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• In May 2005 the Scottish Executive published Building a Health Service Fit for the
Future4 on the shape of Scotland’s health services over the next 20 years. The direction
of travel provides the overall vision for the future shape of NHS Scotland in years to
come. A key aspect is planning the workforce required to deliver the services
envisaged over the next twenty years. The workforce planning framework outlined here
gives an all-Scotland overview by painting potential future scenarios at national level. It
provides a context for Board and workforce regions to forecast their future staffing
needs based on their operational knowledge of the healthcare requirements for their
populations. These forecasts will then be developed and refined for the next edition of
national, regional and Board workforce projections, and so on year-on-year.

• From 30 September 2004 the NHS Reform (Scotland) Act 2004 made it a statutory
duty for all NHS Boards to have in place arrangements for workforce planning. That
duty underscores the fact that workforce planning cannot be done at national level
alone. The Act also obliged NHS Boards to collaborate across boundaries where
appropriate. Regional workforce planning arrangements are now well established, with
workforce planning capacity in place and working in each Board. Baseline workforce
profiles have already been produced for each Board. Regional and Board workforce
plans will follow by the end of this financial year. 

1.3 Objectives 
This report provides an overview of the main factors impacting on the supply and demand
of the workforce. It identifies the actions that need to be taken at national, regional and local
levels to maintain and grow the healthcare workforce that will be required by the NHS in
Scotland. 

It is a complex and challenging remit. Predicting at national level at this time the future
workforce needs for an organisation with 150,000 staff against a constantly changing set
of dynamics affecting supply and demand, from individuals’ career choices to advances in
medical technology, is inherently uncertain, particularly when looking beyond the immediate
horizon. For that reason this report does not attempt a precise national prediction of the
number of staff required in each staff group for each year to 2015. Such predictions, made
on a top down basis, would become outdated the day after publication and would not be
directly relevant to the staffing requirements of each individual Board, where the decisions
and planning of specific requirements for staff must be focused. 

4 Building a Health Service Fit for the Future: A National Framework for Service Change in the NHS in Scotland
(Scottish Executive, May 2005)
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This report, therefore, offers a strategic overview which informs and supports the regional
and Board-level elements of the planning framework outlined here. Underpinning this
approach is a recognition that the constantly changing dynamics of service provision and
a mobile labour market make it aspirational to achieve perfect alignment of supply and
demand across Scotland at all times for all aspects of the NHS. The aim of this report,
therefore, is to build mechanisms that allow services to anticipate and respond effectively
and nimbly to the changes in supply and demand that inevitably arise. 

On this basis the report: 

• provides a strategic overview of the various factors influencing the NHS Scotland
workforce and the dynamics which are shaping it now and into the future 

• identifies the actions required at national, regional and local levels to ensure that our
objectives for improved patient care are met through sustainable and affordable
changes in the healthcare workforce

• gives a clear picture of how national, regional and Board plans interact with each other
and with service and financial planning to form a robust and sustainable planning
framework

• looks ahead at developing workforce planning to better anticipate the changes we can
expect in the way services are delivered 

The primary audience for this report is the NHS, and specifically those whose responsibility
it is to manage and plan its staffing. We have therefore striven to make this a useful and
practical document for this group. In so doing we hope it has not made the report
inaccessible to the ‘lay’ reader. A glossary of terms is provided at Annex A to aid understanding.

1.4 Overall approach
Workforce planning offers the opportunity to strategically anticipate workforce changes. It
should be: 

• integrated – with all other planning systems, but particularly with service planning and
resource/finance planning;

• consistent and evidence-based – to ensure that decisions are informed by sufficiently
reliable information and robust methodologies

• on-going – to build expertise and refinement year on year through evaluating previous
projections, monitoring trends and learning from others. 

Introduction and Background
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Workforce planning in health needs consideration of the health of the population and what
healthcare services will be required in 10+ years time. The size and configuration of the
workforce needed to deliver such services then needs to be determined, anticipating future
working practices, productivity and technological advances. That vision should then be
compared with the picture of the workforce today to identify what must be done to move
from the current workforce to the workforce of the future. Action to align future supply with
predicted future demand will need to include education and development plans, as well as
plans for recruitment and retention and redesign of roles.

Unfortunately, it is not possible at this time to accurately predict ten years into the future,
given the pace of continual change in the NHS. For this reason projections need to be
refined and developed year on year, as experience and knowledge of a highly dynamic
workforce are built up, and as the longer-term becomes the medium and immediate term. 

1.5 Roles and the planning cycle in year one
NHS Boards have responsibility for delivering healthcare services and they employ or
contract the workforce required to deliver those services. (Throughout this report,
independent contractors, such as GPs and dentists and their staff, are included in any
reference to the NHS workforce.) NHS Boards are therefore best placed to assess future
demand for workforce on the basis of services required, including changes to those
services. This information will inform what is required at regional level, where NHS Boards
must work together across their boundaries to staff and deliver regional services. 

Workforce planning at Board and regional levels will provide the Scottish Executive with the
information on workforce demand that will inform national assessments for supply of
trainees. It is the role of the Health Department to set the numbers of undergraduate
medical and dental students and of postgraduate medical and dental trainees and to
determine the number of pre-registration training places for nursing and midwifery. The
Department can also facilitate increased supply of other professional staff, for example by
funding fast track training schemes or supporting the development of training programmes,
with NHS Education for Scotland (NES), for new roles. In this way any adjustments to the
supply flow will be based on considered evidence from the Service on workforce demand.

In the first year of this planning framework, the national picture is coming before the Board
and regional level inputs to provide direction for workforce planning. Thereafter it will take
a bottom up approach to ensure patient needs drive the design of services and the
workforce required to deliver those services. This is explained in more detail in Chapter 5.
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1.6 Guiding principles
This report is underpinned by the following eight guiding principles: 

Introduction and Background

REFLECT • vision of service change
• national priorities
• legislative and policy direction

STRIVE FOR • balance between short and long term
• workforce planning which takes account of changing dynamics

MEET • affordability
• availability 
• adaptability

CREDIBLE AND FIT FOR PURPOSE

The first three principles are clearly key components which shape the demand for the future
healthcare workforce. These are described in the next chapter and have been applied to
the workforce considerations in Chapter 3.

Chapter 5 outlines how we are meeting the fourth and fifth principles by developing
workforce planning in a way which takes it from a static snapshot based upon uni-
professional staff groups to a more dynamic approach aligned with patient pathways and
service outcomes.

The final three principles are an essential challenge against which we need to test all our
judgements on the workforce: 

• Affordability: We need to ensure that our workforce planning projections are affordable
and offer value for money.

• Availability: We need to ensure adequate sources of supply for the planned
workforce, taking account of the overall labour market, competition for scarce skills
and opportunities for inward recruitment; careers and posts must seem sufficiently
attractive to people with the skills we require. 

• Adaptability: We must ensure the planned workforce is trained and supported and
that our workforce plans fit with those for service redesign.
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1.7 Overview of the NHS workforce 
As at 30 September 2004, NHS Scotland employed (or contracted) 149,896 people
(headcount) or 125,996.7 whole time equivalent (WTE). 

These include staff directly involved in clinical care (doctors, dentists, nurses, midwives,
allied health professionals, scientific and technical staff) and those who provide
infrastructural support (senior managers, administrative and clerical staff, ancillary, trades
and works staff). Figure 1 gives an overview of the NHS Scotland workforce.

Figure 1: Staff groups employed (or contracted) by NHS Scotland at 
30 September 2004 (WTE)

Medical (excl. GPs) 7.2% (9,042.3)

Dental 2.1% (2,640.4)

GPs 3.1% (3,935.5)

Nursing and midwifery 43.3% (54,552.9)

Allied health professional 6.6% (8,322.1)

Scientific & Professional 1.7% (2,199.7)

Technical 5.3% (6,714.8)

Ambulance 2.2% (2,778.8)

Administrative & Clerical 15.7% (19,747.1)

Senior Management 3.0% (3,817.0)

Works 0.3% (330.4)

Trades 1.1% (1,448.6)

Ancillary 8.3% (10,467.1)

• Nursing and midwifery remains the largest single staff group with 54,522.9 WTE staff
(43.3%).

• A further 12.4% of the workforce are medical and dental staff. This includes hospital
and community doctors as well as GPs and general dental practitioners.

• In total, 20,015.5 WTE work in the other clinical staff groups: allied health professionals
(AHPs), scientific and professional, technical and ambulance staff.
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• A total of 35,810.2 WTE non clinical staff are employed by NHS Scotland. The largest
group are administrative and clerical staff, numbering 19,747.1 WTE or 15.7% of the
total workforce.

• There are 12,246.0 WTE staff in the works, trades and ancillary groups. 

Figure 2 shows the proportion of each staff group working full and part time. Within the
clinical group, nursing and midwifery staff have the highest proportion working part time.
Within the non clinical group, ancillary staff have the highest proportion working part time. 

Figure 2: Contract type by staff group as at 30 September 2004
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Over three-quarters of the workforce are female (78.1%). This is largely accounted for by
the high proportion of females in the nursing and midwifery (90%), AHP (91%) and
administrative and clerical staff groups (87.8%).

As Figure 3 shows, the percentage of each staff group that is female ranges from under 1%
for trades staff to 91% of AHPs.

Figure 3: Gender split by staff group (headcount) as at 30 September 2004
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Just over one quarter (25.4%) of NHS Scotland staff are aged 50 or over and there is
significant variation in the age profile by staff group. Figure 4 shows these profiles. 

Figure 4: Age profile of all staff groups (headcount) as at 30 September 2004
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Information on the ethnicity of the NHS workforce is derived from the annual medical and
dental census and the equivalent non-medical census. (These figures only relate to those
staff who provided data on their ethnicity so should be interpreted with caution.)

Figure 5: Ethnic origin distribution (based on staff replying to survey) at 
30 September 2004

Percentage 
of people

who reported
ethnicity

White Mixed5 Asian6 Black7 Other8 information

All staff 9 96.9 0.1 1.9 0.4 0.8 62.1
Medical & Dental Staff 10 82.2 0.1 12.3 1.7 3.7 94.5
Nursing & midwifery 98.8 0.1 0.4 0.3 0.4 57.8
Allied health professionals 98.7 0.1 0.6 0.1 0.4 63.3
Scientific and professional 96.7 0.2 1.4 0.2 1.4 51.5
Technical 98.8 0.1 0.6 0.2 0.4 53.6
Ambulance 99.6 0.2 0.1 0.0 0.0 84.4
Administrative, Clerical 
and Senior Management 98.8 0.1 0.6 0.1 0.4 64.2
Works 99.5 0.0 0.0 0.0 0.5 60.4
Trades 100.0 0.0 0.0 0.0 0.0 60.4
Ancillary 98.9 0.1 0.7 0.1 0.3 56.4

5 NHS staff reporting ‘Mixed’ ethnicity are those with parents from different ethnic groups.

6 ‘Asian’ includes ‘Asian Indian’, ‘Asian Pakistani’, ‘Asian Bangladeshi’ , and ‘Asian Chinese’ 

7 ‘Black’ includes ‘Black African’, and ‘Black Caribbean’

8 ‘Other’ includes ‘Asian Other’ and ‘Black Other’

9 South Glasgow University Hospital (a division of NHS Greater Glasgow) did not submit data for non-medical and
dental staff

10 Medical and Dental Staff excluding General Dental Practitioners and General Medical Practitioners



Chapter Title 1

15

Introduction and Background



2Demand and 
Supply Factors

16

National Workforce Planning Framework 2005 



2

17

2.1 Introduction
This chapter addresses the factors that drive demand for the healthcare workforce. NHS
Scotland needs to anticipate these factors by assessing their future impact and taking the
necessary action, whether through adjusting the size and shape of the workforce or by
redesigning services and addressing education and regulatory implications.

2.1.1 Policy priorities, standards and targets

The Scottish Executive’s priorities for Health are expressed in the 2003 Partnership
Agreement11 commitments. They are further supported by the 12 National Priorities set for
the NHS in the HDL (2003)56. These commitments set clear objectives for the
improvement of healthcare provision and the promotion of safer and healthier lifestyles.
They include a number of specific workforce commitments, including commitments on
workforce growth. 

An overarching policy priority is to improve access targets and, as mentioned in Chapter 1,
the Scottish Executive has set improved standards on Waiting Times. Fair to All, Personal
to Each – The Next Steps for NHS Scotland12 outlines the following targets for tackling
waiting times:

• no patient will wait more than 18 weeks from GP referral to an outpatient appointment

• no patient will wait more than 18 weeks from a decision to undertake treatment to the
start of that treatment – down from the current 9 month maximum wait guarantee

• patients will be able to rely on shorter maximum waits for specific conditions: 
– 18 weeks from referral to completion of treatment for cataract surgery
– 4 hours from arrival to discharge or transfer for accident and emergency treatment
– 24 hours from admission to a specialist unit for hip surgery following fracture; and
– 16 weeks from GP referral through a rapid access chest pain clinic or equivalent,

to cardiac intervention. 

An additional target for diagnostic tests has since been announced:

• no patient will wait more than 9 weeks for any MRI or CT scan and other diagnostic tests.

Meeting these targets will require a mix of service redesign, improved efficiency and
effectiveness, and workforce growth, both on a short term non-recurring basis (to reach the
targets) and on a long term recurring basis (to maintain the targets). 

Demand and Supply Factors

11 A Partnership for a Better Scotland: Partnership Agreement (Scottish Executive, 2003)

12 Fair to All, Personal to Each – The Next Steps for NHS Scotland (Scottish Executive, December 2004)
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2.1.2 Legislative and regulatory drivers 

There are a number of statutory and regulatory requirements which impact on the capacity
of the workforce and drive the demand for workforce:

• The Working Time Regulations set minimum requirements for employed staff in relation
to working hours, rest periods, annual leave and working arrangements for night
workers. In particular they will reduce the working hours of junior doctors to 48 hours
per week by 2009.

• Many of the professions working in the healthcare sector are governed by regulations
to safeguard patients and set appropriate standards. New regulations or standards,
driven for example by the development of clinical governance, may impact on the
workforce both as staff get to grips with changes and in the longer term if there are
increased monitoring requirements. Furthermore, new roles or evolving professions
may require the development and introduction of new regulatory frameworks.
Protecting patient and public safety and securing future services will be both the
catalyst for change and the underpinning principle of any new developments.

