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1. Context 
 
1.1  Introduction 
 
NHS Ayrshire & Arran has been developing a set of initiatives in partnership to improve the 
efficiency, effectiveness and productivity of the organisation.  These initiatives will help to 
ensure that we deliver the building blocks on the agreed path from ‘Good to Great’. 
 
This Workforce Plan reflects the 2010/11 year and forms the foundation for the next three 
years. It is intended to provide high level narrative in support of the workforce projections 
which were approved by the Cabinet Secretary for Health & Wellbeing. 
 
The Workforce Plan consolidates the workforce related initiatives and plans in the 2010/11 
Local Delivery Plan (LDP)1 and those ideas generated in partnership into a single 
narrative. 
 
1.2  Strategic Context 
 
1.2.1  Good to Great 
 
The NHS Board endorsed the vision for a sustainable future2 – a leaner, fitter, healthier 
organisation in April 2010.  In order to facilitate this transformation the organisation will 
become: 
 
Leaner, through: 

• Providing integrated patient-centred pathways, across the full spectrum of health 
improvement and delivery of health care in all service areas 

• Providing a single integrated Electronic Patient Record (EPR) through the 
Patient Management System (PMS) and the Patient Portal so that practitioners 
can access patient records in real time. 

• Applying a lean approach to all the operations, ensuring these get it right first 
time, helping to increase productivity and eliminating the cost of failure. 

• Achieving financial targets, including reduction in expenditure by 10% over the 
next three years 

• Improving patient care – best patient experience and best patient safety.   
• Dis-investing from underused and redundant land and buildings; selling off 

redundant assets, ensuring best value from purchasing. 
• Using the Integrated Resource Framework to move resources to follow patient 

need. 
• Using existing information and understanding of disease to support improvement 

in the health of the population, in particular addressing Ayrshire and Arran’s 
public health priorities – alcohol, tobacco, obesity and mental health. 

• Maintaining safe and effective clinical services with 10% less workforce related  
expenditure. 

• Addressing persistent adverse variations, e.g. productivity, prescribing. 
 
Fitter, through: 

• Putting self care at the heart of health care. 

                                            
1 NHS Board Meeting 7/4/2010 – Paper 3: NHSA&A Local Delivery Plan (LDP) 2010/11 
2 NHS Board Meeting 7/4/2010 – Paper 2: Sustainable future – mission, vision, values and objectives 
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• Getting the balance right between providing treatment and supporting health; 
providing specialist acute care in hospitals and supporting people to keep well, 
recover faster or live safely with long-term conditions in their own communities. 

• Developing community services, with consequential reduction in hospital 
admissions by 10% where these are unnecessary or inappropriate. 

• Offering more health care services in the community, with consequential 
reduction in new outpatient referrals by 10% where these are unnecessary or 
inappropriate.  

 
Healthier, through: 

• Improving quality of health care for all patients and carers while increasing 
productivity. 

• Improving the breastfeeding rates. 
• Reducing harm from alcohol and tobacco, reducing obesity and improving 

mental health. 
• Sharing responsibility for wellbeing and condition management between 

patients, carers and health professionals. 
• Embedding self management as the norm for patients who benefit from that 

approach. 
• Giving funding priority to providing services and procedures which are proven to 

be clinically effective, and disinvesting using ethical decision making processes 
from those which are not. 

 
Ensuring we have a workforce of the right size, with the right skills and competences, 
organised in the right way, within a budget we can afford is fundamental to the successful 
delivery of the vision over the next three years. 
 
1.2.2  Service Strategy 
 
There are three key service strategies currently being implemented within NHS Ayrshire & 
Arran which will have a major impact on workforce.  The successful delivery of each of the 
programmes will be reliant upon ensuring we have a more integrated, productive and 
balanced workforce and in order to achieve this there will be adjustments to skill mix with 
associated role development.  The principle aims of each programme are: 
 
Your Health 

• Delivering health improvement and healthcare locally and getting the balance right 
in caring for people close to their own homes requiring investment in the workforce 
in Primary Care; 

• Improving access, consistency and patient experience through productivity tools; 
and 

• Placing primary care at the heart of integrated care/ pathways ensuring improved 
planning between community and acute hospital based services and workforce 
balanced to match the workload. 

