase in numbers of patients treated, or an increasing complexity of patients being treated efficiently will demonstrate positive changes in consultant productivity. 

17.
A change in the complexity of patients may be the result of a number of factors. For example other professionals are increasingly delivering some workload that was previously delivered by consultants and more care is increasingly being delivered outside hospital settings.   This is in line with government priorities. 

18.
A focus on increasing consultant productivity will be underpinned by the new consultant contract and will help Boards to understand how consultants and clinical teams are working, and how service redesign and improvement can increase consultant productivity, with the aim of improving overall patient care.
19.
The requirements of this HDL align with the commitment in the Partnership Agreement to aim to expand the consultant workforce by 600 by September 2006 and Boards will still be required to meet their responsibilities in respect of consultant expansion. There are significant drivers for consultant expansion, including national waiting times targets, the impact of Modernising Medical Careers and the application of the working time regulations.   The demand for a sustainable specialist medical workforce will require more consultant capacity than can be met from increasing productivity alone.    

Measurement and Monitoring
Reducing Sickness Absence
20.
Under the auspices of staff governance monitoring HDL(2004)38 all organisations are required to collect information on sickness absence via the Occupational Health and Safety minimum dataset.   The monitoring towards the target will be enhanced by the introduction of the new Scottish Workforce Information Standard System (SWISS) which will provide regular “real time” reporting of absence and publish sickness absence data on a quarterly basis from January 2006, therefore Boards must ensure that the data they collect and input is robust and accurate.    The information extracted by SWISS will be processed by ISD and released publicly on a quarterly basis.  This is likely to lead to changes in reported sickness absence rates due to greater accuracy, better coverage of all NHS systems, and new methodologies for collection of data.    This will mean that adjustments to the target will be made in line with this new data set to ensure the planned savings are calibrated against an up-to-date target grounded in the best data.

21.
It is essential that Boards ensure that the data they input is of high quality and submitted timeously.   The methodology for consistent calculation of sickness absence is included within Annex A. 
Increasing Consultant Productivity
22.
NHS HDL (2005)28 – Delivering the Benefits of Pay Modernisation in NHS Scotland  - asks Boards to submit progress reports on the implementation of the three strands of pay modernisation (ie Agenda for Change, the consultant contract and the new GMS contract).    Paragraph 5 of HDL(2005)28 referred to the development of these Efficient Government targets and it is expected that the new consultant contract will lead to improvements in consultant productivity through service re-design, job planning and job plan reviews.   Boards will therefore be expected to demonstrate in their reports the action they are taking and the progress they are making towards increasing consultant productivity.  The methodology for consistent calculation of consultant productivity is included within Annex A. 

Delivery Plans and Annual Reviews

23.
Alastair Brown’s letter of 6 October to Board and Special Health Board Chief Executives set out draft guidance on Local Delivery Plans (LDPs). These plans will form an integral part of the new approach to delivery and performance management from 2006-07 and Boards will be expected to set out in their plans what progress they have made towards meeting these efficiency targets.
24.
During his visits to Boards earlier this year, the Minister for Health and Community Care made it clear that he placed great importance on the achievement of key priorities and objectives and it is expected that he will wish to raise the achievement of these targets with Boards next year as part of the Annual Review process.

Action
25.
The Department recognises that the targets set for reducing sickness absence and increasing consultant productivity are challenging.  To support their delivery, Boards are asked to take the following action:

· develop local plans to achieve a target of 4% sickness absence in their area by 31 March 2008 and to increase consultant productivity by 1% over the next 3 years;

· Note that the achievement of these targets is critical.  Board Chairs and Chief Executives should recognise the importance of this agenda and its delivery;

· Board Chairs and Chief Executives should make sure that their executive teams are focused on achieving these targets;

· Ensure that Board Chairs receive regular reports from Chief Executives on progress towards the achievement of these targets;

· Ensure that Chief Executives identify a Director (who would normally be expected to be the Medical Director - in the case of consultant productivity; or the Director of Human Resources - for reducing sickness absence) to lead this work;

· Ensure that their data input to ISD is accurate and timely;

· Ensure that area partnership forums are linked into this work and that all plans are approved by the Staff Governance Committee of the Board;

· Ensure that progress is effectively communicated, through concrete examples, to their local communities.