• New legislation will also drive changes to the workforce. For example the Mental Health
(Care and Treatment) (Scotland) Act 2003 introduces new arrangements for the
detention, care and treatment of those with a mental disorder. The Education
(Additional Support for Learning) (Scotland) Act 2004 brings in a new system for
identifying and addressing the additional support needs of children and young people
who face a barrier to learning. 

2.2 Demographic changes
Changes in the size of the population and age structure affect the demand for healthcare
and, in turn, the healthcare workforce. In Scotland the total population is expected to fall
slightly while the proportion of older people will continue to rise. This is well illustrated in the
graphics in Building a Health Service Fit for the Future, reproduced here (Figure 6). The
combination of a declining and ageing population sets Scotland particular challenges.
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Figure 6: Demographic Changes in Scotland 1911-2031
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These demographic changes will reduce the pool of potential employees for NHS Scotland.
As the numbers in the lower age brackets fall the number of young people from which to
source new trainees for the workforce will reduce. This dynamic will also affect other
employers in Scotland and elsewhere in the UK and further afield, so competition for
potential employees will sharpen. The change in population will also mean that the
workforce itself will be older. 

2.3 Patterns of ill health
The overall health of the nation will of course have a profound impact on future workforce
needs. Scotland’s health is improving – there are fewer premature deaths from heart
disease and cancer and overall life expectancy has risen. The promotion and adoption of
healthier lifestyles based on better diets, less alcohol consumption, reduced numbers of
smokers, and more exercise should continue to increase life expectancy and lengthen
healthy life expectancy. However Scotland’s health in general compares poorly to other
countries in the UK and beyond. Higher levels of deprivation present particular challenges
and there is evidence that prevalence of certain conditions and diseases is increasing. For
example it is expected that there will be a 28% increase in the number of people diagnosed
with cancer over the next 20 years;13 and by 2010 it is estimated that almost 30% of
Scottish adults will be obese.14

Perhaps the most striking development which we can expect in years to come is a further
extension of the already widespread prevalence of long-term chronic conditions in
Scotland. As Building a Health Service Fit for the Future points out, in the Scottish Health
Survey 62% of those aged 65-74 (and 45% of those aged 45-54) reported at least one
long-standing illness. In the UK patients with a chronic condition account for 80% of all GP
consultations and are twice as likely to be admitted to hospital and experience longer stays
when admitted.15

This development is taking place against a pattern of NHS provision currently geared largely
to acute episodic care rather than long-term management of chronic care in the
community. The changes in healthcare provision required to respond to this shift clearly
have fundamental implications for the healthcare workforce of the future.

2.4 Medical and technological advances 
Advances in medical technology clearly have an impact on the workforce. It is widely
accepted that new medical technologies can increase the demand for healthcare,
principally by increasing the number of treatable patients. But it also has the potential to

National Workforce Planning Framework 2005 

13 Cancer Incidence Projections for Scotland (2001-2020) (Scottish Executive, December 2004)

14 Review of Bariatric Surgical Services in Scotland (Scottish Executive, January 2005)

15 Building a Health Service Fit for the Future (Scottish Executive, May 2005), volume 2, page 19
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make interventions more efficient and to increase productivity in the workforce, either
through swifter and more cost effective treatment or by opening up the provision of care to
a wider pool of healthcare staff. 

Likewise advances in non-medical technology and its increased use in the NHS may also
impact on the efficiency and effectiveness of the workforce. For example the use of
advanced Information Management & Technology can help to transform processes and
increase the throughput being handled by a given number of staff. 

2.5 Rising expectations about access to care and treatment
People are becoming more aware of their health status, their potential health problems and
the range of treatments available. This increased awareness of individual health is naturally
resulting in increased support for and development of self-care. It is estimated that 70-80%
of people with long-term conditions will treat themselves primarily through self-care16, and
the role of carers and volunteers is pivotal to the overall fabric of care that supports chronic
long-term illness. This will have implications for the future NHS workforce, particularly in
equipping staff with the skills to encourage and promote self-care, to tutor patients in self-
management and to train carers in the deployment of specific skills.

Increasing individual awareness of health and knowledge of the healthcare responses to ill
health also lead to increased expectations of the NHS. The long-term vision for the shape
of the NHS established in Building a Health Service Fit for the Future will in itself raise
expectations for short and medium-term improvements in health services. 

2.6 Pay modernisation 
Pay modernisation is a major programme of reform now being delivered across most of
NHS Scotland’s 150,000-strong staff. It impacts on every individual member of staff’s
contribution to service delivery. It encompasses the New Deal contract for doctors-in-
training, the new General Medical Services (GMS) Contract for general medical practitioners
(GPs), the new consultant contract and Agenda for Change (affecting NHS Scotland’s
130,000 non-medical staff). New terms and conditions are also being developed for staff
and associate specialist doctors, community pharmacists, dentists and optometrists. 

Pay modernisation is a service reform package that will improve recruitment and retention
of staff, but is also a powerful lever to help drive the service change and new ways of
working required to deliver benefits in improved services to patients. Pay modernisation
therefore influences the demands on the workforce and the process of workforce planning
through a number of complex and interlocking factors:

2Demand and Supply Factors

16 Building a Health Service Fit for the Future (Scottish Executive, May 2005), volume 2, page 70
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• there are straightforward impacts on workforce capacity such as the increase in annual
leave/public holidays, harmonisation of weekly hours and new overtime arrangements
provided for under Agenda for Change.

• there are a number of levers for improving the effectiveness and efficiency of the
workforce and supporting redesign, through greater flexibility, team-working,
development of skills and knowledge, clinical workforce redesign through the creation
of new roles, and more efficient scheduling and organisation of clinical activity. It is not
possible to accurately predict the precise impact of these factors at this time, but NHS
Boards will be able to take them into account in their workforce planning as they begin
to use pay modernisation to secure these benefits.

• the new GMS and consultant contracts include provisions to better manage workload
and fairly recognise on-call and out-of-hours commitments, ensuring that terms and
conditions for employed staff are aligned with the statutory requirements of the working
time regulations. This may mean that some doctors do not work the extra
‘unrecognised’ hours which they may have worked previously, thus ensuring that the
NHS is providing the safe working conditions and work/life balance required of an
exemplar employer in the 21st century. These contracts will in this way provide a
sustainable platform of working patterns for our medical workforce and comprehensive
management information on the amount and type of clinical activity being undertaken.
This will allow NHS Boards to systematically and transparently assess, plan and
organise the amount of clinical activity they require to deliver their objectives, delivering
efficiencies which maximise the contribution of the human resource at their disposal
and providing a sounder basis for medical workforce planning. 

2.7 Modernising Medical Careers 
Modernising Medical Careers (MMC) will deliver modernised and focused career structures
for doctors through a major reform of postgraduate medical education and training across
the UK. MMC will result in shorter lead times to produce new consultants, thus producing
a quicker supply of trained specialists and shifting much provision of care from doctors-in-
training to trained doctors. This is a positive development which will drive up standards of
care. However these new approaches to training will reduce the availability of clinical time
at junior doctor level. In partnership with NHS Education for Scotland NHS Boards are
currently designing solutions to this workforce pressure. 

Further information on MMC in Scotland can be obtained from the MMC Scotland website
at www.mmc.scot.nhs.uk

National Workforce Planning Framework 2005 
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2

2.8 Pensions
As the population of Scotland ages (it is estimated that 8.8% of the population will be over
75 by 2021) proposals have been developed for changes to NHS employees’ pension
rights. Possible legislative changes could have an effect on the age of retirement and staff
in future could work longer than the current retiral age.

If such changes were to go ahead the effect on the workforce would be twofold:

• they may prompt some employees to retire early under the current arrangements
before any legislative changes affected them; and

• they would allow most employees to provide more years of service.

Proposals are currently undergoing consultation and the effect of any changes will need to
be factored into workforce planning when the outcome becomes clear.

2.9 Productivity
Delivering improved workforce performance and effectiveness in NHS Scotland is seen as
increasingly important, particularly following the significant investment in pay reform. 

High level workforce productivity indicators will be published by the Scottish Executive this year.
Each NHS Board will be expected to review the factors that affect workforce productivity
to ensure that they are benchmarking appropriately against their colleagues in Scotland.
Particular emphasis will be placed on reducing staff absence across Scotland and
increasing consultant productivity. It is expected that time released by these two initiatives
will be reinvested back into the workforce, thereby increasing output for the same level of
input. NHS Boards will need to account for this when developing their workforce plans. 

2.10 Service redesign and new roles
Service redesign is closely tied to improvements to quality and standards, better access for
patients and productivity growth. Examples of service change include shifting activity from
acute to primary care sectors, treating a far higher proportion of chronic disease cases in
the community and avoiding emergency hospital admissions through expanded roles for
primary care teams (operating via GP practices but also taking in broader joint provision
with community health services, local authority social services and community pharmacies),
led and driven by the newly-established Community Health Partnerships. In acute services,
diagnostic centres provide an opportunity to free up a serious bottleneck in the patient
route through the NHS, while the continued shift to day surgery procedures and the
streaming of planned and emergency care offer opportunities to make a significant impact
on productivity rates. 

Demand and Supply Factors
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Maintaining and improving access to services for patients is a concern particularly for
Scotland’s remote and rural areas. Working in a sparsely populated area is a challenge to
the maintenance of clinical skills because of low throughput, and it is difficult to justify the
existence of large teams to meet working time regulations when the workload is so small.
There can also be challenges for recruitment and retention. These pressures drive a search
for more innovative solutions around service redesign and new roles. 

Service redesign is already a feature across NHS Scotland. Building a Health Service Fit for
the Future now suggests an era of considerable and accelerated service change that will
of course affect the workforce. The workforce will need to take on new roles, new ways of
working and new technologies to deliver the vision for the NHS which it outlines. The focus
on management of chronic disease in community settings, anticipatory care in deprived
communities, new approaches to planned elective care in hospitals, diagnostic services, and
care in remote and rural settings – these all have major implications for workforce planning. 

In redesigning services new roles and new ways of working are being developed to make
the best use of the human resources at the NHS’s disposal. This is about shifting the focus
from particular staff groups and their historical functions to a more team-based approach
where emphasis is on what can be done to provide a quality patient-centred service, not
who should be doing it. Examples that are being developed or considered for development
include non-medical endoscopists, anaesthetic and critical care practitioners, and musculo-
skeletal physiotherapy practitioners, working for example in the area of low back pain.

2.11 Demand for staff from the independent, voluntary and
other sectors 
Healthcare is not the exclusive domain of the NHS and there are a number of other
providers of healthcare in the same labour market. The Scottish Independent Hospitals’
Association provides data on seven independent acute hospitals and three mental
health/substance misuse hospitals. Workforce numbers are small in relation to NHS
Scotland, involving around 360 whole time equivalent registered nurses and 110 registered
AHPs. Other groups of staff permanently employed by the independent sector include
paramedical, technical staff and pharmacists. Although numbers are not great the
independent sector provides competition for recruitment and retention of staff. The sector
also takes on a number of staff employed in the NHS on a sessional basis, such as
consultants, a factor which requires to be accounted for by NHS Boards and regions when
assessing the potential capacity they can secure from their available workforce.

The social services workforce is comparable in size to NHS Scotland, comprising
approximately 118,000 people and growing. It covers social work and social care staff and
others working in community care – spanning services for older people and for those with
physical disabilities, learning disabilities and mental health problems, as well as child and
family services and services to reduce re-offending and improve public protection. It also
covers those working in early education and childcare services. 



Chapter Title 2

25

The Regulation of Care (Scotland) Act 2001 and the establishment of the Scottish Social
Services Council (SSSC) and the Scottish Commission for the Regulation of Care (The Care
Commission) signalled a new era for social work, social care, early education and childcare
services and for the workforce in these sectors. Developments in the regulation of the
workforce offer better safeguards for service users and strengthen professional standards.
There are over 1700 care homes in Scotland, 900 of which are for the elderly with over
34,000 residents, and 158 for children, with over 1000 places.17 It is estimated that over
6,500 registered nurses work in care homes in Scotland.

Skilled staff, such as occupational therapists, may choose to work within social services
rather than in the health service. Information available on occupational therapists working
in social services as at October 2004 shows 396 whole time equivalent occupational
therapists and 207 occupational therapy assistants in post which, although fewer in total
than those employed by NHS Scotland (1,364.5 WTE and 175.4 WTE respectively at
September 2004), is still considerable. 

Connections are being made at national level between workforce planning for social work
and health workforce planning. A Draft National Strategy for the Development of the Social
Service Workforce 2005-2010: A Plan for Action18 was issued for consultation on 17 December
2004. The outcome from the consultation will be published by the end of this year. 

Other employers of staff skilled in healthcare are the prison service and the armed services:
additionally a proportion of staff working in NHS Scotland are members of the reserve forces.
There are currently around 300-350 doctors, nurses, AHPs, paramedics and administrative
and clerical staff in the Army Medical Services in Scotland. In recent years, mobilisation of
these staff to areas of conflict around the world for specified periods of time has occurred.
Such service brings benefits in the personal and professional development of individuals
helping to meet the UK Government’s and the wider international priorities, but absence from
NHS Scotland also has an impact on workforce capacity. Legislation allows for reservists
to be called up once every 3 years, but there is a possibility in the future of operating a policy
of a definite call up once in every 5 years. Once the policy position has been confirmed, this
will be a factor which NHS Boards will wish to incorporate into their workforce planning. 

The voluntary sector also attracts staff skilled in healthcare. For example charitable organisations
may employ nurses, doctors and Allied Health Professionals to advise and provide particular
services. Generally their numbers are small but these organisations provide a choice of
employment and, as with the independent sector, recruit from the same pool of staff. 

Demand and Supply Factors

17 A Review of the Quality of Care Homes in Scotland 2004, (Care Commission, 2004)

18 A Draft National Strategy for the Development of the Social Service Workforce 2005-2010: A Plan for Action (Scottish
Executive, 2004)
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3.1 Introduction 
This chapter describes the outcome of the national workforce planning analysis undertaken
for the following staff groups:

• Consultants, Staff and Associate Specialists, Doctors in training

• General Practitioners

• Dentists

• Nurses and midwives

• Healthcare Scientists

• Allied Health Professionals

• Clinical Psychologists

• Pharmacists

A Workforce Numbers Group was established in 2004 to consider and advise on the
development of workforce planning for healthcare (with representatives from across the
service and other interested parties). Other staff groups including administrative and clerical
staff, ancillary staff, ambulance service staff, senior management, trades and works staff,
have not been prioritised by the Workforce Numbers Group for assessment in this year’s
national publication. The vital contribution these groups make in NHS Scotland should form
part of NHS Board and regional workforce plans. In addition work is currently taking place
regarding the widening of the healthcare support workers agenda, both in NHS Scotland
and on a UK basis within the Foster Review Group.19 The Review group is looking at
regulation of non-medical healthcare professionals and support workers, including staff
working in new roles and support staff not regulated at present. These staff will play an
increasingly important role in the clinical team as the work of nurses, midwives and doctors
is redesigned. In the chapters in Section 2 of this report we describe how we are building
capacity for workforce planning to expand to all staff groups and professions.

