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1. Context 
 
This workforce plan is transitional, for the period 2012/13, and fundamentally outlines the 
changes to structure, and the actions to support this, that will be undertaken in NHS 
Ayrshire & Arran to re-invigorate workforce planning within the organisation ensuring it is 
robust and fit for purpose.  As such this plan will provide the foundation upon which the full 
requirements of CEL32(2011) – Revised workforce planning guidance – will be realised in 
the 2013/14 plan.  
 
The necessity to reinvigorate and redesign workforce planning was prompted following 
discussion at the NHS Board, Staff Governance Committee and Area Partnership Forum.   
The common theme from these discussions has been the recognised need to move from a 
state of workforce monitoring, with limited reactive planning to address current problems, 
towards proactive workforce planning which will enable comprehensive visioning of the 
future workforce in terms of size and skill mix, ensuring this is congruent with the service 
and financial plans of the organisation. 
 
2. Drivers for change 
 
There are four overarching drivers which will influence NHS Ayrshire & Arran for the 
foreseeable future and these constitute the dimensions of success against which the 
organisation must deliver: 

 
 

The four dimensions of success are intrinsically dependent upon each other, therefore 
whilst the workforce plan is predominantly about people this can not be taken in abstract 
from the other dimensions which will exert influence on the overall configuration of our 
workforce in terms of shape, size and skills required to deliver services.  Underpinning all 
four dimensions is the culture of the organisation and the intention is to embark on a 
cultural development programme. 
 
The organisation has a statutory responsibility to ensure the Staff Governance Standard is 
embedded and adhered to as part of the governance framework – staff, financial, 
information and clinical governance - in which NHS Boards operate.  As such there is 
direct crossover between the Workforce Plan and the Staff Governance Improvement Plan 
for the organisation.  
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2.1 Quality Strategy 
 
The Healthcare Quality Strategy for NHS Scotland (2010) sets the foundation against 
which services in NHS Ayrshire & Arran are both provided and developed ensuring people 
(public, patients and staff) are at the heart of the NHS and there is commitment to 
providing the best possible care and advice compassionately and reliably by making the 
right thing easier to do for every person, every time from making measurable 
improvements. 
 
The Quality Strategy identifies the links between staff engagement and the enhanced 
organisational performance and the correlation between staff experience and staff 
wellness with patient experience and patient outcomes.  The importance of balancing the 
ambitions of quality, productivity and efficiency with the support and development for staff 
to feel engaged, valued and empowered in leading and driving quality is critical. 
 
Education and training will be essential to support this delivery of world class health 
services.  Development work will be required to support staff with the cultural changes that 
will be necessary to ensure NHS Ayrshire and Arran continues on the journey of becoming 
a learning organisation.  Similarly changes in relationships with families and patients and 
in improvement methodology will require staff to work in quite a different way and as such 
will require education and training.   
 
2.2 Clinical Strategy for service delivery 
 
Work will commence during 2012/13 in articulating the organisational Clinical Strategy 
which will provide a focus on the key priorities for the organisation.  A significant 
component of the strategy will be plans for the integration of adult health and social care 
services, in accordance with emerging Scottish Government proposals, which will 
complement the implementation of the planned major models of service delivery: 
 
Acute Mental Health and North Ayrshire Community Hospital 
A 206 bed hospital will be built in North Ayrshire by the end of 2015 replacing the inpatient 
services for all of Adult Mental Health and Addictions services, and Older Peoples and 
Elderly Mental Health services for North Ayrshire.  
 
As well as inpatient areas a number of outpatient and community services will be 
redesigned to complete the overarching model of care in the new build. 
 
Elderly Mental Health services in South Ayrshire on the Ailsa Campus will also continue to 
be provided. 
 
Driven by new models of care and by the opportunities for care development and delivery 
afforded by the new buildings the new hospital will have 100% single room  
accommodation in conjunction with day areas and rehabilitation facilities all designed 
around a recovery and re-enablement approach to care.  This in turn will require a revised 
workforce and the opportunity to test all the new models of care is supported by reducing 
the bed numbers in existing accommodation on a planned phased basis albeit this will be 
constrained in part by the old accommodation.  As such an interim staffing model will be 
utilised until implementation of the transition and final staffing models. 
 