Conclusion
26.
This HDL has emphasised the importance of achieving the time releasing savings targets on reducing sickness absence and increasing consultant productivity;  the approach to be taken in planning and ensuring progress is made towards the achievement of these targets;  and the mechanisms by which performance will be monitored and managed.   
27.
It is important to emphasise that the targets are not about making staff work harder – it is recognised that they already work hard enough – or about staff working when they are ill. These targets are essentially about frontline staff in NHS Scotland using time more efficiently and effectively to deliver better patient care, fulfilling their potential in their working day, and supporting them appropriately so that as far as possible their own health status can be maintained at optimum levels. The targets are a key tool to ensuring that Boards 
can deliver service improvements enabling them to improve management of staff, meet NHSScotland’s key priorities, and consequently enhance overall delivery of patient care.
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Yours sincerely

MIKE PALMER
Assistant Director

(Workforce and Pay Policy)

ANNEX A

Efficient Government Programme

Time-Releasing Efficiency Technical Note
Reduction in Sickness Absence
	1.  Portfolio/Number/Name: 
Health H/T 1: Reduction in sickness absence


	2.  Programme/Activity: Please include a short description
Each health board will be expected to develop local plans to achieve the target of 4% sickness absence in their area by 31 March 2008.  Achievement of these local targets will be expected to deliver 4% sickness absence levels across NHSS as a whole by 31 March 2008.  

Therefore, health boards which already have lower sickness absence rates will be expected to reduce down to 4% as soon as possible, or, once they have maintained or improved upon this position, to continue the cycle of improvement and strive to minimise sickness absence by effective management in line with staff governance principles. The target will be most challenging for health boards with high levels of sickness absence as they may need to reduce their sickness absence substantially over the three year period. The approach used here is intended to support those health boards which are already working to achieve reduced sickness absence and challenge those boards where  more focused management attention is required. The underlying principle builds on previous targets in that effective management in line with staff governance principles should reduce sickness absence and be of benefit to employees, employers and patients.

Board –by –board data on sickness absence rates will be collected through a new NHS workforce information dataset from autumn 2005. This known as the SWISS project. This is likely to lead to changes in reported sickness absence rates due to greater accuracy, better coverage of all NHS systems, and new methodologies for collection of data. This will mean that a technical adjustment to the percentage target may need to be made, but this will not affect the level of time releasing savings which are planned.

	3. Planned Savings (£m)


	2005-06
	2006-07
	2007-08

	
	£16.3m
	£34.5m
	£54.8m



	4. Accountable Officer for delivery
	Director of Human Resources, SEHD

	5.  Project Manager 
	TBC – o/s

	6.  EGDG account manager 
	Gillian Woolman

	7. Quality Impact
	Describe any impact on the quality of service delivery.  Be specific and explain if the expectation is to positive, negative or neutral. 
By reducing sickness absence, health boards will increase the number of days contributed, by its workforce, to the delivery of health care and therefore should impact directly on the delivery of care to the public by frontline staff. 
Reliance on temporary staffing will also be reduced and should result in further savings. The overall impact should lead to a more consistent approach to care delivery as the public should see more NHS staff at the frontline and less staff employed by agencies.


	8. Dependencies
	Explain if your savings are dependant on legislation or other structural changes being achieved.
No legislative dependencies.
Effective reduction of sickness absence is dependent on effective local management in line with staff governance principles and PIN guidelines and the delivery of an effective Occupational Health Service.

The monitoring of progress will be enhanced by the SWISS Project delivering its agenda on time. All health boards will be using SWISS and will be contributing to the Workforce Information Repository (WIR) following its introduction during 2005. It is anticipated that WIR will go live in August 2005. Good quality data should therefore be available from January 2006 onwards.


	9.  Description of efficiency and actions to be taken
	9.1  How will the saving be made? 
By using existing staff more effectively
By employing less temporary staff



	
	9.2  What action is critically needed to secure delivery of this saving?  Be specific, and name the key action managers if they are outwith your immediate management chain (e.g. in an NDPB.) 
The delivery of these time releasing savings are dependent on:

1. Board Chief Executives recognising the importance of this agenda and delivering on time

2. The support of Partnership colleagues
3. The SWISS Project delivering on time

	10. Measurement and Monitoring
	10.1  How are you proposing to measure the expected efficiency benefits and the cash equivalent of these benefits. 