For each of the staff groups/professions we provide an assessment of:

• the demands for that part of the workforce; 

• the supply and the current shape of the workforce.

Workforce Planning by Staff Group

19 Advisory Group on the Regulation of Non-medical Healthcare Professions chaired by Andrew Foster, Director of
Workforce, Department of Health
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3.2 The Medical Workforce – Consultants, staff and
associate specialists, doctors-in-training

DEMAND 

3.2.1 Waiting times targets and standards

To meet existing waiting times guarantees and achieve the shorter times announced in Fair
to All – Personal to Each NHS Scotland will need to increase outpatient and inpatient
activity beyond previous levels. Productivity gains will produce extra activity but additional
staff resources are also likely to be required. This section on waiting times provides
estimates of the additional consultant capacity required to meet waiting time targets,
using historic productivity rates. This does not take account of new ways of working nor
service redesign and improvements in productivity rates. It is important to note, however,
that productivity improvements may lead to an improved quality of service rather than
increased throughput, and therefore may not directly reduce the demand for workforce.
This reflects the fact that consultant productivity is a function of complexity as well as
volume of treatment – a relatively low throughput of complex treatments may demonstrate
a higher level of productivity than a higher throughput of simpler cases. 

There are two workforce demands arising from waiting times targets: one to bring them
down to the target level and the other to maintain them at that level. Staffing requirements
are therefore assessed as a non-recurring need to tackle the initial bulge, and a recurring
need to maintain the required standard once it has been reached.

The following table provides an estimate of non-recurring and recurring demand for
consultant time across Scotland (in extra whole time equivalent (WTE)) to achieve and
maintain the 18-week (16 weeks for cardiology) general and condition-specific targets
announced in Fair to All – Personal to Each. This total WTE demand is also presented in
terms of total headcount requirement. The baseline for this assessment is activity
information as at December 2004 and staffing data as at 30 September 2004 and the ‘high’
and ‘low’ estimates stem from variations in activity levels across units and specialties.
Those specialties featuring in Fair to All – Personal to Each are presented below.
Anaesthetics has also been included given its supporting role in meeting the new targets.
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Figure 7: Non-recurring and recurring consultant demand to meet waiting times
targets

Workforce Planning by Staff Group

Non-Recurring Recurring 
Per Year Per Year 

in 2006-2007 after 2007

Specialty High Low High Low
Estimate Estimate Estimate Estimate

Cardiology 1.99 1.20 1.31 0.47

Dermatology 1.62 0.14 1.14 0.09

ENT 3.48 2.90 0.77 0.55

General Medicine 3.61 2.73 3.37 2.39

General Surgery 9.49 4.09 2.14 1.16

Gynaecology 2.72 1.93 4.17 1.79

Ophthalmology 3.88 2.99 2.01 1.64

Oral Surgery 1.65 0.49 1.86 0.18

Orthopaedics 19.47 16.51 5.99 4.13

Plastic Surgery 6.10 1.51 1.62 0.19

Urology 1.52 1.40 2.79 0.27

Anaesthetics 30.51 24.81 13.66 8.73

Total (WTE) 86.02 60.71 40.84 21.59

Total Headcount 90 63 43 23

Not all of this demand will necessarily need to be met from within the NHS. Use of the
independent sector to deliver waiting list activity will reduce the requirement for consultant
time in the NHS to achieve these targets. In determining their consultant recruitment plans
for the period to September 2006, NHS Boards have reflected initial assessments of
waiting list demand for consultants in these specialties. These recruitment plans support
progress towards the Partnership Agreement aim and are discussed later in this section.

Further detail on the methodology used here can be found in the Background Annex (see
www.workinginhealth.com). It should be stressed that the above assessment assumes the
nature of NHS services will stand still with no change in the design of services, working
patterns or productivity – something which past experience suggests will not be the case.
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Modernising Medical Careers is a specific dynamic which will need to be factored into this
modelling as the content and nature of the MMC programme are decided. A Solutions
Group has been established to work with the Service in assessing the impact MMC will
have on service delivery and the workforce implications. As conclusions from this work 
are reached these will be incorporated in future iterations assessing the waiting times
workforce capacity.

NHS Boards and regions will need to further assess in their workforce plans the consultant
workforce required to meet the waiting times targets (including those for diagnostic
standards), taking account of service and workforce redesign and the potential for
productivity gains. This should also include consideration of regional working. The focus
here has been on consultants who are considered to be most affected by the waiting time
targets in Fair to All – Personal to Each. However NHS Boards should consider also the
implications for other doctors, as well as for other staff groups.

3.2.2 Working Time Regulations

The Working Time Regulations (WTR) require a phased reduction in worked hours by junior
doctors to 48 hours a week by 2009. The current WTR requirement is 58 hours per week
but under the junior doctors’ New Deal Contract doctors in training are already required to
work a maximum of 56 hours per week. Considerable progress continues to be made in
reducing junior doctors’ hours. Almost 99% of junior doctors now work 56 hours or less a
week and NHS Boards have started the process of moving towards a 48 hour week.

Figure 8 quantifies the impact on the junior doctor workforce of reducing to 48 hours per
week by 2009. This assessment is based on the monitored actual hours for the period
August 2004 to January 2005, using as a baseline the number of whole time equivalent
junior doctors at 30 September 2004. 

Figure 8: Implications on junior doctor workforce of reducing to 48 hours per
week in 2009

National Workforce Planning Framework 2005 

All Specialties Estimated impact of 
moving to 48-hour per week target

Grade Difference (in WTE) % Change

Specialist Registrar -8.6 -0.5%

Senior House Officer -79.7 -2.9%

Pre-Registration House Officer -71.5 -8.2%



Chapter Title

31

The ‘Difference in WTE’ column shows the projected change in junior doctor capacity
resulting from the reduction in working hours to 48 per week, assuming standstill in the
Service and in all other factors affecting the workforce. It is unlikely that simply increasing
medical training grades will be the solution for educational reasons and in terms of service
sustainability. This challenge is more likely to be met through deploying a combination of
medical and clinical staff and new roles.

3.2.3 Clinical governance

The development of clinical governance in recent years has brought with it higher levels of
quality patient care and a more thorough governance of clinical practice. This is set to
develop further as a key priority for the NHS. As standards rise there may be an impact on
capacity as consultants and clinical colleagues devote more time to delivering higher quality
standards and carrying out the clinical audit and personal development required to do so.

3.2.4 Mental Health Act

Implementation of the Mental Health (Care &Treatment) (Scotland) Act 2003 is expected to
have implications for the number of psychiatrists required in the future. As a result of the
Act psychiatrists have the additional duties of more in-depth assessment and attendance
and membership of tribunals. The National Mental Health Workforce Group has prioritised
the workforce implications of the Act in its action plan and is estimating the impact on the
premise of a stable system after a transitional period as the Act is implemented. Two
scenarios (high and low) indicate that between 16.2 and 39.7 WTE additional psychiatrists
may be required on a recurring basis. A midway position of 28 WTE has been assumed as
the additional psychiatrist requirement from 2005. However account needs to be taken of
new roles, team working, service redesign and how these factors will affect the demand for
more psychiatrists. NHS Boards’ consultant recruitment plans for the period to September
2006 have incorporated the implications locally for the psychiatry specialties resulting from
implementation of the Act in October 2005.

3.2.5 Pay modernisation

The new Consultant Contract provides more transparent scheduling and organisation of
consultants’ activity. This is giving NHS Boards valuable data on which to base their
consultant planning for the future and with which they will be able to inform their workforce
plans. The ability under the contract to better manage consultants’ time should lead to
increased efficiencies and facilitate service redesign that maximise capacity.

Under the new contract, it is possible to identify clearly and comprehensively the total
commitment which is being made by a consultant to the NHS. This data will ensure that
NHS Boards can plan the use of consultant time more accurately to meet their needs. The
average number of weekly programmed activities across NHS Scotland worked by
consultants as at October 2004 was 11.5. 

3Workforce Planning by Staff Group
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It is also worth noting that terms and conditions for Staff and Associate Specialist doctors
are currently being reviewed. These doctors, who currently comprise 17.3% of the WTE
medical workforce, make a vital contribution to service delivery. The future demand for this
cohort may change, depending on approaches taken to meet other pressures on the
medical workforce and the impact of whatever new contractual arrangements are agreed
for this group. The implementation later this year of Article 14 of the Order establishing the
Postgraduate Medical Education and Training Board (PMETB) will enable Associate
Specialists and others to apply for acceptance onto the Specialist Register. Where this
opportunity is used there may be a need to backfill posts to sustain activity being carried
out in those roles. This development will need to be monitored to address whatever
consequences there may be for planning the medical workforce of the future. 

3.2.6 Modernising Medical Careers

Modernising Medical Careers (MMC) aims to improve patient care by delivering a
modernised and focused career structure for doctors through a major reform of
postgraduate medical education and training. It is expected to reduce the capacity for
service delivery by doctors in training and potentially increase the requirement for
supervision of training and assessment by consultants and others.

Work is ongoing to assess the capacity implications of MMC, both in the short term for
transition to the new arrangements, and in the longer term once MMC is embedded. As
already mentioned, a Solutions Group has been established and NHS Boards are
quantifying the impact of the changes MMC will bring about.

3.2.7 Balance of trained doctors to doctors-in-training

Scotland currently relies heavily on its doctors-in-training for the delivery of service to
patients. The ratio of doctors-in-training to trained doctors is relatively high compared to
the rest of the UK. The vital role of doctors-in-training in delivering clinical care will continue
but, as Professor Sir John Temple’s recent reviews of the medical workforce20 have made
clear, Scotland will see a major shift towards delivering more care from trained doctors, for
a combination of reasons ranging from MMC to the impact of the working time limits and
increased standards of care. 

3.2.8 Age profile and potential for early retirement

Currently 15.1% of all consultants are within the 55-59 age group and could choose to
retire early over the next few years. This is a factor which NHS Boards and regions should
consider in their workforce plans, particularly in light of the new consultant contract and
current proposals for a new NHS pension scheme.

National Workforce Planning Framework 2005 

20 Future Practice: A Review of the Scottish Medical Workforce (Scottish Executive, July 2002) & Securing Future
Practice: Shaping the New Medical Workforce for Scotland (Scottish Executive, June 2004)
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3.2.9 Service redesign and new roles

The key role of the doctor is to diagnose illness and determine suitable treatment. The
number of patients presenting is forecast to increase and the way in which they are cared
for is likely to change. The role of the doctor will remain as pivotal as ever in terms of
diagnosis but other practitioners will become more involved in the prescribing and delivery
of patient treatment in the future. For example surgical practitioner nurses now assist
consultants with certain surgical procedures. The role of the doctor within the wider clinical
team and the ways in which the skills of the whole team can be enhanced and deployed
to deliver the services required by the general public will shape the number and type of
doctors required in the future.

Building a Health Service Fit for the Future clearly states that NHS Scotland needs to
change because the healthcare needs of Scotland are changing and the service must
change in order to meet these new demands. The medical workforce will be shaped by the
need to deliver sustainable and safe local services and the Scottish Executive’s response
to Building a Health Service Fit for the Future will give direction on this. Professor Kerr found
that the public are willing to travel for highly specialised treatment but want as many “core”
services as possible close to home. This vision – generalists as well as specialists, whole
team working, increased use of technology and extended primary care services – will all
impact on the skills required by the medical workforce.

3.2.10 Independent/voluntary sector

Once trained there is no requirement on doctors to work for the NHS: they may decide to
work in the independent sector, abroad or in a career outwith medicine. The medical
workforce (in whole time equivalents) currently employed in the independent sector in
Scotland is relatively small:

Figure 9: Independent sector medical workforce

3Workforce Planning by Staff Group

Employed consultants 2

Resident Medical Officers 19

Cardiac Registrars 1

21 Scottish Independent Hospitals’ Association

However the number of consultants who hold ‘practising privileges’ (a contract between
the doctor and the independent healthcare provider), enabling them to work part of their
time in the independent sector is 1605.21 The demand for the medical workforce by the
independent sector in Scotland is not large in comparison to the NHS but requires
monitoring.
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SUPPLY

The number of trained doctors (consultants, Staff and Associate Specialists (SAS)) and
doctors-in-training has increased by 18% between 1999 and 2004. 

Figure 10: Medical staff in post

National Workforce Planning Framework 2005 

NOTE: 1HCHS refers to the Hospital, Community and Public Health Services of the NHS. It excludes the
HCHS dental specialties.

The number of consultants has increased by an average of 2.9% each year over the last 5
years. Consultant vacancies have also increased since 2001 although the rate for those
vacant more than 6 months has dropped in the last year. Figure 11 shows the vacancy
trends for medical consultants working in hospital, community and public health medicine
specialties. 

Figure 11: Hospital, community and public health medical consultant vacancies
(WTE as at 30 September)

% Increase % Increase
WTE at 30 September 1999 2003 2004 from 1999 from 2003

All HCHS1 Medical Staff 7,661.7 8,771.4 9,042.3 18.0% 3.1%

Consultant and Director of 
Public Health 2,850.9 3,192.3 3,263.8 14.5% 2.2%

Registrar group 1,195.2 1,423.4 1,552.2 29.9% 9.0%
Senior house officer 2,124.0 2,575.1 2,647.1 24.6% 2.8%
House officer 692.0 797.3 802.0 15.9% 0.6%

Associate specialist 143.8 157.2 171.1 19.0% 8.9%
Staff grade 356.3 389.6 389.7 9.4% 0.0%

Establishment Staff in Total Over Total Over 6 months
Post Vacancies 6 months Vacancy Rate rate

2001 3,136.6 2,984.7 151.9 65.5 4.8% 2.1%

2002 3,272.9 3,087.7 185.2 64.5 5.7% 2.0%

2003 3,408.7 3,178.3 230.4 119.0 6.8% 3.5%

2004 3,526.2 3,249.8 276.4 109.1 7.8% 3.1%
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The numbers of Senior House Officers (SHOs) and Specialist Registrars (SpRs) have
steadily risen in recent years. The latter have increased by 30% from 2001 as a result of a
Ministerial commitment to increase the number of training posts by 375. All these extra
posts were in place by August 2005. The following table shows the specialties where the
extra 375 SpR places are allocated.