The impact on workforce of these changes is wide ranging and not limited to clinical staff.  
A workforce group in partnership with staff involving each service has been commissioned, 
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as a workstream of the Programme Board, and is charged with identifying and supporting 
implementation of: 

• The number of staff required across all workforce groups; 
• The skill levels and training requirements of these staff; 
• The extent of staff turnover that will result from implementing the new model of 

care; and 
• Agreeing implementation plans in line with policy on managing workforce change, 

on a phased, interim and permanent basis. 
 
Building for Better Care 
This is a development of a new model of care for front door services covering NHS ADOC, 
A&E, Combined Assessment and Critical Care services.  This development forms a 
programme which will be subdivided into specific services and projects.  This model of 
care has the main aim of changing the current focus from ‘admit to decide’ to ‘decide to 
admit’ through assessment and treatment care pathways.  A financial allocation has been 
intimated from Scottish Government of £15.5 million to support the development of this 
model of care which will deliver the first project consisting of a new A&E Department at Ayr 
Hospital and a Combined Assessment Unit at Crosshouse Hospital by March 2016.   
 
The development of this new service model “decide to admit” will require changes to our 
workforce over the course of the development of the total programme.  Creating new 
combined assessment and improved front door services will require new ways of working 
and the new build projects will bring the opportunity to create natural departmental 
integration.  The future model of care for front door services will also impact on services 
delivered at specialty level with a reduced volume of care delivered in these settings.  This 
will mean that staff will increasingly need to be redeployed from these areas to the front 
door of the hospital and acquire skills that will allow them to support rapid assessment, 
diagnosis and treatment of patients at entry to the hospital.   Implementing this model of 
care will impact on a range of staffing groups.  Work is still ongoing to accurately quantify 
the full impact of the changes to deliver the model of care.  Specifically on: 
 

• The number of staff required across all functional groups 
• The skill levels of those staff 
• The extent of staff turnover that will result from implementing the new model of care 

 
In addition to these models of service delivery the organisation is committed to 
transforming outpatient services to improve experience and outcomes for patients through 
improved management of demand and ensuring outpatient resources are best utilised to 
improve productivity and utilisation. 
 
Sustainable Futures 
Projects from the Sustainable Futures programme are transitioning to ‘business-as-usual’ 
activity within the organisation and will be contributory to the emerging clinical strategy and 
improved efficiency and productivity.  
 
2.3  Financial environment 
 
Current financial year 
 
NHS Ayrshire & Arran’s budget allocation for 2012/13 is £586.9 million, an uplift of £5.7 
million (net of existing access funding, prison transfer and change fund allocations) on the 
2011/12 budget. 
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The 2012/13 cost pressures identified amount to £19.2 million as summarised below: 
 

Cost pressures summary  £million
Pay related 1.4
Supplies and property costs 5.5
Prescribing and drugs 10.9
Clinical developments 1.4
Total cost pressures 19.2

 
After taking account of the allocation uplift, of £5.7 million, and other income increases of 
approximately £0.4 million, there is a funding gap of £13.1 million which requires cash 
releasing efficiency savings (of which £3.5 million will be workforce related expenditure) to 
achieve recurring revenue balance.  
 
It is anticipated that the reduction in workforce related expenditure will be achieved via: 
natural turnover; exerting greater control and scrutiny of supplemental staffing usage 
(bank, agency, overtime and excess part time hours); seeking to reduce the number of 
displaced staff within redeployment; and realising early benefits from redesigning services 
in order to improve efficiency and productivity. 
 
2013/14 onwards 
 
Chart 1 below shows that there will be considerable constraints on public sector funding in 
the coming 10-20 years.  This position has now been further refined (as detailed within the 
report of the Christie Commission1) and shown in Chart 2 below.  As is evident the 
constraint on public sector funding is significantly higher and over an elongated time 
period, with a later low point than previously forecast.   
 
Chart 1 – Scottish Government Expenditure 

(source: Office of Chief Economic Adviser, 
Scottish Government) 

 

Chart 2 – SG Revised forecast expenditure 
(source: Commission on Future Delivery of 

Public Services, Scottish Government) 
 

 

                                            
1 Commission on the Future Delivery of Public Services – June 2011 
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This will clearly translate to a local impact and influence future service and financial 
planning to ensure delivery within the agreed annual allocation.  As over half of NHS 
Ayrshire & Arran’s budget relates to workforce related expenditure there will be reductions, 
in line with planned service redesign, whilst needing to maintain the safety and quality of 
services provided.  
 