By monitoring sickness absence rates by health board and staff group. Consequently, efficiency benefits will emerge by staff group.  I.e.  by evaluating the reduction in sickness absence by different ‘groups’ of unit labour cost.



	
	10.2  What monitoring & reporting procedures will be put in place to measure the efficiency savings  (How often will progress towards the target be monitored? Who will have lead responsibility for reporting progress and what procedures will be in place?) 
1. SWISS will provide the data on a real time basis.  
2005 will witness the phased introduction of a new system that will help NHS Scotland collect, store and report information about its 150,000 staff more efficiently. This “Scottish Workforce Information Standard System” (SWISS) aims to provide information on staff in a consistent and accurate format. The project’s first phase involved setting up a national database that will hold information on NHS Scotland staff.

2. The monitoring and reporting will fit into performance arrangements.

The national database will be updated weekly; however, it is likely that absence data will be monitored less frequently.

3. ISD will be responsible for collecting and monitoring the data collection process.


	
	10.3  Monitoring Data: Sources, validation and risks


What data will be used to measure progress? Is all the required information quantifiable and readily available? If not what action will be taken to rectify this?

Sickness absence data will be available from SWISS quarterly as from January 2006
There is a possibility that the renewed focus on sickness absence reporting will result in improved reporting of sickness absence, which in itself is positive, but may result in sickness absence levels appearing to increase. 

As the SWISS data becomes available, there may be a need to make a technical adjustment, reset the baseline and adjust the target accordingly, whilst not affecting the level of time releasing savings. This will be the result of the transfer of data collection from one system to another. The new SWISS system is likely to be more accurate, therefore, it would be prudent to review and possibly adjust the time releasing savings baseline and target in 2006.

What measures will be in place to validate the accuracy of the data? Who will take responsibility for this?

The lead responsibility for ensuring the validity of the data rests with ISD. The data is also collected as part of the Staff Governance arrangements for the Performance Assessment Framework. This valuable data will triangulate the reliability of data emerging from SWISS. 

· Are there any issues or risks relating to how you plan to use the data? (e.g. accuracy, difficulties in collection)
Health boards will need to ensure that the data they input is of high quality
The quality of existing data, which forms the baseline, may not be accurate. The focus on this target should result in better data quality.
The recording of absence for some staff groups may be poor, therefore, with improved recording, sickness absence recorded may increase. The baseline may need to be adjusted to reflect this in later years. Better reporting gives the opportunity for sickness absence to be better managed locally, therefore, health boards who improve their reporting, but as a consequence, demonstrate an increase in sickness absence should be supported to continue to strive for improved data quality and effective management of sickness absence.



Notes on Completion

· We are committed to using 2004-05 data as a baseline against which savings are made.  Where data is not available for this year, any efficiencies measured must be against a derived figure for 2004-05.  An explicit note must explain how the derived figure has been calculated.
· Cash Release Savings - are where an efficiency measure generates an actual resource saving because the organisation or function delivers the same service with less money.

· Time Release Savings  - defined as efficiencies which does not release cash but allows frontline services to deliver more or better services with the same money (for example, through workforce reform or better support).

· While it is not essential for completion of the Technical Note you should have a Delivery Plan that includes milestones toward delivery targets.

· If the efficiency saving contains an element of cash-releasing savings in addition to time-releasing savings, please contact a Portfolio Manager in the Efficient Government Delivery Group who will be able to provide you with the technical note for cash and time releasing efficiency savings.

	NHSScotland Workforce Statistics
	
	
	
	
	

	Occupational Health and Safety - Total sickness absence by time and type of organistion

	At 31st March 2004
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	Data Aggregated by NHS Board
	Total absence (any cause) 2003/2004
	Total Available Hours (Directly Employed) 2003/2004
	Total Absence Rate
	Scotland Trend
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	Scotland
	10,367,939 
	197,533,113 
	5.25%
	5.2%
	
	

	England
	-
	-
	5.24%
	5.2%
	
	

	Ayrshire & Arran
	761,394 
	14,730,916 
	5.17%
	5.2%
	
	

	Borders
	180,705 
	4,416,710 
	4.09%
	5.2%
	
	

	Argyll & Clyde
	1,338,196 
	17,384,456 
	7.70%
	5.2%
	
	