Figure 12: Allocation of extra 375 SpR places

3Workforce Planning by Staff Group

Specialty Number of
Additional

Posts (WTE)

Accident & Emergency Medicine 13.0

Anaesthetics 35.0

Cardiology 16.0

Cardio-Thoracic Surgery 4.0

Chemical Pathology 1.0

Child & Adolescent Psychiatry 4.5

Clinical Genetics 1.0

Clinical Neurophysiology 2.0

Clinical Oncology 11.0

Clinical Pharmacology & Therapeutics 3.5

Clinical Radiology 27.0

Dermatology 5.0

Endocrinology & Diabetes 10.0

Forensic Psychiatry 1.0

Gastro-Enterology 18.0

General Psychiatry 15.0

General Surgery 13.0

Geriatric Medicine 20.6

GIM/Acute Medicine 20.0

Haematology 8.0

Infectious Diseases 2.0

Intensive Care Medicine 3.0

Learning Disability 2.0

Specialty Number of
Additional

Posts (WTE)

Medical Microbiology & Virology 4.0

Medical Oncology 4.6

Medical Paediatrics 16.0

Neurology 5.0

Neurosurgery 1.0

Obstetrics & Gynaecology 16.0

Occupational Medicine 2.8

Old Age Psychiatry 1.0

Opthalmology 3.0

Otolaryngology 3.0

Paediatric Surgery 2.0

Palliative Medicine 5.0

Pathology 14.0

Plastic Surgery 5.0

Psychotherapy 3.0

Public Health 1.0

Rehabilitation Medicine 1.0

Renal Medicine 10.0

Respiratory Medicine 18.0

Rheumatology 6.0

Trauma & Orthopaedic Surgery 14.0

Urology 4.0

Totals 375.0

Source: NHS Education for Scotland
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Between 1997 and 2004, on average 235 SpRs in Scotland obtained their Certificate of
Completion of Specialist Training (CCST) each year. From 2005 to 2014 this is expected to
increase to 287 SpRs per year, reflecting the investment of 375 additional SpRs in recent
years. This supply is fed from 834 funded medical school places within the five medical
schools in Scotland: Aberdeen, Dundee, Edinburgh, Glasgow and St Andrews. These
figures show that Scotland is producing a healthy supply of doctors, in excess of its needs
and proportionately more than currently provided elsewhere in the UK. However, as
highlighted in Professor Sir John Temple’s report Securing Future Practice,22 a significant
proportion of these medical students and trainees choose to leave Scotland at some point
during their training. 

This may in part be because of the high levels of non-Scots domiciled students and
trainees who come to Scotland. The proportion of those who are Scots-domiciled stood at
53.9% in 2004/05 (a slight improvement from 51% in 2001/02). The Calman Review23

noted that overall just over 1 in 2 of the graduates of Scottish medical schools (including
those from overseas) are working in Scotland 5 years after graduating. Retention of medical
students and trainees, therefore, has a significant effect on the supply of doctors in
Scotland.

3.2.11 Medical Undergraduate places

A key recommendation in the Calman Review proposed an increase in the number of
medical undergraduate places. This has been accepted24 and implementation will take a
phased approach to allow, as part of workforce planning, for alignment of supply with future
needs. It will lead to an increase in output from Scottish medical schools of 100 graduates
as the medical students at University of St. Andrews will no longer be sent to Manchester
to complete their clinical training. The Scottish Executive will also provide pump-priming
funding to support the establishment of an accelerated four year course in medicine for
graduate entrants. Furthermore, the universities and a newly-established Board of Medical
Education in Scotland will review admissions arrangements for broadening access and to
ensure that applicants from Scotland are not disadvantaged. These actions will increase
and improve the supply of Scots-domiciled medical students in Scotland and as a
consequence the numbers likely to qualify and remain as consultants in NHS Scotland.

National Workforce Planning Framework 2005 

22 Securing Future Practice: Shaping the New Medical Workforce for Scotland (Scottish Executive, June 2004)

23 Review of Basic Medical Education in Scotland (Scottish Executive, June 2004), page 13

24 Review of Basic Medical Education in Scotland: Report and Conclusions – The Response of the Scottish Executive
(Scottish Executive, June 2005)
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3.2.12 Modernising Medical Careers

One of the benefits of MMC will be the faster supply of doctors qualified to apply for
consultant posts. The PRHO, SHO and SpR years are being replaced by a 2 year
Foundation Programme followed by on average 6 years of specialist training (compared to
an average of 11 years in total now). MMC changes the structure of training for junior
doctors and work is ongoing to establish the number of training places required across the
specialities to supply the consultant (and SAS) workforce that Scotland requires. Places in
the first year of the MMC Foundation Programme, which commenced this August, have
been set at 800 to match the existing funded places in Scotland’s medical schools.  

3.2.13 Article 14 of the PMETB Order

As already described under Pay Modernisation, the implementation of Article 14 of the
Order establishing the Postgraduate Medical Education and Training Board (PMETB) will
offer Associate Specialist doctors and others a route to apply for entry to the Specialist
Register of the GMC and thereby gain eligibility to apply for consultant positions. PMETB is
currently accepting applications from doctors seeking inclusion on the Specialist Register
of the GMC. Decisions on applications will be made after 30th September 2005 when
PMETB is expected to assume its statutory powers. This is a potential additional source of
consultants in Scotland and initial estimates indicate it could yield between 25 and 50
consultants in the short term although clearly arrangements would be required to backfill
the existing Associate Specialist posts being vacated. 

3.2.14 Gender mix

The proportion of females among doctors has increased by almost 7 percentage points
since 1993. In 2004, 41.1% of all doctors were female compared to 38.8% in 1999. There
are more female SAS doctors than males, while the proportion of females among
consultants has increased from 22% in 1999 to 28% in 2004. Among junior doctors the
proportion increased from 38.7% in 1993 to 46.9% in 2004.

3Workforce Planning by Staff Group
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Figure 13: Proportion of medical staff workforce that is female

3.2.15 Age profile

The consultant workforce is slightly older compared to 1999, with more consultants over
the age of 50 than before. The average age in 2004 was 47.1, compared to 46.4 in 1999. 

Figure 14: Age profile of consultants – all medical specialties (headcount)
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The average age of the consultant workforce will eventually be affected by the shorter
training offered by MMC, allowing many SpRs to obtain their CCST at a younger age than
at present.

3.2.16 Flexible working

The percentage of medical staff engaged in part-time working has reduced since 1999
from 16.4% to 8.3% in 2004. However, there are fluctuations by grade: the proportion has
reduced within the Specialist Registrar and SAS categories, but increased among
consultants. 

PARTNERSHIP AGREEMENT UPDATE

3.2.17 Planned consultant expansion to September 2006

In the short term, the Scottish Executive has committed to aim to increase the number of
consultants by 60025 by September 2006. This target is based on an increase in headcount
to 3,903 from a baseline of 3,303 at September 2002. The consultant headcount at
September 2004 was 3,483, leaving a remaining requirement of 420 consultants to aim
towards.

3.2.18 Projected recruitment

NHS Boards have planned their recruitment for consultants for the period from October
2004 to September 2006 taking into consideration the various drivers of demand such as
the waiting times targets. This totals 479 (headcount) and is for new posts as well as to fill
existing vacancies. 

Figure 15: Consultant expansion – NHS Boards’ projected recruitment to
September 2006

Workforce Planning by Staff Group

NHS Board projected recruitment for new posts 195

Existing vacancies at September 2004 284

Total: NHS Board vacancies and projected recruitment 479

25 A Partnership for a Better Scotland: Partnership Agreement (Scottish Executive, 2003)
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3.2.19 Supply

The total number of SpRs expected to receive a CCST before September 2006 is 539. The
‘home grown’ supply available to meet this demand is estimated at 391. This excludes
those SpRs who are expected to leave Scotland to take up a consultant post elsewhere
and takes into account average attrition rates. The following specialties are the ones we
have identified as having supply pressures for the Boards’ immediate recruitment plans and
Boards should factor this into the action they take: general medicine (acute medicine),
general psychiatry, clinical radiology, accident and emergency medicine, anaesthetics,
general surgery, trauma and orthopaedic surgery, and urology. However, these are all
specialties where additional SpR places (as part of the extra 375 SpR posts) have been
allocated and will over time provide an increase in supply of newly qualified consultants.

We can also be more proactive in attracting SpRs, who have newly qualified, into Scottish
posts. NHS Education for Scotland has already begun to identify the intentions of current
SpRs in terms of seeking employment in Scotland. NHS Education for Scotland will also
help SpRs to career plan and will offer guidance on careers in Scotland. In the longer term,
planning for MMC will take account of any misalignment of SpR specialties with predicted
consultant demand. 

Supply will be further boosted by existing consultants or SpRs with a CCST coming from
outside Scotland. Based on historical patterns this supply source could amount to 201
consultants between October 2004 and September 2006. It includes those coming to
Scotland as consultants for the first time as well as those who have worked previously in
Scotland, either as consultants or SpRs, returning to take up a consultant post. Additional
action by NHS Boards to attract more of these consultants to Scotland could increase this
supply source. Initial estimates suggest that this assertive action could result in around 75
additional or retained consultants. Furthermore, a conservative estimate suggests that the
new arrangements (Article 14 of the PMETB Order) to facilitate Associate Specialists and
others to become consultants could yield around 25 consultants over the period.

Figure 16 presents the position:

Figure 16: Projected supply of consultants

National Workforce Planning Framework 2005 

Estimated joiners from SpR supply 391

Possible conversions of Associate Specialists to consultants 25

Other initiatives to retain and recruit consultants 75

Potential other joiners 201

Total projected supply 692
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Figures 15 and 16 indicate that there is sufficient supply (692) to meet Boards’ expansion
plans and fill existing vacancies (479). However, we cannot assume that there will be no
new vacancies between now and September 2006 and it is reasonable to expect that there
will always be vacancies that will be unfilled at any one time. That is part of normal turnover
for any workforce. New recruitment demand for consultants to September 2006 will be
created by existing consultants retiring or leaving the service. From historical patterns this
could total 323 (of which 210 would be leavers under 60 years of age and 113 would be
60 and over). Improving retention will ease this pressure and NHS Boards should consider
what steps they can take to achieve this – for example, flexible working practices and the
creation of part-time consultant posts could assist in improving retention.

Figure 17: Potential consultant headcount at September 2006

This analysis is illustrative but it suggests a potential September 2006 headcount (3,852)
which compared to the September 2002 headcount shows an expansion of 549, close to
the aspiration to expand by 600 and, given the inevitability of there being vacancies,
broadly in line with NHS Boards’ projected recruitment. A more proactive approach from
NHS Boards in filling vacancies, retaining current consultants and recruiting from external
sources should increase this figure further in striving to meet the aim in the Partnership
Agreement commitment. 

CONSIDERATIONS FOR WORKFORCE PLANNING

The next few years will present a number of challenges in planning the medical workforce.
Services will change as the NHS in Scotland is modernised and the shift continues from
provision of care by doctors-in-training to provision of care by trained doctors. Planning will
have to take account of this as best it can, recognising that workforce planning is an
iterative process that must be refined year on year. However, with the long lead time to
produce a fully trained consultant it is imperative that future demand is considered and
action taken to prepare for the services and workforce required. 
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Consultant headcount September 2004 3,483

Plus: Boards’ vacancies and projected recruitment +479

3,962

Minus: future vacancy allowance -323

Plus: excess supply available (figure 16 minus figure 15) +213

Potential consultant headcount September 2006 3,852
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The factors highlighted in this section, for example waiting times standards, working time
regulations and MMC, will need careful assessment by NHS Boards to determine the local
implications. The Executive’s response to Building a Health Service Fit for the Future will
also need to be considered and workforce plans should reflect changes to services that will
take place over time. 

In the short term, a proactive approach to increasing the consultant workforce will take us
closer to the aim in the Partnership Agreement to reach 600. NHS Boards have already
planned ahead their recruitment of consultants and NHS Education for Scotland is
supporting qualifying SpRs to take up consultant posts in Scotland. NHS Boards are
encouraged to be proactive in recruitment to consultant posts by advancing appointments
where vacancies are identified early. Real-time workforce information, on key aspects such
as vacancies, should be monitored by NHS Boards so they can identify where specific
pressure points may arise and take early action.

There is generally a good level of alignment between medical training grade numbers and
future consultant requirements across most of the medical specialties, but this will require
adjustment year-on-year. This is especially so with the implementation of MMC and the
Executive’s response to the Calman Review. It also needs to be examined not just in the
Scottish context but across the UK and globally, especially for those specialties where there
may be worldwide pressures. The balance of the numbers of doctors in training with the
fully-qualified workforce also needs to be considered on an on-going basis, to take account
of service delivery requirements and capacity within the system to sustain training numbers.
Scotland trains a large number of doctors but many of them leave either during their
training or once they have qualified to be a consultant. Improving the retention of these
doctors would greatly increase the supply of doctors into the consultant and SAS
workforce. 

National Workforce Planning Framework 2005 
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3.3 The Medical Workforce – General Practitioners 
The provision of services by GPs and their teams is largely, although not exclusively, based
on the ‘independent contractor’ model, which is in contrast to the medical staffing
arrangement seen elsewhere in the NHS, where doctors hold contracts of employment
with an employing organisation. 

As part of the implementation of a new contract for GP practices (the GMS contract), on 1
April 2004 geographical NHS Boards were placed under a new duty to provide or secure
the provision of primary medical services for their populations. This can be achieved either
by providing services directly, by way of NHS salaried employees including primary care
doctors, or by independent contractors entering into a contract for services with their local
Health Board to be ‘providers’ of primary medical services.

This has fundamentally changed the way in which services delivered by GP practices are
contracted for. NHS Boards now contract with GP practices (not individual GPs) to provide
a set of services for an agreed value, rather than reimbursing individual GPs for specific
items of service through a range of separate fees and allowances. Furthermore,
remuneration is no longer driven by the number of GP principals in each practice. 