As in previous years it is likely there will be additional ring-fenced in-year allocations from 
SGHD for specific initiatives – leading to the creation of short term, fixed term posts over 
and above the projected workforce reduction predicted for the year. 
 
2.4  Local population  
 
The General Register Office for Scotland projects (based on 2010 population statistics) the 
overall population for Ayrshire and Arran is predicted to remain static, at approximately 
367,000 until 2025.  Thereafter the population is predicted to reduce – by 1% by 2030 and 
a further 2% by 2035. 
 
Despite the overall static position predicted for the overall population over the next 13 
years there are notable changes projected to the age profile, as illustrated below, which 
will exert pressure on both the healthcare services NHS Ayrshire & Arran provides as well 
as social care provided by local authority partners.  The effect of the changing 
demographic is two fold, not only in relation to demand on services but also on the 
workforce, recognising that a significant proportion of our workforce is part of the local 
population.   
 

Chart 3 – Population Projections 
(source: General Register Office for Scotland) 

Population projections for NHS Ayrshire & Arran by age group
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Note 
The pensionable age projections take account of legislative changes whereby by 2020 the 
pensionable age for women will rise to 65 (to match that for men) and between 2024 and 2046 
state pension age will increase from 65 to 68 for both sexes. 
 
Decreases in children and working age populations within Ayrshire and Arran are 
contradictory to the pan-Scotland position whereby steady growth is predicted in these 
groups.  Growth in the over 65 age group is consistent with the pan-Scotland position.  
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Within the over 65s age group sustained significant predicted growth in the 75+ age group 
is predicted – from an 11% increase in 2015 to 78% increase projected for 2035. 
 
Throughout NHS Ayrshire & Arran partnerships continue to be developed and evolve 
through the foundations set by the current Community Health Partnership approaches.  
Within the current partnership approaches there are established Older People’s Working 
Groups which make sure that we continue to deliver services that work for older people in 
line with the aspirations of Reshaping Care.  We recognise that the way the older people’s 
population is changing means that we cannot stand still and we need to be continuously 
creative and innovative as we move forward and to work together with all of those services 
and organisations who provide caring services.  To support the re-design and 
development of services, each CHP has been allocated funds (Change Fund) through the 
NHS budget. This fund is to provide “bridge funding” to re-design and further develop 
services in partnership with our local Authorities and to also include the third and 
independent sector to support the delivery of new approaches with the ultimate aim of 
improving quality and improved outcomes for older people.   
 
The plans currently developed through the Change Fund process focus on services to 
reduce delayed discharges, to reduce emergency admissions to hospital and to enhance 
care at home services and support to unpaid carers.  The Change Fund (£8m) is in place 
to fund the developments until 2015.  During this time, services will require to be evaluated 
and assessed for future fitness of purpose as we move towards social and health care 
integration and the mainstreaming of these redesigned and new services. 
 
Workforce Changes 
To support the re-design of services for older people as described we require to carry out 
further work during the change fund support period (2012-2015) to assess future workforce 
requirements based on our new innovative and creative re-design of services.  This work 
will require to set out the specific skills, knowledge, values and attributes to provide a care 
workforce focused on personalised approaches, enablement and improved outcomes for 
older people.  This will be progressed and developed taking cognizance of the information 
we have gathered to date and will gather over this year to inform staffing demographics, 
skill requirements and learning and development provision.   
 
This work will build on an understanding of the impact of demographic shifts and workforce 
requirements, making sure we have the ability to gather, analyse and plan for the type of 
health and social care service workers we require now and into the future by drawing upon 
best practice examples developed to date and also learning from our public engagements 
as we progress through the development of our Joint Older Peoples Commissioning 
Strategy process. 
 
We will need to ensure the knowledge, skills, values and attributes to support the caring 
workforce are the right ones.  We will also need to support provision of effective leadership 
and promote cross sector employers alliances which will require the support of those 
agencies that deliver education and training to those workers who supply caring services. 
 
Local labour market 
The recession continues to have an impact on the local labour market, as illustrated in the 
unemployment rates for council areas below, and whilst this provides an increased supply 
in the local labour market this is mitigated by constrained workforce demand from NHS 
Ayrshire & Arran due to increased scrutiny and control of vacancies.  
 