	Fife1
	264,996 
	6,191,162 
	4.28%
	5.2%
	
	

	Greater Glasgow2
	1,503,037 
	30,891,854 
	4.87%
	5.2%
	
	

	Highland3
	448,299 
	9,350,550 
	4.79%
	5.2%
	
	

	Lanarkshire4
	580,517 
	9,768,672 
	5.94%
	5.2%
	
	

	Grampian
	890,750 
	20,791,210 
	4.28%
	5.2%
	
	

	Orkney
	47,604 
	798,434 
	5.96%
	5.2%
	
	

	Lothian
	1,891,091 
	33,555,835 
	5.64%
	5.2%
	
	

	Tayside
	1,212,821 
	20,831,473 
	5.82%
	5.2%
	
	

	Forth Valley
	320,758 
	9,983,222 
	3.21%
	5.2%
	
	

	Western Isles
	121,359 
	1,382,264 
	8.78%
	5.2%
	
	

	Dumfries & Galloway5
	0 
	0 
	0.00%
	5.2%
	
	

	Shetland
	32,155 
	776,716 
	4.14%
	5.2%
	
	

	Special Boards6
	774,257 
	16,679,638 
	4.64%
	5.2%
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	1. Does not include Primary Care Trust and Fife NHS Board.
	
	
	
	

	2. Does not include Yorkhill NHS Trust and Greater Glasgow Primary Care Trust.
	
	

	3. Does not include Highland NHS Board.
	
	
	
	
	

	4. Does not include Lanarkshire Primary Care Trust and Lanarkshire NHS Board.
	
	

	5. Nil return.
	
	
	
	
	
	

	6.Comprises SNBTS, NSS, Ambulance Service, NHS24, NES, Quality Improvement Scotland,
	

	Health Scotland, State Hospital and Golden Jubilee Hospital.
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	Source: ISD(M)39 Occupational Health & Safety Minimum Dataset
	
	

	
	
	
	
	Information Services (ISD), NHS Scotland;
	
	

	
	
	
	
	
	
	


Supplementary Guidance:
Sickness Absence

Purpose

1. To provide technical details of the methodology used to define the “sickness absence” indicator, as agreed by the Workforce Performance & Effectiveness (WPE) committee on 11th August 2005.  

Definition

2. The sickness absence indicator is defined as:

percentage absence = 100 x 
[image: image1.wmf]available
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This is based on all NHS employed staff working in NHS Scotland.  Private contractors (eg GPs and dentists) and their staff are excluded.

3. The data for this indicator are currently collected annually via the “Occupational Health & Safety Minimum Data Set” (ref ISD(M)39), collected by the Information Services Division (ISD) of NHS National Services Scotland.  

4. From early 2006, these data will be extracted from the new Workforce Information Repository (WIR), introduced as part of the Scottish Workforce Information Standard System (SWISS) initiative.  Data from the WIR can be extracted more frequently, allowing reporting on a monthly basis if required.  Although national monitoring of sickness absence will be at NHS Board level for all staff, the WIR will give NHS Boards the capacity to interrogate the data at a lower level, e.g. by staff group and long/short term absence, to identify particular ‘hot spots’ within their organisations.

5. There are some concerns that the current statistics are flawed due to poor or inaccurate data.  This is recognised and steps will be taken to review the baseline once data are available from the WIR.  The WIR should ensure consistency of reporting across NHS Boards.

Baseline Data

6. Baseline data are for year ending 31st March 2004.  The Scottish average is 5.25%.  The chart on the following page shows the sickness absence rates by NHS Board.
7. Note that not all NHS organisations were able to provide the sickness absence data requested by ISD for the baseline year.  The following caveats apply to the data:

· NHS Fife excludes Fife Headquarters Division and Fife Primary Care Division;

· NHS Greater Glasgow excludes Yorkhill Division and Greater Glasgow Primary Care Division;

· NHS Highland excludes Highland Headquarters Division;

· NHS Lanarkshire excludes Lanarkshire Headquarters Division and Lanarkshire Primary Care Division.