 
Mind your health 

• Health improvement / promotion in mental health through staff; 
• Integrated care pathways and development for specific disorders and development 

of new services such as crisis / out of hours care, primary mental health teams; 
• Shifting the balance of care to enable mental health services to be provided as 

close to peoples homes as possible; 

2 



• Improved care across boundaries and during transitions e.g. moving from one 
service to another with better workforce planning and co-ordination; 

• Improved access to services through improvements in productivity and workforce 
planning; and 

• Reprovision of inpatient beds at the new build on the Ayrshire Central site. 
 
Building for Better Care 

• Enhancing Accident & Emergency (A&E) Consultant complement at both Ayr and 
Crosshouse Hospitals and associated workforce developments; 

• Developing a single point of access to unscheduled care services at Ayr and 
Crosshouse Hospitals through the creation of a fully integrated front door service 
encompassing A&E, Minor Injury & Illness, NHS ADOC, Mental Health Crisis 
Response and Emergency Dental Services; and 

• Developing combined Medical and Surgical Assessment units at Ayr and 
Crosshouse Hospitals to provide early access to senior clinical opinion enabling 
rapid assessment, diagnosis, care planning and discharge of patients. 

 
1.2.3  Financial Planning 
 

Chart 1 – Scottish Government Expenditure 
(source: Office of the Chief Economic Adviser, Scottish Government) 

 
 
As illustrated in Chart 1 public sector spending will become increasingly constrained.  NHS 
Ayrshire & Arran has an estimated 10% efficiency target to be achieved within the next 
three years: 2% delivered in 2010/11; 4% delivered in 2011/12; and 4% delivered in 
2012/13.  This continues to be a working assumption until the Comprehensive Spending 
Review (CSR) in the Autumn 2010. 
 
In future years there are many uncertainties relating to the CSR, and its impact upon the 
NHS in Scotland including possibilities of a pay freeze and potential changes to employers 
contributions to national insurance and superannuation (a 1% increase in either incurring 
approximately £2.7 million per annum recurring expenditure). 
 
There may be some changes to the financial envelope if NHS Ayrshire & Arran receives 
in-year allocations from the Scottish Government Health Directorates (SGHD) for specific 
initiatives.  This would mean that short-term, funded increases in staff may happen over 
and above the current estimates. 
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Given that over half of NHS Ayrshire & Arran’s budget is workforce related expenditure it is 
reasonable to expect achievement of a 10% reduction in these costs by 2013.  This will be 
against a backdrop of maintaining safe, quality care and services. 
 
In the current year it is anticipated that the reduction in workforce expenditure will be 
achieved via natural turnover, exerting greater control and scrutiny of bank and agency 
usage, and realising the benefits from redesigning services in order to improve efficiency 
and productivity. 
 
1.2.4  Local Delivery Plan 
 
The Local Delivery Plan (LDP) brings together service, workforce and financial planning 
streams.  Where applicable potential workforce risks are identified which may impact upon 
the delivery of the HEAT target.  In addition Annex 5 of the LDP 2010/11 provides a 
summary of the main workforce issues the NHS Board faces and this is extended upon in 
detail within this Workforce Plan. 
 
All the service changes that will impact on our workforce in 2010/11 are included in the 
LDP, and are listed at Annex A.  They include for example service redesign, restructuring / 
skill mix changes and vacancy management. 
 
The LDP expands upon the financial impact of these changes and this plan explains the 
workforce impact of those changes. 
 