7 



 

Table 1 – Unemployment claimant rates (based on age 16 to 64 population): 
March 2012  (source: Office of National Statistics) 

 
Area Rate Number 

unemployed
East Ayrshire  6.2% 4,847
North Ayrshire 6.8% 5,783
South Ayrshire 4.7% 3,277
Scotland 4.4% 150,377

 
East and North Ayrshire are amongst the three local authorities with the highest 
unemployment rates in the country.  Employment is one of the most strongly evidenced 
determinants of health, the World Health Organisation (WHO) notes that ‘unemployment 
puts health at risk’ and ‘unemployment has a direct bearing on the physical and mental 
health and even life expectancy for unemployed people and their families’.  Unemployment 
therefore has a direct impact upon service provision. 
 
3. Overview of the current workforce 
 
3.1   General workforce 
 
As at 31 March 2012 NHS Ayrshire & Arran employed 8498 whole time equivalent staff, 
(10,506 headcount) across 10 nationally defined job families as detailed below – note this 
does not include bank staff. 
 

Chart 4 – Workforce 
(source: NHS Ayrshire & Arran HR System) 

Make-up of the workforce (WTEs) and % proportion of workforce

Allied Health Profession, 
687.85, 8%

Dental, 35.46, 0%

Healthcare Science, 
245.32, 3%

Medical, 581.76, 7%

Medical & Dental Support, 
93.37, 1%

Nursing & Midwifery, 
4004.07, 47%

Other Therapeutic, 
212.21, 2%

Personal & Social Care, 
161.58, 2%

Administrative Services, 
1488.25, 18%

Support Services, 988.71, 
12%
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Job family detail 
 

Job Family Roles/ professions Job Family Roles/ professions 
Allied Health 
Professionals 

arts therapists, dietitians, 
occupational therapy, orthoptists, 
physiotherapy, podiatry, radiography 
and speech and language therapy 

Nursing & Midwifery all branches of nursing adult, children, 
mental health, learning disabilities and 
maternity 

Healthcare 
science 

laboratories staff, audiology, cardiac 
physiology 

Other therapeutic psychology, optometry, pharmacy and 
play specialists 

Management non Agenda for Change managers 
(typically senior management) 

Personal & social 
care 

health promotion staff 

Medical & dental 
support 

includes dental nurses, dental 
technicians and theatre services 
such as operating department 
practitioners 

Support services includes chaplaincy, cleaners, 
portering, catering, maintenance and 
estates and sterile services 

Medical & dental Includes all grades of doctors     
(including those in training) and 
dentists employed by community 
dental service 

  

 
Note the administrative job family includes a very wide range of roles from junior admin roles, 
within for example health records, through to senior general management roles for clinical services 
(who are Agenda for Change banded).  Job families are nationally defined and the administrative / 
management families split is via the commonly agreed basis all NHS Boards have used based on 
how these jobs are graded. 
 
Our workforce is predominantly female, 82%, which is higher than the NHS Scotland 
average of 77%, and 38% of our workforce is part time compared to the NHS Scotland 
average of 32%. 
 
91.6% of our staff are aligned to Agenda for Change terms and conditions – the bulk of 
non Agenda for Change staff being medical and dental. 
 
3.2  Shape of the workforce 
 
Workforce tree charts are used as a visual tool to depict the shape of the workforce, 
prompting discussion and consideration of whether the skill mix of differing grades and 
roles within professions, departments or teams requires to be adjusted.  The Agenda for 
Change band is represented on the y (vertical) axis. 
 
 Chart 5 – Distribution of bands 

(source: NHS Ayrshire & Arran HR system) 
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Typically trees taper towards the top which is representative of their being a smaller cohort 
of posts which require higher or advanced skills and competences. 
 
3.3  Age of the workforce 
 
The chart below shows the age distribution, as a proportion, for the entire workforce with 
comparison against the age profile of the three largest clinical staff groups.  There is a 
significant bulge within both the overall workforce and specifically nursing at ages 45-49 
and 50-54.   
 

Chart 6 – Workforce age 
(source: NHS Ayrshire & Arran HR system) 

Age profile of largest clinical staff groups (as proportion of workforce)
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‘Older workers are increasingly looking to extend their working lives, with more than 50% 
of workers aged over 55 planning to work beyond the state retirement age.  Financial 
reasons are most commonly cited as the motivation behind delaying retirement, but older 
workers also cite wanting to continue to use their skills and experience and enjoy the 
social interaction of the workplace as key factors’. (Managing a Healthy Ageing Workforce 
A national business imperative – A guide for employers: Healthy Working Lives & CIPD: 
March 2012).   
 