· NHS Dumfries & Galloway were unable to provide sickness absence data.
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Efficient Government Programme

Time-Releasing Efficiency Technical Note
Increasing Consultant Productivity
	1.  Portfolio/Number/Name: 
Health H/T 2:  Increasing Consultant Productivity



	2.  Programme/Activity: Please include a short description
NHSS health boards will be expected to demonstrate an increase in consultant productivity by 1% per annum over the next three years. Service redesign and the application of the leverage of pay modernisation will be key to health boards achieving this. It is acknowledged that an increase in consultant productivity will impact on a number of other roles and departments and therefore, an increase in productivity is expected to be delivered by other staff groups. 



	3. Planned Savings (£m)


	2005-06
	2006-07
	2007-08

	
	£22m


	£46.5m
	£73.9m

	4. Accountable Officer for delivery
	Director of Human Resources, SEHD

	5.  Project Manager 
	TBC – o/s

	6.  EGDG account manager 
	Gillian Woolman

	7. Quality Impact
	Describe any impact on the quality of service delivery.  Be specific and explain if the expectation is to positive, negative or neutral. 
Increasing consultant productivity may result in more patients being treated and therefore  would have a positive impact on waiting times; however, it may well confirm that the case mix of patients being treated is becoming increasingly complex so that consultants are becoming more productive by consistently treating a more complex group of patients. Either an increase in numbers of patients treated, or an increasing complexity of patients being treated will demonstrate positive changes in consultant productivity. 

A change in the complexity of patients may be the result of a number of factors: for example a) other professionals are increasingly delivering some workload that was previously delivered by consultants and b) more care is increasingly being delivered outside of the hospital setting, for example, in primary care facilities. Both of these examples are in line with government priorities. 
A focus on increasing consultant productivity will enable health boards to understand how consultants and clinical teams are working, and how service redesign and improvement can increase consultant productivity, with the aim of improving overall patient care.

	8. Dependencies
	Explain if your savings are dependant on legislation or other structural changes being achieved.
No

The monitoring of progress will be enhanced by the SWISS Project delivering its agenda on time. All health boards will be using SWISS and will be contributing to the Workforce Information Repository (WIR) following its introduction during 2005. It is anticipated that WIR will go live in August 2005. Good quality data should therefore be available from January 2006 onwards.


	9.  Description of efficiency and actions to be taken
	9.1  How will the saving be made?  
It is expected that by increasing the overall productivity of consultant teams there will be increased output for the same level of input. This may equate to more numbers of patients or an increasing complexity of patients being treated.


	
	9.2  What action is critically needed to secure delivery of this saving?  Be specific, and name the key action managers if they are outwith your immediate management chain (e.g. in an NDPB.) 
1. the delivery of timely and reliable data – ISD 
2. the identification of further, specific productivity measures – this work is currently being lead by the Scottish Association of Medical Directors

3. the leadership of health board chief executives is key to the delivery of this saving

4. support & co-operation from other staff groups

	10. Measurement and Monitoring
	10.1  How are you proposing to measure the expected efficiency benefits and the cash equivalent of these benefits.  

By looking for increases in output for same level of input. This will be based on activity and workforce numbers. 



	
	10.2  What monitoring & reporting procedures will be put in place to measure the efficiency savings  (How often will progress towards the target be monitored? Who will have lead responsibility for reporting progress and what procedures will be in place?) 
1. SWISS will provide the workforce data.  
2005 will witness the phased introduction of a new system that will help NHS Scotland collect, store and report information about its 150,000 staff more efficiently. This “Scottish Workforce Information Standard System” (SWISS) aims to provide information on staff in a consistent and accurate format. The project’s first phase involved setting up a national database that will hold information on NHS Scotland staff.  The national database will be updated weekly; however, it is likely that consultant productivity data will be monitored less frequently.

2. ISD will deliver the activity data using existing data collections which Is
   updated monthly.

3. The monitoring and reporting will fit into performance arrangements.

4. ISD will be responsible for monitoring the data collection process.


	
	10.3  Monitoring Data: Sources, validation and risks


What data will be used to measure progress? Is all the required information quantifiable and readily available? If not what action will be taken to rectify this?

SWISS will provide the data as identified above.

What measures will be in place to validate the accuracy of the data? Who will take responsibility for this?