An immediate effect of this change is to encourage a team-based approach to the GP
practice workforce. Practices now have every motivation to deploy their resources across
the whole practice team as they feel best fits the required delivery of services to patients.
This is leading them to think in terms of the extended practice team rather than GPs alone
when, for example, they are thinking about replacements for retiring or departing GP
partners. In these circumstances, they can instead choose to employ other health
professionals such as nurses or AHPs, or use sessional doctors (for example, locums) as
required. A further important area to consider in workforce planning terms is the way in
which doctors are engaged or employed in other ways outwith the traditional practice
based model. This approach clearly chimes with the emphasis placed by Building a Health
Service Fit for the Future on the extended primary care team.

From April 2004, ISD have published figures for the number of GPs using the new terms of
the GMS contract. These cover performers working in different capacities and are aligned
to categories such as performers who are independent contractors; salaried doctors;
locums; registrars; retainees; or armed forces. It is possible for doctors to perform primary
medical services in more than one of these categories. The analysis described here uses
data from the period 1998-2003 and is therefore based on the original terminology such as
‘principal’. However, where possible, the new terms have been used.

3Workforce Planning by Staff Group
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DEMAND 

3.3.1 Service redesign

Ninety percent of patient contacts with health care services are in the community with
members of the practice team – the GP practice is the central interface between the health
service and the vast majority of patients. However, we are seeing developments in the way
in which services are offered and the nature of practice models, reflecting the move to a
broader diversity of primary medical services provision. 

Demand for GPs in the future will fundamentally be driven by the shift to a service model
which promotes care in community settings. This is a key pillar of the vision for the NHS
recommended in Building a Health Service Fit for the Future. This will mean that patients are
treated increasingly by a health and social care workforce which is community-based and
less focused than at present on acute and unscheduled care to address the major healthcare
challenge facing Scotland – the needs of the elderly population with long term conditions.
This will mean focusing hospital acute services on planned elective and highly specialised
care, while placing a far greater emphasis on developing effective managed care in local
settings, whether delivered through GP surgeries, local pharmacies or local hospitals. 

Building a Health Service Fit for the Future points a way forward which will have a profound
effect on the shape of locally-delivered services and, in turn, on the contribution and role of
general practitioners. It looks towards enhanced roles for GPs themselves which will see
GPs working increasingly across the secondary/primary care interface (for example, see the
section on GPs with special interests below) and towards a development of GP-led
services operating out of community hospitals, as well as GP input into the concept of a
rural general hospital. 

The emerging Community Health Partnerships (CHPs) will be pivotal to taking forward the
range of local care which we want to see delivered in community settings. The workforce
planning which we undertake to address this development in locally provided care will 
need to take account of the role of CHPs in co-ordinating patient-centred care across 
both the acute/primary care interface and the primary/social care divide. We will therefore
look to NHS Boards and regions to work closely with their CHPs as they develop their
workforce plans.

Care during the out of hours (OOH) period is a prominent example of a recent shift in the
model of service provision. Under the new contractual terms, most GP practices have
opted out of responsibility for providing OOH cover except in a few remote areas and the
Islands. NHS Boards now have this responsibility but Board-provided OOH services still rely
heavily on GPs – some working solely in OOH but many also working full-time in daytime
general practice or as sessional doctors. In future years we can expect an increased role
for nurses, AHPs and paramedics in OOH services moving to a more multi-disciplinary

National Workforce Planning Framework 2005 



Chapter Title

45

team approach. Building a Health Service Fit for the Future flags the importance of
developing multi-disciplinary community casualty facilities as the “lynchpin of the
unscheduled care framework”26 delivering the majority of the care currently available in
Accident and Emergency services. We will need to assess the implications of these drivers
in the light of the Board workforce plans to be produced in April 2006. 

A model based on GPs working in professional teams will be pivotal to achieving this vision,
whether in practices or in services delivered directly by NHS Boards. They will also
contribute increasingly to work in the acute sector. For example, those with a special
interest will work more and more in A&E and outpatient clinics and in areas such as
endoscopy, minor surgery and dermatology. This ability of GPs to work as generalists in a
number of acute care settings will dovetail with the specialisation of consultants.

The flexibility in skill mix within practices and the team-based approach may lead to an
increase in the use of sessional and salaried GPs as well as to greater numbers of practice
nurses and AHPs. It may be argued that enhanced roles for nurses, pharmacists and
paramedics in primary care will decrease the demand for GPs. However, these changes
have been taking place for several years without a significant drop in activity for GPs. The
historic evidence therefore suggests that further enhanced roles for primary care staff in the
future will not significantly decrease the demand for GPs.

This is a key question which we will wish regional and Board workforce plans to address –
that is the degree to which the shift to managed care in local settings will be met by GPs
and the degree to which it will be met by the wider clinical team around the GP. It is crucial
that we get this balance right. 

3.3.2 Tackling health inequalities

Scotland continues to suffer from health inequalities – the gap between the best and worst
areas of Scotland is substantial. Building a Health Service Fit for the Future recommends
adoption of the principles of anticipatory care and preventive medicine by especially
targeting resources at deprived areas. It suggests that this will involve more GPs but also,
perhaps more crucially, the expansion of capacity in the wider primary care team, through
the extended role of nurses, AHPs and other staff. Tackling health inequalities will clearly be
a key area for planning the future workforce.

3Workforce Planning by Staff Group
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3.3.3 48-hour access

As part of the Scottish Executive’s Partnership Agreement,27 patients with a clinical need
have guaranteed access to a primary care health professional within 48 hours should they
request it. Meeting the 48-hour access target is rewarded in the Quality and Outcomes
Framework (QOF) of the new GMS contract. Initial indications from QOF achievement data
and from the Performance Assessment Framework (PAF) on the ability of practices to meet
this guarantee suggest that compliance is already very high, well above 95%. It is therefore
unlikely that more GPs would be needed in the future to help meet this target. 

3.3.4 GPs with special interests (GPwSIs)

Building a Health Service Fit for the Future emphasises the potential for developing the role
of GPs with Special Interests (GPwSI) and the contribution they can make to enhancing
services at a local level, supporting the more efficient and effective delivery of planned care,
and adding a valuable dimension to rural healthcare. The Centre for Change and Innovation
(CCI) is already overseeing a programme training up to 40 GPs across Scotland to take on
GPwSI roles.

This work needs to be carefully managed and developed in a way which ensures robust
training and underpinning in terms of regulatory requirements and standards and
accreditation of quality care. It also needs to guard against inadvertent erosion of the
generalist values which imbue much of what we should treasure about the general
practitioner role. However given these caveats, we foresee further development of this
model and, at national level, will be taking forward discussions on GP career development,
including GPwSIs, with NES, the Royal College of General Practitioners, NHS Boards, the
universities, CCI and the relevant regulatory bodies, to develop this agenda. 

3.3.5 Non-clinical work by GPs

GPs contribute to Board primary care management in a variety of roles including appraisal,
service re-design, involvement in Community Health Partnerships, GP IT facilitation, audit
and OOH service management. They are also active in training and teaching, both post-
and under-graduates, academic work and research. GPs also require continuous
professional development which needs protected time away from clinical work and they
have a contractual requirement to participate in annual appraisal. These pressures take
GPs away from clinical work and increase the demand for back fill.

National Workforce Planning Framework 2005 
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3.3.6 Demographic changes

While the overall population of Scotland is projected to decline over the next 10 years, the
number of older people is projected to increase, particularly those over 85 years. Older
people generally have greater healthcare needs and these impact particularly primary care
services, where effective management of long term conditions, often with co-morbidity in
elderly people, is most required. 

Based on data from the Practice Team Information (PTI) system at ISD for 2003-4 (the most
recent data available) it is estimated that both males and females aged over 85 years
contact a member of the practice team about 15 times per year. For most other age groups
females tend to have higher contact rates than males, with for example females aged 45-
64 years likely to contact their general practice around twice as often during a year
compared to similar aged males. Different members of the practice team see a different age
profile of patients – for example PTI data show that the elderly are mainly seen by practice
nurses or district nurses rather than GPs. 

Figure 18 shows the projected increase in demand for the services of different members of
the practice team assuming that the average contact rates by each age and gender group
remain as they were in 2003-4. Service demand here means the total number of patient
contacts that would be necessary to treat the future population assuming the average
number of contacts per person remained the same as they were in 2003-4. This is shown
alongside the actual growth in workforce during the previous ten years. 

Figure 18: Projected growth in patient contacts based on projected populations
changes only

Source: Government Actuarial Department. 

The approach taken here looks at the effects of population change in isolation and does
not take into account other drivers of service demand such as changing prevalence of
disease and co-morbidity in the population, future service re-design and contractual
changes. However it is informative to note that in Figure 18 projected demand for GPs (and
practice nurses) is less than workforce growth experienced in the ten years to 2003.
Projected growth in demand for district nurses is highest and is similar to the growth
already experienced in the ten years to 2003. Most district nurse patient contacts are with
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% projected growth in contacts 2003-13 % actual workforce growth 1993-2003

GPs 2.3 7.5

Practice Nurses 5.2 60.0

District Nurses 14.8 18.5

Health Visitors -5.8 -0.4
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the oldest, homebound proportion of the population whose numbers are predicted to rise
most sharply in the coming years. The demand for health visitors is projected to continue
to fall, in line with falling numbers of young children. 

3.3.7 Patterns of ill health 

As identified in Building a Health Service Fit for the Future the incidence of chronic
conditions will increase, particularly as the numbers of elderly in the population increase.
Conditions such as diabetes, asthma, obesity, mental health, and some of the more
traditionally ‘acute’ conditions such as cancer and coronary heart disease will need more
systematic and careful management in primary care settings. Health improvement services
such as smoking cessation and well man clinics will also continue to place demands on the
primary care team, including an element of the GP’s time. 

Much chronic disease management has been undertaken by practice nurses since 1990
and contacts with these professionals have risen sharply. However this has not led to a
decrease in GP contacts, suggesting that nurses are filling an unmet need rather than
taking over work previously done by GPs. Increasing co-morbidity and a drive to manage
chronic illness and serious conditions in a more sophisticated manner closer to people’s
homes may also lead to the need for more GP intervention. 

Furthermore, Building a Health Service Fit for the Future recommends a more proactive
targeting of deprived areas to reach out with anticipatory care to prevent future ill-health
and help tackle health inequality. Depending on the design of such services there is likely
to be some impact on GPs.

SUPPLY

Official figures on the numbers of GPs working in NHS Scotland show a relatively modest
but consistent year-on-year increase in numbers over the 10 years to 2004. The WTE
number of GPs (excluding registrars, retainees and sessional GPs) increased from 3417 in
1994 to 3663 in 2004, an average increase of 0.7% per annum. These GPs were
distributed among 1046 practices across Scotland giving an average of around 3.5 GPs
per practice. This average has been rising in recent years, mostly due to the steady
decrease in the number of smaller and single-handed practices. 

3.3.8 GP Registrar Training Numbers

GP Registrar places are administered by NHS Education for Scotland. For the period
2003/4 to 2005/6 additional funding has been made available to increase the annual
number of GP registrar places to 280, up 30 places per annum from the previous
complement of 250 places.
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The annual output of trained GPs from this cohort is lower than the total number of funded
places due to some doctors training less than full-time and to others taking more than a
year to complete their training (for reasons ranging from sick leave and maternity leave to
failure of summative assessment). Based on data for 2003/4, the destination of GP
Registrars after one year can be estimated as follows:

Figure 19: Estimated destination of GP Registrars after one year

This suggests that around 20% of trained GP Registrars leave Scotland upon completion
of training (although some of these may return to Scotland later), with a further 10%
returning to the acute sector. This leaves at least 70% remaining in Scotland in primary care. 

3.3.9 Sessional GPs

Sessional doctors are freelance and are employed by practices on a regular or occasional
basis, including for maternity or sickness cover. Based on numbers on the Performers’
List28 we estimate upwards of 800 sessional GPs are working in general practice, which
represents a significant proportion, in the region of 15-20%, of the overall GP workforce. 

There is evidence that newly-trained GPs are more likely to take up posts as sessional
doctors rather than as principals or salaried doctors. Recent analysis using 2003 data
suggests that while only 10% of registrars became principals (now called performers) one
year after training, over 60% were working in general practice. The vast majority of these
will be working as sessional doctors rather than as salaried doctors, largely due to a mixture
of opportunity and choice. 

Even though we know that many GPRs work as sessional doctors immediately after
completion of training, the lack of data on the subsequent career flows of such doctors
makes assessment of the contribution of sessional GPs difficult. It is important that this
‘hidden’ element of the workforce is measured to allow us to make an assessment as to
whether the supply of GPRs requires adjustment in order to meet future demand. 
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Repeats (e.g. due to sickness) 30

Return to Senior House Officer role in acute 
sector 30

GP Performer/salaried/retainee 40

GP sessional 130

Other (e.g. leave NHS Scotland) 50

Total funded places 280

28 All GPs working in primary care in Scotland are required to be on the Performers’ List of the NHS Board area(s) in
which they are performing
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3.3.10 Age profile

Figure 20 shows how the age distribution of GPs has changed over the last 10 years, with
more GPs aged over 40 in 2004 compared to 1994, and fewer aged less than 40. This
means we can expect a greater number of retirals over the next 10 years than there has
been in the past.

Figure 20: Age profile of GPs*

* Includes GP Performers in 2004 and GP Principals in 1994

3.3.11 Gender mix

Figure 21 shows that while the number of male GPs has decreased in the last 10 years the
number of female GPs has increased by 47% and they now constitute over 40% of the
workforce. This proportion is likely to continue to rise in future years since the proportion of
Registrars that are female has risen from 59% in 1994 to 66% in 2004.

3.3.12 Flexible working

Figure 21 also shows that female GPs are much more likely to work part-time than male
GPs. However over the last ten years the proportion of GPs working part-time has
increased among both male and female GPs. A significant proportion of female GP
registrars also now train part-time.
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Figure 21: Gender and contract type profile of GP workforce 
as at 30 September 2004

n.a. not available
* Excludes salaried GPs; data not available.
s Excludes Retainees and sessional GPs.

3.3.13 Modernising Medical Careers (MMC)

MMC is set to change the way that all doctors, including future GPs, are trained. Under
MMC there are plans to increase the exposure to general practice among trainee doctors
by offering 4 month rotation periods during the two year Foundation Programme. This will
give those potentially interested in pursuing a career as a GP more relevant experience on
which to base their decisions.