1.2.5  Workforce Planning assumptions 
 
A Workforce Planning event was held with a wide range of stakeholders from the 
organisation, including partnership representatives, Directors, HealthCare Managers, and 
Clinicians on 19th May 2010.  Subsequent to the event, a short life working group agreed 
key planning assumptions for the purpose of this plan, for the 2010/11 period, including:  

• Patient care and quality of care will remain our guiding principle;  
• There are no plans for compulsory redundancy; 
• There will be no major change to the configuration of Boards; 
• There will be no major change to configuration of services within NHS Ayrshire & 

Arran, specifically between sites; 
• There will not be a pay freeze; 
• There will be no major change to existing policies; 
• Our clinical strategy is based upon the three core strategies currently being 

implemented – Your Health, Mind Your Health and Building for Better Care; 
 
2.  The need for change 
 
2.1  Financial Constraints 
 
As described in 1.2.3, the major constraint on the Board in 2010/11 is financial, and this 
will continue and intensify following the CSR at least into 2011/12 and 2012/13. 
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2.2  Quality Strategy 
 
The recently launched national Quality 
Strategy is, and will be, at the heart of 
workforce planning activity to maintain safe 
and effective clinical services whilst 
reducing our workforce related expenditure 
ensuring: 
 

• We are person centred;  
• We build the values of our staff and 

their commitment to providing the 
best possible care reliably – for 
every person, every time; and 

• We make measurable improvements 
in the quality of care. 

Diagram 1 – Quality Dimensions 
 

 
In delivering the Quality Strategy we will ensure that our staff are provided with the 
appropriate support and development to fulfil their role in delivering all the dimensions of 
quality shown in diagram 1. 
 
2.3 Local Demography 
 
Our local workforce will become older and more restricted in the longer term, however in 
the short term the local unemployment rates should provide a lever in achieving a shift in 
the skill mix. 
 
2.3.1  Population 
 

Chart 1- Projected population changes within NHS Ayrshire & Arran to 2033 
(source: General Register Office of Scotland (GROS)) 
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The impact of these projections for NHS Ayrshire & Arran is two fold.  In relation to 
workforce there will be fewer individuals entering the labour market, due to the significant 
decrease projected for those aged 0-15 years, and this will be compounded by the smaller 
labour pool of those in the working age population. 
 
As the population of pensionable age increases this will clearly impact directly on demand 
for both the NHS and indeed the wider social care services provided by our partners. 
 
2.3.2  Workforce Supply and Unemployment 
 
Whilst the recession has made an 
impact on the local labour market, as 
illustrated in Table 1, this does provide 
an opportunity to NHS Ayrshire & Arran 
in making changes to skill mix and 
configuration of the workforce, due to the 
increased workforce supply. 
 
There has already been a notable 
increase in the volume of applicants for 
posts advertised over the course of the 
last year.  In 2008/09 we processed 
12,498 candidate applications and this 
rose to 14,922 in 2009/10 an increase of 
19.4%. 
 

Table 1 – Unemployment rates as at May 
2010 

(source: Office of National Statistics) 
 

Rank
(where 1 is highest from
all 32 Local Authorities)

East Ayrshire 6.40% 5 4,154
North Ayrshire 7.20% 2 5,250
South Ayrshire 4.40% 14 2,717
Scotland 4.80% N/A 135,541

Area Rate Number unemployed

 
2.4 Shifting the balance of care – ‘Your Health – we’re in it together’ 
 
‘Your Health – we’re in it together’ focuses on getting the balance right between caring for 
people close to their own homes, and looking after people who come into hospital as an 
emergency, or because they require specialist treatment.  This means people should not 
have to travel to a District General Hospital unless they need highly specialist advice, 
some diagnostics or treatment.  The strategy and consultation set out our vision for more 
services provided by GP-led teams from community hospitals and other local centres.  
 
As the population ages, and an increasing number of patients are managed through self 
and community delivered care, NHS Ayrshire & Arran aspires to reduce dependency on 
hospital based care and enable a shift in activity to primary care settings with appropriate 
resources aligned to meet patient needs.  This is consistent with the policy direction set 
out in both the Better Health, Better Care Action Plan3 and A Force for Improvement: The 
Workforce Response to Better Health, Better Care4. 
 