The lead responsibility for ensuring the validity of the data rests with ISD 

· Are there any issues or risks relating to how you plan to use the data? (e.g. accuracy, difficulties in collection)
Consultant productivity will be impacted on by a number of variables, for example, patient case mix, location of services, number of junior staff supporting consultants, GP referral patterns. This list is not exhaustive. Therefore, benchmarking of data against peer groups will inform interpretation. Interpretation of the data in isolation from the context may be unhelpful and misleading.

Changes to consultant productivity may impact negatively on the workload of other staff if not planned and managed appropriately.
It should be noted that Modernising Medical Careers, which commences in 2005, and which changes the way in which doctors are trained, will, over time, change how consultants and other members of staff work and will therefore impact on productivity data and trends in the future.



Notes on Completion
· We are committed to using 2004-05 data as a baseline against which savings are made.  Where data is not available for this year, any efficiencies measured must be against a derived figure for 2004-05.  An explicit note must explain how the derived figure has been calculated.
· Cash Release Savings - are where an efficiency measure generates an actual resource saving because the organisation or function delivers the same service with less money.

· Time Release Savings  - defined as efficiencies which does not release cash but allows frontline services to deliver more or better services with the same money (for example, through workforce reform or better support).

· While it is not essential for completion of the Technical Note you should have a Delivery Plan that includes milestones toward delivery targets.

· If the efficiency saving contains an element of cash-releasing savings in addition to time-releasing savings, please contact a Portfolio Manager in the Efficient Government Delivery Group who will be able to provide you with the technical note for cash and time releasing efficiency savings.

Supplementary Guidance:
Consultant Productivity

Purpose

1. To provide technical details of the methodology used to define the “consultant productivity” indicator, as agreed by the Workforce Performance & Effectiveness (WPE) committee on 1st September 2005.  

Definition

2. The consultant productivity indicator is defined as:

productivity = 
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Definitions of “case-mix adjusted activity” and “WTE clinical programmed activities” are given below.

Activity Measures

3. At present, the activity data used for this indicator is the same as that used for the “all staff” productivity indicator.  Paragraphs 4 to 18 in this technical note, describing the activity data used, are the same as those given in paragraphs 4 to 18 on the technical note for “all staff” productivity.  

4. Robust data exists within NHSScotland for consultant-led inpatient, day case and outpatient activity.  It is important that any productivity indicator based on activity should be adjusted to reflect differences in case complexity (eg hip replacements should carry more weight than, for example, removal of cataracts).   

5. One method for adjusting activity to reflect case complexity is to apply “healthcare resource groups” (HRGs) to each patient record.  HRGs provide a means for quantifying differences by grouping together clinically similar cases requiring similar levels of resources for treatment and care.

6. Ideally, any productivity indicator would combine inpatient, day case and outpatient activity, weighted to reflect their relative complexities, however the use of HRGs relies on the recording of diagnosis and procedure information on patient records. At present diagnosis and procedure information is recorded on all inpatient and day case records, but is not yet recorded fully on outpatient records (although work is underway to ensure that all outpatient procedures are recorded).  Hence, at present, it is only possible to case-mix adjust inpatient and day case records.  For this reason, the WPE committee agreed that at this stage it would be appropriate to show separate indicators for inpatient and day case activity (case-mix adjusted) and outpatient attendances (unadjusted).  

Inpatients & Daycases

7. Adjusting activity using HRGs is based on cost.  At present, HRG reference costs are not available for Scotland so this is done using relativities between HRG reference costs published in England, ie more expensive = more complex.    Activity is weighted so that activity with a more complex HRG scores higher than activity with a less complex HRG, creating a complexity factor for each NHS Board.  Complexity factors for each NHS Board are relative to Scotland.  The higher the complexity factor, the more complex the activity undertaken.  In general, this means that the activity in teaching Boards gets inflated as their cases are more complex. On average, inpatients carry 5 times more weight than day cases.  

8. Adjusting for complexity means that an increase in inpatient and day case productivity could be achieved by an increase in volumes of activity and /or an increase in case-mix complexity.

9. Based on data in year ending 30 September 2004, Grampian scored the highest complexity; Shetland scored the lowest.  

10. The WPE committee were concerned straight counts of hospital episodes could be affected by the internal process within a hospital.  This means, if a patient is transferred between two specialties then this patient will have two episodes of care associated with the stay in hospital, ie counted twice; whereas, if a patient with the same condition in another hospital is treated within one specialty then this hospital stay would only attract one episode of care.  Hence internal transfers may have an impact as the first hospital would have more episodes of care associated with it than the second.  Hence, inpatient and day case activity has also been adjusted to eliminate possible activity inflation due to multiple within hospital transfers.  This has been overcome by converting the number of hospital episodes into a count of hospital stays (sometimes referred to as “continuous inpatient stays” or “spells”) for each NHS Board.