Ensuring the health needs of our ageing workforce is critical, not least in recognising that 
some roles, e.g. nursing, have a substantial physical element and may become more 
onerous.  As identified by the Health & Safety Executive (HSE: Diversity in the workforce – 
Age) there are differences in the sickness absence patterns between younger and older 
workers.  Typically younger workers tend to be absent more often, but for shorter periods 
of time, whereas older workers are likely to be absent less frequently but are more likely to 
have a longer period of absence.   
 
The younger age profile of the AHP workforce is also significant, 90% of the AHP 
workforce is female and the cumulative maternity leave rate has risen year on year to 
5.3% in 2011/12 compared to the organisational rate of 1.7% which places significant 
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pressure upon AHP services.  Whilst the medical workforce equally has a younger age 
profile the gender spilt is significantly less than AHPs, 45% of the workforce is female. 
 
3.4  Staff health and wellbeing 
 
As identified in the quality strategy there is a correlation between staff experience and staff 
wellness with patient experience and patient outcomes and therefore an improvement in 
the health and wellbeing of staff is of paramount importance to the organisation. Improving 
staff safety, health and wellbeing is a corporate objective for 2012/13. 
 
A key outcome of improving staff health and wellbeing will be a reduction in the sickness 
absence rate.  The chart below illustrates the sickness absence rate over the last year in 
comparison to both the 4% standard and the NHS Scotland rate.   
 

Chart 7 – Sickness Absence 
(sources: NHS Ayrshire & Arran HR System and ISD Workforce Information) 

Monthly sickness absence rate
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Work has already commenced in mapping the range of activities and services across the 
organisation which contribute to improving staff health and wellbeing to identify gaps or 
duplications that exist and identify mechanisms to address these.  Key themes emerging 
from the initial work are: 

• improved awareness, and indeed participation / access, of all employees to the 
services that are available to them. 

• Recognition that the interventions offered do help staff and that staff wellbeing 
directly improves patient wellbeing. 

• the requirement for greater co-ordination of services 
 
3.5 Supplemental staffing 
 
In order to minimise service disruption and to ensure service standards are maintained 
NHS Ayrshire & Arran utilises bank or agency / locum as supplementary staff.  Normally 
this is in response to staff absence, or alternatively to provide cover for hard to fill 
vacancies in the case of medical staff in the short to medium term, the duration of cover 
being variable dependant on circumstances.   
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This expenditure is incurred across all job families however the highest proportion is 
incurred within medical and nursing job families.  The following charts illustrate this 
expenditure over the last 5 years.  
 

Chart 8 – Nurse Bank usage     Chart 9 – Medical agency usage 
      (source: ISD Workforce Information)       (source: NHS Ayrshire & Arran Finance) 
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Significant work is ongoing in addressing nurse bank costs with mechanisms and 
processes put in place to facilitate the use of the most cost effective supplementary 
staffing solution be it bank, overtime or excess part time hours.   
 

Chart 10 – Overtime and excess part time hours usage 
(source: NHS Ayrshire & Arran Finance Department) 

Overtime and Excess part time hours converted to WTEs - all job families
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There appears to be a clear link between casual labour and poorer outcomes for patients 
and families, therefore it is the organisation’s ambition to eradicate or at least reduce to the 
lowest possible level the use of bank, locum and agency staff. 
 
Work is underway in reviewing medical locum usage and implementing CEL4(2011) – 
Supplemental Medical Staffing Guidance to Boards.  As flagged within the Local Delivery 
Plan establishment of a local medical bank will only begin to realise benefits in the medium 
to long term given the differential in rates compared to agencies and the additionality that 
can be achieved in the medical workforce relating to the working time directive.  
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4. Designing the future workforce 
 
4.1  Establishing workforce structures and processes 
 

Strategic

Long term vision

Tactical

Pan-organisational overview 
for uni-professional planning 

(medical, nursing, AHP, health science)

Operational

Individual Directorate Plans which reflect service and
financial planning outputs

Strategic

Long term vision

Tactical

Pan-organisational overview 
for uni-professional planning 

(medical, nursing, AHP, health science)

Operational

Individual Directorate Plans which reflect service and
financial planning outputs

The intent of re-invigorating workforce 
planning is that defining the future workforce 
should be straightforward without being overtly 
bureaucratic. 
 
Essentially there are three distinct levels to this 
– operational, tactical and strategic – with 
recognition that there will be interplay between 
these areas resulting in a blended top down / 
bottom up approach. 
 