The ethos of shifting the balance of care – resource following the patient – is ensuring that 
we respond to changing patient demographics appropriately ensuring that people are seen 
by the right person, at the right time, in the right place.  Ongoing work in relation to 
improving productivity in the community, such as the local community nursing review, will 
be instrumental in delivering a shift in the balance of care. 
                                            
3 Scottish Government 2007 – Better Health, Better Care: Action Plan 
4 Scottish Government 2009 – A Force for Improvement: The Workforce Response to Better Health, Better 
Care 
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2.5 Productivity and Efficiency 
 

Chart 2 – National Benchmarking Results 
(source: SGHD National Benchmarking Project) 

 

 
 
The Board’s Efficiency and Productivity Plan highlighted areas in which we are targeting 
improvement.  The 2007/08 national benchmarks, as illustrated chart 2 above, supports 
our plans to: 

• Reduce the number of DNAs (did not attend) resulting in fewer wasted 
appointments; 

• Reduce the average length of inpatient stay; 
• Reduce the average pre-operative stay resulting in fewer pre-op bed days; 
• Improve the outpatient New:Return ratio resulting in fewer return appointments; and 
• Improve overall beds efficiency resulting in approximately 150 fewer beds (there 

has been a reduction of approximately 50 beds to date). 
 
Work has been progressing in these areas with significant work on the 18 week referral to 
treatment (RTT) target, improvements arising from Lean, and ongoing service redesign 
and staff are actively involved in all of these programmes as there is a direct impact upon 
the workforce in achievement of these efficiency and productivity improvements. 
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2.6  Pay Modernisation 
 
2.6.1 Agenda for Change 
 
Over the last five years NHS Ayrshire & Arran has incurred additional cost of around £23m 
in implementing the Agenda for Change (AfC) contract arrangements which applies to 
approximately 92% of our staff.  This includes the costs of assimilation onto AfC grades 
and the impact of additional increments arising after assimilation, as well the impact of 
successful outcomes from reviews.  An analysis of the effect of increments shows that we 
have reached a ‘steady state’ where the number of staff on each point of any scale is fairly 
static overall.  On this basis there has been no provision for the cost of any additional 
increments after 2009/10. 
 
2.6.2 Modernising the Medical Workforce (MMC) 
 
Since 2008 NHS Ayrshire & Arran has incurred additional annual cost of £2.5m to support 
the implementation of Modernising Medical Careers (MMC), and European Working Time 
Directive (EWTD) compliance, for doctors in training in order to address the gaps in 
capacity and ‘future-proof’ the organisation as training posts are withdrawn from 2011. 
 
The NHS Board received a detailed update5 on this at its meeting in June 2010 which set 
out progress and benefits realised from the investment in MMC and EWTD. 
 
Further work is underway in Maternity, Neonatal Paediatrics, Psychiatry and Care of the 
Elderly to ensure sustainability of services as junior doctor training posts are withdrawn 
from 2011.  This will involve substantial role redesign and draw on the solution models that 
have been utilised since 2008: 
 

• Expansion of the specialty doctor grade – this grade of doctor is ‘trained’ to a level 
of competence having successfully completed at least 4 years of postgraduate 
education; 

• Expansion of and role advancement/development of other clinical professionals to 
achieve care delivery by a mixed economy of health care professionals – e.g. 
Advanced Nurse Practitioner roles; and 

• Development of support roles and assistant practitioners to free up practitioners to 
undertake appropriate duties 

 
NHS Ayrshire & Arran will continue to collaborate with other NHS Board colleagues on a 
West of Scotland Regional basis to progress work in relation to CEL28(2009) Reshaping 
the Medical Workforce in order to robustly determine and model the implications of 
delivering a ‘trained’ doctor service which reduces reliance upon doctors in training. 
 
3. Workforce Demography 
 
3.1 Staff in post by job family 

 
As at 31st March 2010 NHS Ayrshire & Arran had 8673.9 whole time equivalent (WTE) 
staff (note this does not include bank staff) within 10 nationally defined job families as 
detailed in Chart 3. 

 

                                            
5 NHS Board Meeting 9/6/10 – Paper 15: MMC & European Working Time Directive 
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Chart 3 – Staff in post as at 31st March 2010 by Job Family 
(source: NHS Ayrshire & Arran HR System) 

Makeup of workforce (WTE and % proportion of total workforce) as at 31/3/2010
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Further detail on job families: 
 
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. 
 
The chart reflects the WTE and percentage proportion of the workforce each job family 
represents, nursing being our largest staff group comprising 47% of the workforce, 
followed by administrative services at 18% and support services at 12%. 
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Management make-up less than 1% of the total WTE, although other ‘front-line’ 
management costs will be included within other job families.  Work is ongoing to separate 
these numbers out. 
 