After the Foundation Programme trainees will apply to join a Specialist General Practice
Training Programme which will involve a period in general practice and a period in a
hospital-based setting gaining appropriate experience. The precise arrangements are still
in the process of being finalised but it is envisaged that the period spent in general practice
will be longer than the current 12 month registrar period. This could potentially have
implications for the supply of GPs if, on implementation, there is a year when a cohort 
of Registrars do not enter the trained GP workforce. However the overall impact will not 
be known until arrangements are agreed on how MMC will be phased in to replace the
current structure, and in particular how existing Senior House Officers will slot in to the new
training programmes.
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1994 2004
Headcount % Part-time Headcount % Part-time

GPss Male 2,437 3.0* 2,343 8.4
Female 1,121 26.2* 1,643 42.5
Total 3,558 10.2* 3,986 22.5

GP Registrars Male 115 n.a. 96 1.0
Female 163 n.a. 187 20.3
Total 278 n.a. 283 13.8
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CONSIDERATIONS FOR WORKFORCE PLANNING 

The analyses described in this section highlight some of the challenges to be faced in
planning the future GP workforce. In order to achieve an effective alignment between
supply and demand we must build a better evidence base around the dynamics which
impact on the GP workforce so that we can take decisions on GP registrar numbers which
are properly informed by a clear understanding of the future requirement for GPs, whether
sessional or non-sessional. That requires also a full understanding of how the role of the
GP will change in relation to the wider primary care team, and the future direction of primary
care services in the wake of Building a Health Service Fit for the Future.

More information is needed on the contribution and work patterns of sessional GPs who
provide a significant proportion of medical services to the population, especially in the south
of Scotland and the Central Belt. More precise planning of the future workforce and the
number of training places requires a more detailed picture of the size and shape of the
entire pool of GPs providing services to the NHS. Practices themselves are in the best
position to provide information on their use of sessional GPs. 

This data collection should be part of a wider process for collecting robust data on the
whole of the practice-based workforce. Doctors, nurses, administrative, managerial and
clerical workers, AHPs and other ancillary healthcare workers are all employed by practices
at an unknown level. It is vital for workforce planning that a routine, accurate and inclusive
method for such data collection is established. 

The effect of the new contractual arrangements on GP recruitment and retention also
needs to be monitored to allow projections of the future supply of GPs to be more
accurately estimated. MMC may also have an effect on the supply and demand for GPs
and up-to-date information will be essential to allow accurate projections of future GP
needs. By comparison with hospital specialty training programmes the lead time for an
increased yield from GPR training is relatively short at 3 years. This allows for a swifter
response to be made to change in future GP requirements through adjustments to the
number of GPR places.

We will also work with NHS Boards and regions and with other key stakeholders to assess
the role of the wider primary care team, within and beyond GP practices, and the
contribution which can be made by expanded and new roles carried out by non-GP
members of the team, including the scope for introducing a ‘physician assistant’ role.
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3.4 THE DENTAL WORKFORCE 

DEMAND

There have been a number of projects undertaken and publications released recently about
the demand and supply factors affecting the dental workforce. These include An Action
Plan for Improving Oral Health and Modernising NHS Dental Services in Scotland29 which
provided the Scottish Executive response to the consultation on modernising dental
services that took place in 2004. The Action Plan recognises that dental service provision
is not just about the dentist but the whole dental team, including the Professions
Complementary to Dentistry (PCDs) such as hygienists, therapists, nurses, technicians and
administrative practice staff. Access to Dental Health Services in Scotland,30 commissioned
by the Scottish Parliament’s Health Committee and published in February 2005, includes
information on areas where the availability of NHS dental services is reported as insufficient
to meet need or demand. Workforce Planning for Dentistry in Scotland,31 the fourth in a
series of workforce planning reports, provides both a context for the development of dental
services in Scotland and detailed workforce information on which to base decisions about
the future configuration of the workforce in order to meet demand.

3.4.1 The impact of team working

Dentistry is provided within NHS Scotland under General Dental, Community Dental and
Hospital Services with input from a range of dental team members including dentists,
hygienists and therapists, dental nurses, administrative staff and technicians. Each has a
key role to play in the delivery of patient care and there is agreement that maximising the
potential of the whole team is critically important.

The General Dental Service provides the majority of dental services (accounting for
approximately 75% of the costs of all NHS dental services in Scotland). General Dental
Practitioners (GDPs) are independent contractors who, while working under existing NHS
arrangements, treat children and adults under a hybrid capitation and continuing care
arrangement, supported by an item of service fee structure. While some practitioners undertake
only private work, many GDPs undertake a mixture of private and NHS treatment.
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30 Access to Dental Health Services in Scotland (Scottish Parliament, Health Committee Report, February 2005)
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General Dental Practitioners will need to become fully involved in developing a
comprehensive approach to maximise the contribution and skills of all dental professionals.
There will be implications in terms of the service being able to absorb the additional training
places in training practices with the additional workload that this brings.

The use of salaried dentists to improve accessibility has been relatively successful in some
remote and rural areas and these will have an increasingly vital role to play in meeting the
need of disadvantaged groups and those with special needs. The pressure will come in
terms of improving efficiency relating to the availability of evening and weekend
appointments and waiting times for routine treatments. From April 1 2005 NHS Boards can
commission salaried services in accordance with their resources to meet local priorities,
including the need to complement GDS provision, as defined within the SEHD primary care
letter of 13 April 2005.32

3.4.2 Demographic changes, pattern of dental health, public demand, policy priorities

Currently, 49% of Scottish adults and 66% of children are registered with an NHS dentist,
with additional numbers of children and adults accessing primary care services through the
Community Dental Service and under private arrangements. 

As the demographics within Scotland change so the nature of NHS dentistry will have to
adapt to meet the changing demands. Projections show that the proportion of edentulous
people (those without teeth) over 65 years of age is expected to reduce from 55% in 1998
to 20% in 2028. There is an implication that such improvements in oral health tend to be
associated with an increased use of dental services, but what these services are and how
they are used (for example expanded cosmetic utilisation) is difficult to predict.

Overall the dental health of Scotland’s children has improved over the last 30 years.
However well over half of five year olds in Scotland in 2003 had some dental decay, with
those from deprived communities bearing the greatest burden. Likewise, the oral health of
adults in Scotland has markedly improved over the same period and this is likely to
continue. In the future, fewer adults will be edentulous and more will retain more teeth as
they grow older.

Patient expectations are changing in terms of what they demand of dental services and this
will have a bearing on the number of dentists and the Professions Complementary to
Dentistry. The Action Plan for Improving Oral Health and Modernising NHS Dental Services
in Scotland highlights a number of ways in which the Scottish Executive aims to tackle such
situations. There is a shifting emphasis in dental care towards improving oral health by
prevention rather than treatment. This shift will also have an impact on what a dentist does
and how services are delivered.

National Workforce Planning Framework 2005 
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Currently, there are a number of Scottish Executive policies which will affect the level of
demand placed upon the dental services. These include: 

• Partnership Agreement commitments – to systematically introduce free eye and dental
checks for all before 2007. From April 2005 an oral examination will be free for those
aged 60 and over.

• Action Plan for Improving Oral Health and Modernising NHS Dental Services in
Scotland – a number of commitments and targets are included in that document,
which are aimed at taking a co-ordinated approach to health improvement and dental
services and working in partnership with the key professions and agencies in health
and education to transform oral health in Scotland by the end of the decade and make
NHS dental services available to all who need them.

3.4.3 Independent sector

Workforce Planning for Dentistry in Scotland reported that across Scotland there are
significant variations in the provision of NHS and private care. No restriction can be placed
on an individual GDP who may wish to work within the independent sector. This has and
will continue to have a bearing on the number of dentists within NHS Scotland and the
associated geographical coverage. Private sector services are not evenly distributed
geographically with a greater proportion in Aberdeen, Edinburgh and Inverness. Although
use of public sector dental services has remained constant, the private sector dental
services has increased significantly in recent years. Consequently, 350,000 additional
patients have obtained dental care.

The Action Plan for Improving Oral Health and Modernising NHS Dental Services in
Scotland focuses on ensuring that those independent contractor dentists who have been
or continue to be either wholly or partly committed to NHS Scotland dental services are
suitably rewarded. However, the independent sector will continue to feature in the provision
of dental services in the future.

Workforce Planning by Staff Group 3
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SUPPLY

The number of dentists in Scotland has increased by 70% since 1975, and continues to
rise steadily. Figure 22 shows that consistently over the last 10 years joiners have
outstripped leavers, giving a net growth year on year.

Figure 22: Joiners and leavers

Data from ISD indicates that, at September 2004, there was a total of 2,161 dentists
working in General Dental Services in Scotland, including salaried and non-salaried
principals, assistants and vocational trainees, up by 2% from the same point in 2003. All
the dentists in the table above provide NHS services. Any dentist who provides a wholly
private service has not been included.

3.4.4 Gender Mix

The proportion of females has increased from 31% in 2000 to 34% of GDPs in 2004 and
this is an ongoing trend. 

3.4.5 Age Profile

Female dentists tend to be younger than male dentists: at 31 March 2004, 64% of female
dentists were aged 39 or under, compared with just 38% of male dentists. Figure 23 shows
the number, age profile and gender of non salaried principles only.
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Figure 23: Age profile by gender

Figure 24: Age of dentists as at 31 March 2004 

In 2004 there were 81 salaried dentists employed within NHS Scotland, an increase of 53%
from the 53 employed in 2001. It is anticipated that this number will increase in light of NHS
Boards being given authority to appoint to areas where the existing NHS service is either
stretched or lacking.

In 2004, 91 graduates from Scottish dental schools entered vocational training in NHS Scotland
by 30 September of their graduation year, which equated to 79% of the total number of
graduates. This compares to the previously available data, covering the years from 1995 to
1999 which indicated that, on average, only 58% of dental graduates started their
vocational training in NHS Scotland. This trend indicates that the level of retention is
improving significantly.
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This trend is supported by an increase in the number of vocational training places in order
to match the annual dental graduate output.

3.4.6 Dental Students

In Scotland, Dundee and Glasgow Dental Schools train all dental students, the number of
which has traditionally been set as a student intake target. 

In 2000, to better plan the number of postgraduate places for dentists in Scotland, an
output graduate target was set at 120. The dental student attrition rate for the full 5 years
of dental school varies considerably from 5% to 12%, dependent on each cohort of students.
The Scottish Higher Education Funding Council (SHEFC), with the Universities, is tasked
with ensuring that the output is as consistent as possible and to adjust the intake yearly.

The graduate target has been increased from 120 to a target of 136 per year by 2006, and
143 per year by 2008.

PARTNERSHIP AGREEMENT UPDATE

In the Partnership Agreement the Scottish Executive recognised the need for an increase
in the number of dentists and dental graduates in Scotland and committed to undertake an
assessment of the reasons for the shortfall in the number of dentists in some areas and the
options for addressing that. It was agreed that this work would be completed by April 2005.
This was achieved through publication of An Action Plan for Improving Oral Health and
Modernising NHS Dental Services in Scotland in March. The Action Plan recognises that
over the next two to three years an increase in the number of dentists is needed. Measures
to address this are outlined in the report and are set out elsewhere in this section. 

Looking towards the future the Scottish Executive, in partnership with NHS Scotland, will
publish annual reports on progress on implementing the action plan including the increases
in the numbers of dental students, dentists and dental professionals.
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CONSIDERATIONS FOR WORKFORCE PLANNING

Modernising NHS dental services in Scotland presents a number of challenges, one of
which is around the workforce. The Action Plan for Improving Oral Health and Modernising
NHS Dental Services in Scotland states “it is essential that if we are to achieve our aim of
securing improvements in oral health and health services, we must act now to ensure that
current workforce issues do not restrict our ability to deliver the comprehensive service to
which we aspire”. The Action Plan sets the targets of increasing the number of dentists by
at least 200 over the present number, at an average rate of 50 per year and raising dental
student numbers to achieve a dental graduate increase of 136 by 2006 and 143 by 2008.
It also recommends the introduction of Vocational Training posts for all dental graduates
and of a bursary scheme for dental students linked to NHS commitment. 

Planning for the dental workforce needs to be developed in line with other developments
for primary care services. NHS Boards should begin to consider dental services as part of
their workforce plans taking account of the Action Plan and its implications at local levels.

Workforce Planning by Staff Group
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3.5 NURSES AND MIDWIVES
Nursing and midwifery staff are the main care givers in the NHS; they number over 54,000
and represent 43.3% of the whole workforce. They are therefore crucial to the delivery of
effective health services in Scotland. Furthermore, the role of the nurse/midwife will change
in the future as the NHS is modernised. We are set to witness a shift to community based
services and more working in multi-disciplinary and multi-professional teams which will
bring to the fore the contribution of the general, specialist and extended scope nurse. New
roles and responsibilities are already extending and changing the traditional definition of the
nurse/midwife as changes in the medical workforce and redesign of health services
underscore their increasingly pivotal role. 

DEMAND

3.5.1 Waiting Times

As described in Chapter 2 new waiting times targets and standards will require increased
inpatient and outpatient activity. While increases in productivity and redesign of services will
contribute to meeting this demand, there will still be a need for additional staff. As before,
there are two workforce demands arising from waiting times targets: one is the initial push
to bring current times down to the target level and the other is the on-going activity to
maintain them at that level. Staffing estimates are therefore made for non-recurring and
recurring needs.

Figure 25: Demand for extra nursing capacity to meet waiting times targets (WTE)

Non-Recurring Per Year Recurring Per Year
in 2006-2007 after 2007

Specialty High Estimate Low Estimate High Estimate Low Estimate

Cardiology 16.5 9.9 11.2 2.6

Dermatology 10.7 0.5 7.7 0.6

ENT 20.0 8.0 4.6 2.8

General Medicine 84.9 25.0 136.2 54.3

General Surgery 65.7 54.2 31.5 16.5

Gynaecology 9.3 4.8 19.2 8.2

Opthalmology 16.8 9.8 10.8 9.2

Oral Surgery 8.8 1.8 11.8 2.5

Orthopaedics 223.9 134.0 85.0 51.0

Plastic Surgery 70.2 8.6 20.5 4.3

Urology 20.0 5.7 39.7 3.5

Total (WTE) 546.9 262.1 378.2 155.5

Total Headcount 639 307 442 182
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Detail on methodology used can be found in the supplementary Annex. It should be
stressed that the above assessment assumes that the way in which NHS services are
delivered will stand still, with no change in the design of services, working patterns or
productivity – past experience suggests this will not be the case. And not all of this demand
will necessarily need to be met from within the NHS. Use of the independent sector to
deliver waiting list activity will reduce the requirement for extra nursing capacity in the NHS
to achieve these targets. NHS Boards and regions will need to assess in their workforce
plans the workforce required to meet the waiting times targets and standards, taking
account of service redesign and the potential for productivity gains in their area. 