The six steps methodology will provide the 
common framework for workforce planning 
activity undertaken across the organisation.  

 
At a strategic level the newly created Workforce Planning Programme Board (WPPB), a 
partnership group, will be responsible for facilitating and articulating the longer term 
strategic vision for the workforce ensuring appropriate linkage with service and financial 
plans by: 
 

• Identifying and tracking proposed workforce change resulting from redesign / 
redevelopment and efficiency programmes; 

• Ensuring appropriate organisational awareness and response to national and 
regional drivers; 

• Enable consistency of approach in equipping the organisation with workforce 
planning skills; 

• Overseeing and scrutinising all workforce planning in the organisation; and 
• Overseeing supplementary staff usage and how it relates to the employed 

workforce. 
 
The key outputs from the WPPB will be the annual production of the workforce plan and 
workforce projections in accordance with the requirements of CEL32(2011) and approving 
the workforce narrative for the Local Delivery Plan. 
 
On a tactical basis the Executive Medical Director and Executive Nurse Director as 
professional leads will have responsibility for taking forward uni-professional planning e.g. 
Reshaping the Medical Workforce and the Nursing & Midwifery Workforce Planning 
Programme, on a pan-organisational basis thus ensuring compliance with the regional and 
national workforce planning requirements. 
 
Operationally the expectation is that Directorates routinely consider workforce planning as 
an integral element of financial and service planning regimens with tactical and strategic 
levels providing the ‘checks and balances’ to avoid potential silo situations. 
 
4.2  Considering the workforce issues the NHS Board faces 
 
Initial work has taken place to identify key service areas in terms of change and ‘hot spot’ 
areas which have a significant workforce impact: reshaping care (initially older people) and 
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the integration agenda; re-provision of mental health services; front door / A&E 
development; early years (including neonatal); primary/acute care interface; orthopaedics; 
planned care pathways; and understanding and redesigning ward roles.  As the clinical 
strategy for the organisation is developed, these areas will be further refined to ensure 
direct correlation. 
 
As summarised within the Local Delivery Plan (LDP) skill mix remains a key consideration 
for the organisation in ensuring the most efficient and productive configuration of the 
workforce, however this is tempered by the reliance upon staff turnover in providing the 
leverage to enable alterations to the skillmix. 
 
Prevailing long term vacancies within the medical workforce exert pressure on services, 
necessitating the requirement for agency /locums, within emergency medicine, medical 
specialties and radiology.  This poses both financial risk – with agency costs significantly 
outstripping the resource available from the vacant post – and delivery risk in terms of the 
access targets for the organisation. 
 
The reliance upon fixed term contracts in some areas, necessitated by ring fenced non-
recurring funding, poses a substantial risk in terms of capacity and capability to deliver 
some HEAT targets.  A common workforce risk identified in the LDP for health 
improvement and treatment targets was employees in fixed term positions leaving to take 
on more secure substantive positions as opportunities arise thus leaving a ‘gap’ in service 
provision.  Lack of clarity around the continuation of funding streams until late in the 
financial year can compound the situation further. 
 
4.3  Staff Governance Standard 
 
‘To deliver the highest quality healthcare services…… we need a workforce which is 
motivated and engaged, has the necessary training and skills, and is working in a clean, 
safe and appropriate environment.’ (Staff Governance Standard, 4th Edition). 
 
Embedding the Staff Governance Standard within the organisation is essential to 
effectively designing, developing and delivering the future workforce which will meet the 
four organisational dimensions of success. 
 
The Standard requires the Board to demonstrate that staff are: 

• Well informed; 
• Appropriately trained and developed; 
• Involved in decisions; 
• Treated fairly and consistently, with dignity and respect, where diversity is valued; 

and 
• Provided with an improved and safe working environment, promoting the health and 

wellbeing of staff, patients and the wider community. 
 
In addition the revised version of the standard introduces responsibilities for all staff which 
requires them to: 

• Keep themselves up to date with developments within the organisation; 
• Commit to continuous personal and professional development; 
• Adhere to standards set by their regulatory bodies; 
• Actively participate in discussions on issues that affect them either directly or via 

their trade union / professional organisation; 
• Treat all staff and patients with dignity and respect while valuing diversity; and 
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• Ensure that their actions maintain and promote the health, safety and wellbeing of 
all staff and patients. 