We have a higher proportion of female and flexible staff - 81% of our staff are female (NHS 
in Scotland = 77%) and 35% of our workforce are part-time (NHS in Scotland = 31%). 
 
3.2 Workforce Trend 
 
A national workforce census is taken in September each year, which provides a snapshot 
of how many staff are in post, by NHS Board, across the entire NHS in Scotland.  Table 2 
provides detail of the trend of staff in post within NHS Ayrshire & Arran since 2007. 
 
Our workforce has seen consistent increases over the last three years, although the 
greatest significant investments have been in front-line staffing categories, including 
medical, nursing and midwifery and Allied Health Professionals.  Investment in waiting 
times, sub-specialisation and implementation of service solutions in relation to MMC have 
all been contributory to workforce growth over the last three years.  
 

Table 2 – WTE Staff in Post as at 30 September from 2007-2009 
(source: Scottish Workforce Information Standard System (SWISS)) 

 
  WTE in post   

Job Family Sep-07 Sep-08 Sep-09 

Change 
from 2007 

to 2009 
WTEs 

All staff (excluding GPs & GDPs) 8356.3 8537.8 8625.0 269.0 
Medical (hospital, community & public health services) 511.9 526.9 540.4 28.5 
Dental (hospital, community & public health services) 33.1 29.7 30.4 -2.7 
Medical and dental support 72.7 93.2 92.2 19.5 
Nursing and midwifery 3982.3 4061.9 4085.3 103.0 
Allied health professions 652.9 690.4 700.1 47.2 
Other therapeutic services 189.0 200.4 209.2 20.2 
Personal and social care 47.6 75.0 75.0 27.4 
Healthcare science 250.2 257.3 253.0 2.8 
Administrative services (1) 1561.8 1528.4 1573.7 11.9 
Support services 1010.2 1048.4 1045.7 35.5 
Unallocated / not known* 44.6 26.2 20.0  -24.6 
*Relates to coding issues      

 
(1) Note that management (non-Agenda for Change) are included within the administrative job family 

in national datasets. 
 
3.3 Leavers 
 
In total the leavers we expect in 2010/11 are around 450 WTE which is much greater than 
the predicted reduction of 112 WTE in 2010/11, allowing us to plan to reduce through 
natural turnover.  However turnover is falling and is expected to get increasingly lower in 
the coming years with a tighter job market. 
 
Reasons for leaving have been aggregated into three categories – retiral, end of fixed term 
contract, or other reason such as moving to a new role within or outwith the NHS, and all 
three have been decreasing. 
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Clearly the economic climate is having a material impact upon movement within the 
workforce with total leavers dropping from 545.2 WTE in 2008/09 to 463.1 WTE in 2009/10 
– a decrease of 15.1%. 
 
The opportunity for employees to move on to alternative employment, either within or 
outwith the NHS, is constrained and will become increasingly constrained as other NHS 
Boards implement their own workforce reduction plans for 2010/11. 
 

Chart 4 – NHS Ayrshire & Arran leavers 2008/09 and 2009/10 
(source: NHS Ayrshire & Arran HR System) 
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3.4 Additional Expenditure 
 
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 vacancies, in the short 
to medium term, the duration of cover being variable dependant on circumstance.  This 
additional expenditure is incurred across all job families however the highest proportion of 
spend is incurred within the medical and nursing job families.  Charts 5 and 6 illustrate this 
expenditure over the last 3 years: 
 

Chart 5 – Nursing Bank Costs 
(source: ISD Workforce information) 
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Chart 6 – Medical Agency/Internal 
Locum Costs 

(source: NHS  Ayrshire & Arran Finance Dept.) 
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Bank nursing provides an important flexible resource, however has been increasing over 
recent years.  The Director of Nursing and Associate Nurse Directors have committed to a 
reduction in overall nurse bank spend by approximately 50% during 2010/11. 
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NHS Ayrshire & Arran will continue to review medical locum usage and will be fully 
implementing the recommendations of the recent Audit Scotland report on ‘Using Locum 
Doctors in Hospitals’6. 
 