3.5.2 Working Time Regulations

Working Time Regulations, as they apply to nurses and midwives, have been in effect since
1998. However the application of regulations on working time to junior doctors will have a
further knock-on effect for nurses and midwives. As explained in the earlier section on the
medical workforce, the service delivery capacity of junior doctors will reduce by 2009 as a
result of the regulations. There will be a variety of solutions to address that reduction in
capacity and it is likely that some will result in an increase in demand for the nursing and
midwifery workforce. 

3.5.3 Regulatory Changes

The UK-wide Nursing and Midwifery Council (NMC), which regulates the nursing and
midwifery professions, is undertaking major reviews and consultations on a number of
issues which could have a wide ranging effect on the nursing and midwifery workforce. For
example they are beginning a review of pre-registration nursing (including registration of
overseas professionals) and the possibility of a four-year training programme. They have
just completed a consultation on a framework for standards of post-registration nursing.
They are also setting new standards for mentors and teachers.

A Review of Non-Medical Regulation (looking at regulation of all non-medical clinical staff in
the light of Shipman enquiry) being undertaken by the Department of Health in England
(Foster Review) may also have implications for the nursing and midwifery workforce. The
review is considering, among other things, regulation of existing roles, new roles and
support workers as well as matters affecting Continuing Professional Development and re-
validation. Their report is due by the end of 2005. 

Workforce Planning by Staff Group
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3.5.4 Mental Health 

The Mental Health (Care and Treatment) (Scotland) Act 2003 will come into effect in
October 2005. The Act signposts the start of new era in mental health practice in Scotland
and will require a comprehensive range of provision as the foundation on which to build new
services and approaches that will enhance mental health and mental health services, including:

• the need to develop, extend and deliver models of service within the community, for
example 24/7 crisis intervention, home treatment and assertive outreach.

• the need to ensure access to appropriate inpatient facilities for young people, mothers with
perinatal illness and their babies, and to provide the least restrictive environments
possible for people with mental health problems who have committed criminal offences.

• the need to ensure the provision of a range of therapies including psychosocial
interventions, meaningful activity, employment and support for recovery. 

• the need to expand and deliver wide access to different levels of psychological
interventions in mental health services and primary care.

While the exact workforce implications of these changes are not yet clear, they will require a
flexible, skilled and experienced nursing resource. Judgements on their impact on the nursing
workforce have been taken into consideration as part of the general assessment of future
demand from NHS Boards used in the annual Student Nurse Intake Planning (SNIP) exercise.

A review of mental health nursing is also being undertaken reporting in March 2006.
Demographic challenges, changes in the roles of other mental healthcare professionals and
the need to develop workforce capacity, skills and roles to enhance the provision of primary
and community-based services are issues that will be highly pertinent to that review. 

3.5.5 Demographic changes, patterns of ill health and public demand

As the largest part of the NHS workforce, increased demand for healthcare services will be
reflected in an increased demand for nurses, although the roles and proportion of registered
and non-registered nurses will change. Increased chronic disease management may lead
to more nurse-led services and likewise more proactive public health promotion services
could be predominantly delivered by nurses. With regard to midwifery, a falling birth rate in
Scotland might be thought to indicate a fall in demand. However, if midwifery-led maternity
services increase, as indicated by the Expert Group on Acute Maternity Services,33 then this
will not necessarily be the case. These are dynamic areas and NHS Boards will need to
monitor developments carefully to accommodate them in their workforce plans.

33 Implementing a Framework for Maternity Services in Scotland – Overview Report (Scottish Executive, Expert Group
on Acute Maternity Services, 2002)
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3.5.6 Pay Modernisation

The Agenda for Change pay system for nursing and other non-medical staff came into
effect on 1st October 2004, introducing 3 pay spines and 9 new pay bands to which staff
are matched on the outcome of a job evaluation process. In the medium to longer term
Agenda for Change will be a key lever for facilitating redesign of services that maximise
existing capacity and allow for more responsive services to patients. In the immediate term
there are three elements that have a direct impact on workforce capacity:

( i ) Annual Leave / Public Holiday entitlement are harmonised under Agenda for Change.
Where staff had previously been entitled to a higher rate of annual leave, this entitlement is
protected for five years. The new harmonised Agenda for Change rates are- 

• On appointment – 27 days annual leave and 8 days public holidays

• After 5 years service – 29 days annual leave and 8 days public holidays

• After 10 years service – 33 days annual leave and 8 days public holidays.

(ii) Contracted Hours: the full time working week is now standardised at 371/2 hours.
Transitional arrangements have been put in place for those working more or less than that
prior to Agenda for Change. Part time staff may opt to either remain on their current
arrangements or reflect pro rata the new full time arrangements.

(iii) Overtime: Staff in pay bands 1 – 7 who work beyond the standard 371/2 hour week will
be paid overtime at a rate of one and a half times basic pay plus any long term recruitment
and retention premia. Staff in pay bands 8-9 will not be eligible for overtime payments. 

In analysing the combined impact of these changes a reduction in capacity is indicated as
follows: 

Figure 26: Immediate impact of Agenda for Change on capacity

Workforce Planning by Staff Group

Staff Group Percentage of WTE in Post

Nursing and Midwifery -1.2% (-647.7 WTE)
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Although this shows a reduction in capacity equivalent to 648WTE nurses and midwives,
this does not translate into a requirement to recruit an extra 648 staff, given the scope for
managing change in leave and weekly hours through modifications to working patterns and
other approaches to backfilling absences.

New GMS Contract – The new GMS contract deliberately focuses the contractual
relationship on the whole practice team and provides a platform for more practices to
extend the range of services they provide to patients. These developments will increase the
demand for nursing staff, such as practice nurses. A strategy was published in 200434

which will help develop practice nursing in new ways, for example by introducing a skill mix
model in the form of healthcare assistants, staff nurses, specialist practise nurses and
advanced practitioners. 

As part of the SNIP exercise for determining nursing intakes in 2005/06 a 15% increase in
demand for newly qualified staff over the next 5 years was factored into the modelling
process in anticipation of the impact of the new GMS contract. 

Out of Hours provision across NHS Boards in Scotland is changing as GPs opt out of this
service under the new GMS contract. In a recent national survey on Out of Hours services,
data was collected during the period November 2004 – January 2005 on Boards’ plans for
future out-of-hours services. Most NHS Boards anticipate a move towards a multi-
professional service with a greater proportion of services delivered by non-GPs (including
nurses, paramedics and AHPs) over the next two years. Figure 27 indicates the anticipated
increase in nursing and total non-medical capacity required to deliver these services. 

Figure 27: Anticipated required hours for Out of Hours services

Scotland

Hours Jan 05 Jan 06 Jan 07

Nurses 24,976.26 27,727.50 29,741.71

Total Non-medical 25,351.56 29,020.56 32,018.08

34 Framework for Nursing in General Practice (Scottish Executive, September 2004)
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3.5.7 Productivity and Workload

The Facing the Future group was established in 2001 to take forward work on a number of
key themes to improve recruitment and retention within the nursing and midwifery
workforce. As part of this work the group commissioned research into nursing and
midwifery workload and workforce planning. The resulting report, Nursing and Midwifery
Workload and Workforce Planning Project,35 made two recommendations that affect
capacity and how that capacity should be measured. Recommendation 17 advised that
establishments should ensure that nurses and midwives who have overall team leadership
responsibility in the direct care area have a minimum of 7.5 hours per week of protected
time to enable them to focus on leadership, managerial, education and clinical governance-
related aspects of their role. Recommendation 18 stated the predictable absence
allowance should be a minimum of 21%, with a proportion (recommended as 1 of 21%)
defined to support systematic management of maternity leave. These recommendations,
along with the other eighteen, are now being implemented across NHS Boards. 

During the 2004/05 SNIP exercise, workload and its likely effect on future demand was
taken into consideration for the first time. The resulting increase in demand, estimated at
2.1%, was then applied to the modelling process for arriving at recommended student
intakes for 2005/06.

3.5.8 Service redesign and new roles

The nursing profession has been at the forefront of developing new and extended roles.
More than ever before, nurses are being encouraged to develop in new ways to provide
more patient focused and effective delivery of care. A new roles Framework for Developing
Nursing Roles36 has been published, by the Scottish Executive following extensive
consultation with service providers. This framework will allow new roles to be developed in
a clear and systematic manner. 

Increased demand in disease-specific areas (for example long term conditions, patient
rehabilitation) has led to the creation of specialist and new nursing roles, and sub-
specialisation across medicine has spawned the development of generalist and specialist
roles to support specialist doctors. New roles have been created by merging advanced
nursing roles with traditional medical roles, such as Anaesthetic and Critical Care
Practitioners (ACCPs). Further developments are anticipated as a result of the changes
facing the medical workforce.

Workforce Planning by Staff Group

35 Nursing and Midwifery Workload and Workforce Planning Project (Scottish Executive, 2004)

36 Framework for Developing Nursing Roles (Scottish Executive, 2005) 
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The advent of NHS 24 has created a further demand on the nursing workforce and staffing
pressures have been experienced as a result. These are being considered by a review of
NHS 24 which is currently underway, and on which an interim report was recently
published.37 While the National Workforce Plan 2005 – A Framework for NHS Scotland
considers workforce planning in the long term to 2015, demand over a shorter period for
nursing staff from organisations such as NHS 24 is taken into consideration at national level
as part of the annual SNIP exercise.

The development of diagnostic treatment centres and developments in ambulatory care
and intermediate care will also impact on the nursing and midwifery workforce. Building a
Health Service Fit for the Future puts greater emphasis on more care being delivered and
managed by healthcare professionals who are not doctors. Nurses are already extending
current roles and developing new ones. This will continue as further opportunities become
available across the healthcare delivery field from additional preventative intervention,
extended primary care services, specialist work in unscheduled and planned acute care
and also in rural healthcare.

Through the development of Community Health Partnerships (CHPs) joint working with
other key partners in community settings such as social care providers and the voluntary
and independent sector are set to become more prevalent. Nurses and other occupational
groups will be required to work across organisational boundaries to provide integrated and
improved services to their local communities.

3.5.9 Care Homes

The collection of current workforce data and demand forecasts across the care home
sector for registered staff is difficult to achieve, mainly because of the large number of
independent organisations involved. Therefore three censuses run by Information Services
Division of NHS National Services Scotland (ISD), in March 2002, September 2003 and
March 2004 have been used collectively to calculate an estimate of the number of nursing
staff employed by care homes. As Figure 28 shows, this amounts to a considerable
number of registered nurses and has the potential to rise over the next decade as the
elderly population in Scotland increases.

37 Interim Report: Review of NHS 24 (Scottish Executive, June 2005)
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Figure 28: Breakdown of registered nurse numbers across care homes

SUPPLY

Nursing and midwifery staff make up by far the largest portion of the workforce in NHS
Scotland. Data at 30th September 2004, show that nurses and midwives (headcount)
accounted for 43.3% of the NHS workforce.

Figure 29: Breakdown of nursing and midwifery workforce in NHS Scotland

Of the total Nursing and Midwifery workforce in 2004, 71.3% are registered nurses and
midwives. Of those, 7.35% are registered midwives. The numbers working in care homes
(see previous section) are additional to these numbers.

3.5.10 Gender mix

The nursing and midwifery workforce is predominantly female, with only 10% of the
workforce represented by male staff in 2004. The following graph shows the breakdown in
gender across the total nursing and midwifery workforce in Scotland. 
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Estimated total number of staff

Private Nursing Homes 5,760

Residential Care Homes 807

Total (Care Homes) 6,567

% Increase % Increase
WTE at 30 September 1999 2003 2004 from 1999 from 2003

Total Nursing and 
Midwifery Workforce 51,390.5 54,120.0 54,552.9 6.2% 0.8%

Registered Nursing and 
Midwifery Workforce 35,596.5 38,262.5 38,906.5 9.3% 1.7%

Registered Nursing Workforce 32,633.7 35,399.6 36,048.8 10.5% 1.8%

Registered Midwives 2,962.8 2,862.9 2,857.8 -3.5% -0.2%

Non-Registered Staff 15,793.9 15,857.5 15,646.4 -0.9% -1.3%
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Figure 30: Gender mix – nursing and midwifery staff as at 30 September 2004

3.5.11 Age profile

The age profile of this workforce has been ageing. At 30th September 2004, 23.0% of the
total workforce were aged 50 and over while only 11.9% of the workforce were aged less
than 30 years. 

0
2000 2001 2002

Year

2003 2004

Male

10,000

20,000

30,000

40,000

50,000

60,000

70,000

Female

Headcount



Chapter Title 3

69

Figure 31: Age profile – all nursing and midwifery staff as at 30 September 2004

Note: Numbers for age groups in the chart have been rounded up to one decimal place.

The changes in age profile for both registered and non-registered staff since 1998 are
highlighted in the graph below:

Figure 32: Registered and non-registered age profile (1998 and 2004)
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However given the record number of students in training since the introduction of the
Student Nurse Intake Planning process in 1996, one would expect the age profile to begin
to fall again.

3.5.12 Flexible working

The proportion of those who work part time in nursing and midwifery categories, among all
registered staff, and among all non-registered staff is presented in Figure 33. This shows
that while overall the majority of staff work full-time, a significant proportion work part-time
and a majority of non-registered staff work part-time. 

Figure 33: Registered and non-registered flexible working
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The proportion of the workforce that is part time is increasing slightly, as demonstrated in 
Figure 34. 

Figure 34: Contract type for nursing and midwifery staff (1999 and 2004)

The above shows only a slight increase in the proportion of the workforce working on a part
time basis, a trend confirmed in the average contracted hours worked by part time nurses
and midwives (Figure 35).

Figure 35: Average contracted hours of part time staff
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3.5.13 Vacancy rates

Nursing and midwifery vacancies have remained fairly stable, although there has been an
increase since the particularly low rate in 2000. The following table shows the vacancy
trends for all nursing and midwifery staff as well as showing rates for registered and non-
registered staff. 