 
5. Workforce action plan 
 
The overall ambition of the workforce plan is to ensure we have a healthy, productive 
workforce, who are appropriately trained, and will provide the highest quality healthcare 
services at the right time in the right place. 
 
The following actions, to be undertaken during 2012/13, will assist the organisation 
towards achieving this ambition and facilitate a more comprehensive workforce plan, 
fulfilling the requirements of CEL32(2011) to be produced.  There is intentional crossover 
of some actions with the Staff Governance Improvement Plan. 
 
Workforce Planning Programme Board (WPPB) 
The WPPB will provide the strategic overview for workforce planning and effectively be the 
central hub in developing the workforce strategy for the organisation therefore ensuring 
this is embedded is a key priority during the year.   
 
In order to do this we will: 

• Establish the group and agree Terms of Reference 
• Define what the workforce dimensions of success should be as the basis of the 

workforce strategy for the organisation 
• Ensure workforce planning is a key consideration within the emerging clinical 

strategy 
• Develop a work programme for the year detailing the workforce planning activity 

that will undertaken at service level 
 
Tools and techniques 
There are a range of nationally acknowledged tools and techniques, some of which are 
routinely used locally however some need reaffirmed so there is a clear understanding of 
their use, value and necessity. 
 
In order to do this we will: 

• Raise awareness and provide training on the 6 steps methodology as the common 
framework for workforce planning  

• Develop a simple workforce planning template for Directorates to use in developing 
their workforce action plan 

• Continue to utilise the Nursing & Midwifery Workforce Planning Tools  
 
Efficiency and productivity 
Workforce related expenditure accounts for approximately 60% of the overall 
organisational spend therefore ensuring we make the most effective, efficient use of this 
resource for both existing and developing services is vital. 
 
In order to do this we will: 

• Continue to scrutinise supplemental spend at operational, tactical and strategic 
levels to ensure the most effective use of resource 

• Attempt to appoint to long term medical staffing vacancies to alleviate agency 
usage or seek alternative safe models of service delivery 

• Continue to use natural turnover as a lever to redesign the workforce 
• Consider skill mix and shift patterns within nursing  
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• Continue rostering master classes for charge nurses 
• Develop an organisational rostering policy 
• Use of Nursing and Midwifery workforce tools to  support the delivery of safe and 

effective care which will lead to movement of staff where necessary 
• Establish the medical bank 

 
Workforce information and intelligence 
Workforce information and intelligence forms the building blocks to designing the future 
workforce.  Whilst there is a wealth of workforce information available it has not been fully 
accessible to be utilised as a management tool in terms of planning and operational 
management. 
 
In order to do this we will: 

• Provide routine organisational workforce dashboard for consideration at Directors 
Team / APF / Staff Governance Committee / NHS Board 

• Develop drill down reports / dashboards for Directorates 
• In conjunction with eHealth scope technology that could be utilised to develop 

online dashboards 
 
Working with our partners 
In response to the changing demography of the population, and national policy in response 
to this, the delivery of services in collaboration with local authority partners will require a 
more robust workforce planning approach.  
 
In order to do this we will: 

• Progress workforce planning by working in partnership with local authority partners 
on a pan-Ayrshire basis through the Joint Strategy for Older People’s Services 
Programme Board 

 
Learning and development 
In order to provide high quality healthcare services we need staff who will actively 
participate in continuous learning and development to ensure they have the requisite skills 
and competencies to fulfil their role. 
 
In order to do this we will: 

• Ensure all staff are aware of mandatory and statutory training requirements and 
actively ensure this is kept up to date  

• Maximise the use of Learnpro as an online learning delivery method to improve 
access and flexibility 

• Continue to participate in the national nurse intern scheme 
• Provide appropriate learning and development programmes  

 
Staff Health and Wellbeing 
Staff health and wellbeing directly correlates to organisational performance and is 
therefore an improvement is intrinsic to success. 
 
In order to do this we will: 

• Develop a Staff Health and Wellbeing Strategy 
• Identify key priority areas 
• Re-invigorate the approach to attendance management to improve the sickness 

absence rate 
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6. Implementation, monitoring and review 
 
The Workforce Planning Programme Board will be responsible for ensuring the 
implementation of the actions within the plan – recognising that some actions will be 
undertaken within other workstreams e.g. Staff Governance Improvement Plan – and 
formal scrutiny will be provided by the Staff Governance Committee. 
 
 