3.5  Attendance Management 
 

Chart 7 – Rolling 12 month accumulative 
sickness absence 

(source: NHS Ayrshire & Arran HR System) 
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Chart 7 illustrates rolling 12 month 
accumulative sickness absence rate 
from March 2007.  The national 
sickness absence standard is 4% and 
work is ongoing via the Promoting 
Attendance programme in working 
towards this building on improvement to 
date. 
 
As the sickness absence rate improves 
there will be an opportunity to reduce 
other workforce-related costs. 

 
3.6 Skill Mix 
 
Christmas tree charts are used as a visual tool to depict the shape of the workforce, 
prompting discussion and consideration of whether the 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 8 – Shape of the Agenda for Change banded NHS Ayrshire & Arran Workforce 

(source: NHS Ayrshire & Arran HR System, based on WTEs as at 31/3/2010) 
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Typically trees taper towards the top which is representative of there being a smaller 
cohort of posts which require higher or advanced skills and competences.  There is no 
‘right or wrong’ tree as skill mix will be specific to the area under consideration.   
 

                                            
6 Audit Scotland June 2010 – Using locum doctors in hospitals 
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As Charts 9 and 10 illustrate there are differing shapes within the nursing and AHP 
workforces, and although these need careful analysis and interpretation, we are reviewing 
the skill mix between qualified (band 5+) and unqualified staff (bands 2-4) in both 
professions.   In common with other NHS Boards we would anticipate a change in the 
proportions of staff across grades however this will be in the medium to long term as there 
is an associated lead in time to ensure appropriate educational and training programmes 
are in place. Although there is unlikely to be a significant change in the configuration of the 
workforce during 2010/11, all managers will be required to consider opportunities the skill 
mix within their areas, and across job families, in relation to medium to long term from 
2011/12 onward. 

 
Chart 9 – Shape of Nursing Workforce 

(source: NHS Ayrshire & Arran HR System 
based on WTEs as 31/3/2010) 
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Chart 10 – Shape of AHP Workforce 
(source: NHS Ayrshire & Arran HR System 

based on WTEs as at 31/3/2010) 
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4.    Proposed workforce changes 
 
4.1  Delivering the change 
 
There are two strands to our approach to changing the workforce: 
 

1. Service Improvement; and 
2. Workforce related expenditure reduction 

 
4.2   Service improvement 
 
Service improvement activity described here will result in changes to roles in the areas 
concerned. 
 
4.2.1 Service and Clinical Improvement 
 
A range of improvement activity is taking place across NHS Ayrshire & Arran, resulting in 
more efficient and effective services to patients.  Lean methodology is being used 
extensively as part of a strategic programme and also more widely under Leaner, Fitter, 
Healthier, for example in taking forward the Productive Series tools.  The initial Lean 
activity is focused on trauma and orthopaedics, front-door, accident and emergency and 
bed management.  This works in parallel with the Continuous Clinical Improvement 
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approach, for example through the Scottish Patient Safety Programme.  Each of these 
adds additional value by helping to realign tasks more appropriately across the workforce. 
 
4.2.2 Workforce Tools 
 
There are a range of workforce tools that will be utilised within NHS Ayrshire & Arran to 
ensure the workforce is the right size, with the right skills and competences, organised in 
the right way, within a budget we can afford, delivering services to provide the best 
possible care: 
 
The 6 Steps Methodology 
The 6 Steps methodology is the agreed process Directorates are utilising to produce 
workforce plans that enable them to design, develop and deliver the future workforce.  
Training sessions in the methodology took place in May following the workforce event and 
further training is provided throughout the year to strengthen workforce planning within the 
organisation. The methodology can be generically applied across all departments and 
staff. 
 
Whilst there are a number of profession specific workforce tools for the clinical workforce, 
as detailed below, our ethos is to consider and explore skill mix in the widest sense to 
enable appropriate task shifting and role development that is not bound by profession or 
department silos for both clinical and non-clinical staff. 
 
AHP Skills Maximisation Toolkit 
This tool assesses the unique role AHPs play within specific patient pathways and assists 
in considering different skill mix where necessary. 
 