11. Hence, for inpatients and daycases, “case-mix adjusted activity” is defined as:

‘Episode count’ x ‘case-mix adjustment factor’ x ‘hospital stay adjustment’

12. Inpatient and day case activity is sourced from SMR01.  SMR01 is updated monthly.

13. This indicator is restricted to acute specialties only (ie non-obstetric, non-psychiatric) as HRGs cannot currently be applied to obstetric and psychiatric data.

14. It is recognised that as part of a modernising agenda, NHS Boards are pursuing a policy of transferring activity from day case to outpatient.  NHS Boards which are pursing this shift more actively than others may score lower productivity in this indicator but would be expected to score higher productivity in the outpatient indicators.

Outpatient Attendances

15. It is recognised that NHS Boards manage their outpatient clinics in different ways, with some adopting the initial consultation followed by several follow-up appointments model, while others, particularly in rural areas, are adopting a “one-stop” clinic approach where follow-up appointments are removed or deminished.  Hence a straight count of outpatient attendances would be misleading as Boards adopting the latter model would be penalised as their outpatient activity will be, by design, considerably lower.  It is not possible to adjust outpatient activity to reflect these differences so the WPE committee agreed that 2 outpatient indicators should be presented – one for “new attendances” and one for “total attendances”.  An NHS Board adopting the “one-stop” clinic approach would be expected to score lower on the “total attendances” but higher on the “new attendances” indicators.

16. The two outpatient indicators are based on attendances only.  Patients who did not attend are excluded.

17. Outpatient activity is sourced from ISD(S)1.   This is currently collected quarterly.

18. To ensure comparability with the inpatient and daycase indicator, the outpatient indicators are restricted to acute specialties only.

Workforce Data

19. Workforce data is currently sourced from two censuses currently undertaken by the Information Services Division (ISD) of NHS National Services Scotland.  

20. ISD’s “Medical and Dental Workforce” census is reported on a quarterly basis and provides information on the whole time equivalent (WTE) number of consultants in post (including honorary grades).  It is important that the consultant numbers are adjusted to reflect time spent on clinical care only.  

21. This is possible using ISD’s “Consultant Contract Uptake” census which monitors uptake rates, by NHS Board, to the new Consultants’ Contract, including the split between clinical and non-clinical programmed activities.  For the purposes of this productivity indicator, clinical activity is defined as “clinical programmed activities” + “extra programmed activities”, ie excluding “supporting programmed activities”.  This allows the calculation of the proportion of time (based on 10 programmed activities per week) on clinical activity which is then applied to the WTE consultant number. 

22. At 31st October 2004, on average each WTE consultant undertakes 9.3 clinical or extra programmed activities per week.  This ranges from 9.0 in Greater Glasgow to 12.0 in Shetland.  NHS Boards with a high teaching/research responsibility would be expected to undertake a lower number of clinical programmed activities (because supporting PAs will be higher).

23. From early 2006, data on consultant numbers and their associated programmed activities will be extracted from the new Workforce Information Repository (WIR), introduced as part of the Scottish Workforce Information Standard System (SWISS) initiative.  Data from the WIR can be extracted more frequently, allowing reporting on a monthly basis if required.

24. It is recognised that there is an element of “on call” work within a consultant’s “clinical” or “extra” programmed activities.  Activity during an “on call” period will vary between consultant, depending on daily requirements.  At present it is not possible to factor in an “on call” element to the consultant WTE calculation.  However, ISD have revised their “consultant contract uptake” collection from September 2004 to attempt to capture the proportion of time spent “on call” and this will be factored in to the “consultant productivity” calculation at a later date.

25. To ensure comparability with the corresponding activity data, consultant figures are based on acute specialties only.

Baseline Data

26. Baseline data are for year ending 30th September 2004.   It is recognised that there are many reasons why variability between Boards may exist (eg rurality, higher teaching requirement) and these indicators should be considered as a starting point for discussions around differences in productivity. 