Nursing & Midwifery Workforce Planning Tools 
SGHD in partnership with NHS Boards, professional bodies and trades unions have 
developed a suite of tools to measure nursing and midwifery workload activity, acuity 
dependency and quality outcomes.  Metrics within the tools give a required WTE and 
many offer a skill mix breakdown.  These tools have been developed using robust 
methodologies developed in partnership thereby ensuring consistency of application 
across all of the NHS in Scotland.  Recent use of these tools for a large proportion of our 
workforce has already produced data to inform future workforce plans. 
 
Application of CEL28(2009) Reshaping the Medical Workforce 
As detailed in section 2.6.2 we will continue to apply the CEL in collaboration with 
colleagues on a regional basis and develop workforce solutions that reflect a mixed 
economy of service delivery. 
 
4.2.3 Attendance management 
 
We will continue to consolidate and improve upon the performance to date in seeking to 
achieve the 4% sickness absence national target and this will continue to be a standing 
agenda item of the Area Partnership Forum. 
 
4.2.4 Best Value Reviews 
 
A rolling Best Value programme is being applied across the organisation, commencing 
with the non-clinical support functions.  This includes analysis of functions, performance, 
benchmarking of costs and creation of improvement plans in support of the corporate 
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objective of achieving best value in use of resources and making efficiency savings.  An 
integral element of the programme is workforce benchmarking and this will include 
utilisation of the workforce tools as identified in section 4.2.2. 
 
4.3   Workforce related expenditure reduction 
 
Once roles have been identified as surplus (demand known), the supply and skill mix of 
the workforce needs to be delivered, through WTE employees and other workforce related 
costs (agency, bank, locum, short term contract etc).  in addition retraining, redeployment 
and role changes will be made to minimise the direct impact on WTE. 
 
4.4   Workforce Projections 2010/11 
 
On the basis of our plans to improve the quality, efficiency, effectiveness and productivity 
of our workforce, described above, we have predicted the changes planned in our 
workforce. 
 
Like other NHS Boards we were required by SGHD to submit workforce projections, as 
shown in table 3, detailing the anticipated changes to our workforce, by job family, that 
would be achieved by 31 March 2011. 
 

Table 3 –   NHS Ayrshire & Arran Workforce Projections 2010/11 as submitted to 
SGHD 

 
Staff Groups 

 

Current 
Staff   In 

Post (WTE) 
1st April 

2010 1

Projected 
Staff In Post 

(WTE) 1st 
April 2011

Staff In Post 
(WTE) 

Change 
2010/11 2 

Medical (HCHS) 590 595 5 
Dental (HCHS) 22 22 0 
Medical & Dental Support 102 102 -1 
Nursing & Midwifery 4,093 4,019 -74 
Allied Health Professionals 694 680 -14 
Other Therapeutic Services 216 214 -2 
Personal & Social Care 72 72 0 
Healthcare Scientists 257 257 0 
Support Services 1,040 1,045 5 
Administration Services 1,523 1,493 -30 
Management (non AfC) 65 63 -2 
Unallocated/Not Known Group 0 0 0 
Total 8,674 8,562 -112 

 
Notes: 

* These figures are NHS Board estimates as at 27/05/10 and are subject to 
change 
1. Current staff in post provided by NHS Boards 
2. The projected change to staff in post (WTE) over the financial year 2010/11 
3. Total staff turnover for 2010/11 in NHS Ayrshire & Arran is estimated at 5.3% 
4. Note all figures are rounded 

  
There has been agreement between SGHD and NHS Boards that work will be ongoing to 
further refine and validate these figures and as such they could be subject to amendment 
as 2010/11 progresses. 
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As described it is anticipated that the required reductions will be achievable via natural 
turnover.  As previously detailed in section 3.3 the volume of leavers we have during the 
course of a year is greater than the reductions estimated, hence with careful redeployment 
and recruitment, the plan should be achievable.   
 
As flagged at section 1.2.3 there may be in-year allocations received from SGHD which 
will be in addition to the existing plan and result in the establishment of fixed term roles.  
Reporting mechanisms will be established to clearly differentiate between the 
establishment of these roles and delivery of the workforce projections as detailed in table 
3. 
 
5 Implementation, Monitoring and Review 
 
Individual Directors have the responsibility for delivering their own improvement plans and 
commitments agreed in the LDP, many of which impact upon the workforce. 
 
An integrated view of the workforce impact of this programme of change, along with 
progress in delivering this Workforce Plan, will be reported to the Integrated Care 
Modernisation Board (ICMB). 
 
The ICMB and ultimately the NHS Board will have accountability in the monitoring and 
review of achievement of the proposed workforce changes in delivering the workforce 
projections and reducing workforce related expenditure such as bank and agency costs.  
Work is ongoing to consolidate the programme of changes into an optimum set to 
maximise the outcomes and minimise the change effort. 
 
The Corporate Programme Office supports the monitoring of the programme of change, 
and will alongside Finance and Organisation & Human Resource Development, ensure 
that measures are in place to monitor implementation of changes in relation to: 

• Milestones; 
• Workforce related costs (WTE, contracts, bank, locum etc); and 
• Risks, issues and dependencies. 

 
The Workforce Plan will continue to be the single point of reference for the impact on staff 
of the changes that are being made.  It will continue to be updated and monitored via the 
Workforce Change, Planning & Development Group, and reported to the Area Partnership 
Forum, Directors, Staff Governance Committee and NHS Board as we move to being a 
leaner, fitter, healthier organisation. 
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Annex A – Efficiency Savings Schemes 2010/11 
 
Note:   
Extract from NHS Ayrshire & Arran Local Delivery Plan 2010/11, Annex 4, Financial Plans, 
Form 3a – Efficiency Savings 
 

3.04 Long Term Conditions Management Lower cost incontinence service.  Community admin rationalisation.

3.05 Planned Care Theatres supplies procurement.  Specialist service redesign eg. Vascular.

3.06 Ambulatory Care Dermatology service redesign, develop outreach.

3.07 Children, Women etc Redesign inpatient provision

3.08 AHPs Restructure and change skill mix.

3.09 Additional Turnover Tight management of vacancies as they arise through natural wastage.

3.10 Junior Doctors' bandings Reduce supplements paid as a result of non-compliant rotas.

3.11 Adult Community MHS Redesign Day Hospital and staff restructuring

3.12 Adult Inpatient MHS Reduce  inpatient beds and services

3.13 Elderly MHS Reduce inpatient beds, reduce Day Hospital capacity and staff restructuring

3.14 Psychology Staff restructuring

3.15 Addictions Initially presribing and then staff restructuring and procurement

3.16 Learning Disabilities Staff restructuring and closure of beds

3.17 Psychiatry Staff restructuring

3.18 MH Staffing Staff restructuring

3.19 Assessment Intermediate Patient flow - medical/ orthopaedic service developments.  Diagnostic and laboratory supplies review.

3.20 Emergency Redevelop and merge short stay/ clinical decisions unit patient pathways.

3.21 Care of the Elderly Redesign of care of the elderly inpatient capacity

3.22 General Skill mix and supplies review.

3.23 GP prescribing Medicines Resource Group recommendations

3.24 External Providers 2% efficiency savings agreed with West of Scotland providers

3.25 Energy Savings National contract for gas and electricity

3.26 Capital Charges Property rationalisation

3.27 Resource Transfer 2% efficiency savings from local authority providers

3.28 Corporate Tight management of vacancies as they arise through natural wastage.

3.29 Corporate Utilising national contracts

3.30 eHealth and Infrastructure Review of IT contracts.

3.31 Information Services Increased productivity as a result of review of health records processes

3.32 Estates and Capital Planning Rates reductions, energy efficiency, security reviews and estates rationalisation.

3.33 Clinical Support Services Catering review/ supplies/ procurement.

3.34 Recombinant Blood Products Move out of national risk share

3.35 Supplies Use of national contracts

3.36 Renewable Energy Saving Wind turbine, biomass boilers etc.

3.37 Shortfall

NHS Ayrshire and Arran

EFFICIENCY SAVINGS

Savings Scheme Details Describe Efficiency Saving and how it is to be achieved
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