27. Subsequent productivity scores will be calculated on a quarterly basis, with case-mix complexity for the inpatient and day case indicator being calculated relative to the baseline year (ie is the current activity more or less complex than the activity undertaken in the baseline year?).

28. To avoid any seasonal changes in productivity, data should be based on a full year, ie the productivity score at 31st March will cover activity in the period 1st April to 31st March, at 30th June will cover the period 1st July to 30th June etc.

29. Workforce information is census based (ie is based on a “snap shot” rather than a continuous profile of staff in post over the whole year).  Recent trends show that consultant numbers have been steadily increasing. For this reason it would not be appropriate to use the number of consultants in post at the end of each year as this will often be an inflation of the number in post across the whole year.  Hence, the consultant numbers will be taken at the mid-point of the year, eg for year ending 31st March, consultant numbers will be at 30th September, for year ending 30th June, consultant numbers will be at 31st December etc.

30. For the baseline year (ending 30th September 2004), consultant information is not available at the mid-point of the year (31st March 2004) as until 2005 consultant numbers were only collected annually.  Hence, an estimate of staff in post has been obtained by taking the average of staff in post at 30th September 2003 and 30th September 2004.

31. The three baseline productivity indicators for “inpatient and day case” (chart 1), “total outpatient” (chart 2) and “new outpatient” (chart 3) at 30th September are shown below. To allow easier comparison between the 3 indicators, rates are presented for each as an index whereby Scotland is set to 100 and the NHS Board rates are shown relative to the Scotland position.  Figures are ranked from highest to lowest.  Appendix 1 gives a worked example for each indicator.




Appendix 1:  Worked Example

	
	Calculation
	Scotland
	NHS Tayside

	Inpatient & Day Cases
	
	
	

	Count of Activity
	A
	1,200,706
	86,973

	Complexity Score
	B
	1.00
	1.03

	Hospital Stay Adjustment
	C
	0.86
	0.91

	“Case-mix adjusted” activity
	D = A*B*C
	1,035,204
	80,963

	
	
	
	

	Outpatients
	
	
	

	Total Outpatient Attendances
	E
	4,016,677
	384,541

	New Outpatient Attendances
	F
	1,218,934
	127,302

	
	
	
	

	Consultant Numbers
	
	
	

	WTE at September 2003
	G
	2,462.2
	231.3

	WTE at September 2004
	H
	2,536.3
	235.6

	Estimated WTE at March 2004
	I = (G+H)/2
	2,499.3
	233.4

	Proportion of clinical+extra PAs
	J
	0.93
	0.94

	Adjusted WTE at March 2004
	K = I * J
	2,329.7
	218.3

	
	
	
	

	1.1.1 Productivity Scores
	
	
	

	Inpatient & Day Case
	L = D/K
	444.3
	370.9

	Total Outpatient
	M = E/K
	1724.1
	1761.7

	New Outpatient
	N = F/K
	523.2
	583.2

	
	
	
	

	1.1.2 Productivity Indexes
	
	
	

	Inpatient & Day Case
	100*L(Board)/L(Scotland)
	100
	83

	Total Outpatient
	100*M(Board)/M(Scotland)
	100
	102

	New Outpatient
	100*N(Board)/N(Scotland)
	100
	111


Background figures for projected time releasing savings from increase in consultant productivity

	Consultants 
	
	
	0506
	0607
	0708

	Annual % Increase
	1%
	
	
	
	

	Cumulative Increase
	
	
	1%
	2%
	3%

	
	
	
	
	
	

	Paybill
	
	
	450
	470
	490

	
	
	
	
	
	

	Saving
	
	
	£4.5m
	£9.4m
	£14.7m

	
	
	
	
	
	

	Other Staff Savings
	
	
	0506
	0607
	0708

	Annual % Increase
	0.5%
	
	
	
	

	Cumulative Increase
	
	
	0.5%
	1.0%
	1.5%

	
	
	
	
	
	

	Paybill
	
	
	3500
	3710
	3940

	
	
	
	
	
	

	Saving
	
	
	£17.5m
	£37.1m
	£59.1m

	
	
	
	
	
	

	
	
	
	
	
	

	Total
	
	
	£22.0m
	£46.5m
	£73.9m


Projected savings figures are calculated on the basis of estimated paybill figures for future years. 
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