Figure 36: Vacancies as a percentage of establishment at 31st March 2005

Long term vacancies (over 3 months), indicate where there has been difficulty in recruiting
to certain posts. The most recent statistics show that while there has been an increase in
2005, these rates remain comparatively low.

Figure 37: Long term vacancies as a percentage of establishment 
at 31st March 2005

1999 2000 2001 2002 2003 2004 2005

All staff 2.8 2.3 3.2 3.6 3.5 3.7 4.2

Registered 3.1 2.6 3.6 4.0 3.9 4.0 4.5

Non-registered 2.1 1.7 2.5 2.6 2.7 2.7 3.3

1999 2000 2001 2002 2003 2004 2005

All staff 1.0 0.6 0.5 0.9 1.0 1.1 1.6

Registered 1.1 0.7 0.5 1.0 1.1 1.2 1.7

Non-registered 0.7 0.5 0.4 0.5 0.9 0.9 1.2
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3.5.14 Leavers and Joiners

The leaving and joining rates associated with registered nurses and midwives are shown
in Figure 38.

Figure 38: Movements of registered nurses and midwives (joiners, leavers and
net gain)

This demonstrates that there has been in excess of 3,000 registered nurses/midwives
joining the NHS in Scotland in each year since 2000/01 and a net gain in numbers in every
year since 1998. 

‘All joiners’ are mostly made up of newly qualified nurses entering the workplace for the first
time and re-joiners who have previously worked within the NHS but have returned after a
break. Those joining from the nurse bank, that is nurses and midwives who have taken up
a substantive post having previously held a bank-only contract, are also included.

As well as joiners from the newly qualified group, there are joiners obtained through
international recruitment. Work is currently underway developing Partnership Information
Network Guidelines on best practice for recruiting from overseas. The Nursing and
Midwifery Council (NMC) have set new requirements for the programme which allows
overseas nurses entry to the UK Register. NHS Education for Scotland is currently leading
the development of suitable programmes in Scotland which will meet the NMC standard.
The number of admissions from overseas (non-EU) to the UK Register in the year to March
2004 was 14,122. In addition there were 1,030 from EU countries. 
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‘All leavers’ includes those leaving NHS Scotland as well as those who have left to take up
bank-only contracts.

Statistics show that as a percentage of the workforce the number of registered staff leaving
NHS Scotland has dropped from 7.4% in 1997/98 to 6.1% in 2003/04. Similarly, the
percentage of registered staff entering the workforce has increased since 1997/98 from
7.3% to 8.4% in 2003/04 (the latest available data).

3.5.15 Student intakes 

The number of pre-registration nursing and midwifery students has increased significantly
over the last few years. Student numbers have increased by 40.1% since 1996/7 and there
are record numbers in place with 9,264 students in 2004/5. Figure 39 plots the increase
since 1996.

Figure 39: Total pre-registration students in training
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Figure 40 offers a breakdown of the total pre-registration student population for each of 
the five individual training categories since 1996.

Figure 40: Pre-registration students in training by category

The Student Nurse Intake Planning (SNIP) exercise has been running for several years and
is a well recognised process for determining the number of pre-registration nurses and
midwives (students) required to meet future service demand. The SNIP process looks
beyond the ‘here and now’ and considers matching demand with supply projected over a
five year period. SNIP is updated on an annual basis in light of new and emerging pressures
and is undertaken in partnership with a range of healthcare partners including the Royal
College of Nursing, Royal College of Midwives and Unison. The outcomes help inform the
commissioning process with Higher Education Institutions.

The SNIP process takes a bottom-up approach, using intelligence gathered from Boards
and others, and results in recommended intake figures for 5 categories of student nurses
and midwives. In providing this, employers are asked to consider the main drivers on future
demand, and how these will impact on their overall demand forecasts. These include the
impact of service change, as well as the impact of the Pay Modernisation agenda, in
particular Agenda for Change.
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During the SNIP 2004 exercise further analysis on future demand was undertaken in
respect of: 

• The recommendations emanating from the Nursing and Midwifery Workload and
Workforce Planning Project;

• The GMS Contract and Out of Hours requirements;

• The Care Home sector workforce.

This additional demand was factored into the model to form the basis of the emerging
figures this year. The workforce dynamics around supply suggest that recruitment and
retention initiatives have been successful in more effectively aligning supply with demand.
Due to large increases in previous years’ intakes, more students are in the system and the
supply to NHS of newly qualified nurses and midwives has increased.

The emerging figure of 3,500 intake for 2005/06 is slightly higher than the figure suggested
by the model and reflects that element of professional judgement taken during considerable
discussions by the SNIP Reference Group. The recommended intakes are similar to the
actual number that Higher Education Institutions have been able to recruit to in recent
years. The agreed number of places to be commissioned from Higher Education
Institutions in 2005/06 and the breakdown across the categories are shown in Figure 41.

Figure 41: Recommended pre-registration student intakes 2005/06

Student attrition rates will have an impact on the final output figures. Latest available figures
suggest an average attrition rate of 22.9% taken over 3 year cohorts (latest full data held
for cohorts 1998/99, 1999/00 and 2000/01). The average attrition rate for individual
categories are shown below:

Nurse Category

Registered Registered Registered Registered Registered TOTAL
Nurse – Adult Nurse – Nurse – Nurse – Learning Midwife
General Children Mental Health Disability

2,480 165 580 75 200 3,500
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Figure 42: Student attrition rates (Diploma courses)

Furthermore, following the completion of their pre-registration training, not all nurses and
midwives choose to enter directly into employment. This ‘non-practice’ rate therefore has
a bearing on the supply of newly qualified nurses and midwives. Latest figures gathered
during the SNIP 2004 exercise suggest an average non practice rate of 14.8%.

PARTNERSHIP AGREEMENT UPDATE

3.5.16 Bank and Agency staff (Complementary Staffing)

The Scottish Executive’s Partnership Agreement37 sets out a range of commitments to
improving health services in Scotland. One of the commitments is to implement nationally
co-ordinated nursing bank arrangements that assist with nurse placement, improve patient
services and help curb expenditure on agency staffing.

Two recent reports provide recommendations to NHS Boards on nurse bank and agency
usage. Collectively they support the implementation of co-ordinated nurse bank
arrangements and help cut the costs of agency nursing. These are the report of the Nursing
and Midwifery Workload and Workforce Planning Project38 and the Nationally Co-ordinated
Nurse Bank Arrangements: Report and Action Plan.39

NHS Scotland is working to reduce its reliance on agency nurses and the related annual
spend. This is being done primarily by converting agency spend into increased
establishment and thus increasing overall capacity. It is also leading to an increased number
working on nurse banks across NHS Scotland. In the year to March 2005:

• Agency usage decreased by 12.4% compared with a rise of 13.7% for bank usage
over the same period.

Workforce Planning by Staff Group

Adult 22.4%

Mental Health 25.9%

Learning Disability 28.6%

Children 21.4%

Midwifery 26.1%

37 A Partnership for a Better Scotland: Partnership Agreement (Scottish Executive, May 2003) 

38 Nursing and Midwifery Workload and Workforce Planning Project (Scottish Executive, April 2004)

39 Nationally Co-ordinated Nurse Bank Arrangements: Report and Action Plan (Scottish Executive, March 2005)
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• The average WTE number of bank staff used by NHS Scotland increased from 2,279
WTE to 2,592 WTE.

• The average WTE number of agency staff used by NHS Scotland decreased from
739.4WTE to 648 WTE. 

Whilst the majority of nurses and midwives will hold substantive contracts, there will always
be a need for complementary staffing to cover short term absences. The services that the NHS
provides are based on good team work and staff from nurse banks form part of those teams.

There are some highly specialised clinical areas where there are not enough skilled nurses
within the service and agency staff are the main source of supply. NHS Boards’ workforce
planning must include taking a longer term view of how to provide the correct skill mix for
these areas in the future. 

3.5.17 Nursing and Midwifery workforce targets

Further Partnership Agreement commitments include a commitment to treble the number
of nurse consultants as well as to train, recruit and retain more nurses and midwives,
bringing 12,000 into the NHS by 2007. 

Against a target of attaining 54 approved Nurse Consultant posts, there are currently 49
approved nurse consultant posts in Scotland covering a number of fields of practice. These
include cancer care, child protection, public health, learning disabilities, older people’s
services, perinatal mental illness, family planning and sexual health, epidemiology and
infection control.

We conservatively estimate at least 3,000 qualified nurses will join NHS Scotland each year.
The actual figures since September 2002 have been and are likely to continue to be higher
– there has been a total of 7,923 joiners in the two years to March 2004 – given the
investment in the nursing and midwifery workforce to date. This has been largely through
initiatives launched under the banner of Facing the Future, such as increased student
intakes, Return to Practice programmes, the review of nurse workload as well as support
for new role development. This suggests that we are well on track to achieve and surpass
the recruitment target of attracting 12,000 qualified nurses and midwives to NHS Scotland
by 2007.
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CONSIDERATIONS FOR WORKFORCE PLANNING

The changing face of the health service in Scotland provides many opportunities for service
redesign and the nursing profession has been at the forefront in implementing new and
extended roles to deliver care. Increased demand in condition specific areas, such as long
term conditions, has led to demand for and the creation of specialist and new nursing roles.
Further opportunities are anticipated as a result of the Working Time Regulations and
MMC. NHS Boards need to consider all the options available to them in staffing redesigned
services particularly in relation to nursing, the largest staff group and to build this into their
workforce plans. It is important too that NHS Boards assess the ‘knock on’ effect of staff
taking on new roles and what that may mean for backfilling posts. The increase in students
numbers will mean a greater supply of newly qualified nurses and midwives. But not all
vacancies or new posts will be suitable for those who are newly qualified. NHS Boards will
therefore have to look at their requirements across the career grades and ensure there is
development of existing staff for career progression. This will assist both retention and
succession planning for backfilling posts.

The support worker cohort is also changing within its existing roles and moving into new
roles. NHS Boards will wish to build on the skills of the non-registered element of the
workforce offering development opportunities within support worker roles but also
development towards possible training for a registered profession. NHS Boards should
build in support worker participation in their workforce plans and engage with initiatives
such as the Scottish Executive’s programme ‘Closing the Opportunity Gap’.

Improvements in and consistent use of tools and methodologies for workload
measurement will allow for more accurate workforce planning at local level across all areas
of the nursing and midwifery professions. There is also scope for improving workforce
information and planning for the nursing and midwifery workforce operating in primary care
services. This is particularly relevant where the nursing and midwifery workforce are
delivering health services that are closely integrated with other services such as social care.
NHS Boards should engage with their partner agencies when considering workforce
planning for these services. The successful approach established through the annual SNIP
process offers a useful model and NHS Boards and regions will be able to develop and
refine this for their own local requirements. 

Workforce Planning by Staff Group
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3.6 HEALTHCARE SCIENTISTS
Healthcare Science was identified as a coherent group in the workforce with the publication
of Making the Change, A Strategy for the Professions in Healthcare Science.40 Following a
conference entitled “Healthcare Scientists in Scotland: Shaping the Future”, organised by
SEHD in September 2002 it was agreed to set up an overarching body in Scotland, known
as the Scottish Forum for Healthcare Science (SFHS) to facilitate the development of the
Healthcare Science workforce in Scotland. 

While the SFHS represents a significant step towards addressing issues in this part of 
the workforce, it is recognised that workforce planning for Healthcare Scientists is at 
the earliest stages of development. The Forum has highlighted issues for workforce
development, specifically the need to identify and profile the Healthcare Science workforce
in Scotland. This has been welcomed by the Scottish Executive which has provided funding
for such a project to improve baseline intelligence, map current data to the provision of
services and provide information on supply routes into the healthcare science group.

Healthcare Science encompasses at least 46 professional roles across the full spectrum of
healthcare. These are grouped into three broad divisions:

• Life Sciences

• Physiological Sciences

• Physical Sciences & Engineering

Within these professional roles, Healthcare Scientists undertake a wide range of different
functions, for example Clinical Biochemistry, Molecular Genetics, Audiology and
Biomechanical Engineering to name a few. In general, staff in this group are trained to
honours degree level, with some staff holding masters level and doctorate level training.
Those groups that are registered achieve this through the Health Professions Council.
Healthcare Science staff support a broad range of healthcare services in NHS Scotland.
However due to their relative small numbers, they remain susceptible to changes in service
demand and to new service delivery.

40 Making the Change – A Strategy for the Professions in Healthcare Science (Department of Health, 2001)
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DEMAND 

3.6.1 Workload

Increasing workload is an acknowledged reality for healthcare scientists within the NHS in
Scotland particularly as they are closely involved in the introduction of new technology. In
clinical biochemistry, for example, the rise in the primary care workload is reportedly far
higher than that in secondary care. 

The introduction of evidence-based clinical guidelines and national strategies also impacts
on the workload of laboratory medicine. For example the national priority given to cancer
services has reportedly increased demands on histopathology and there are pressures
facing the future provision of physics services for radiotherapy. Likewise, initiatives on
diabetes, cardiovascular disease and renal disease affect the workload of clinical
biochemistry. Increases in demand for diagnostic services also mean increased demand for
areas of healthcare science such as nuclear medicine and radiation protection services. 

Any marked increase in workload has the potential to impact on services and the ability to
meet patient needs if the required scientific staff are not in place to support increased
throughput. Effective workforce planning is therefore inextricably linked with effective
management of workload.

3.6.2 Waiting Times

There are a large number of areas of Healthcare Science that contribute significantly to
improving waiting times. For example, histopathology and cytopathology in the laboratory
sciences, nuclear medicine and radiotherapy in the physical sciences, and audiology and
cardiography in the physiological sciences. 

Other disciplines such as clinical biochemistry and haematology contribute significantly to
decisions on discharge of patients from hospital and can therefore have a considerable
impact on the efficiency of bed occupancy. In today’s environment there are greater
expectations of the service with increased pressure for faster turnaround of results and a
wider repertoire of services to be available on a 24/7 basis. NHS Boards will have to assess
the implications across the healthcare science professions of the waiting time standards
and targets.

3.6.3 Service Development

As Healthcare Scientists generally work in a high technology environment, they are very
much affected by innovative service developments. There are a number of recent examples
where the introduction of new services and new ways of working has had a direct impact
on the workforce.

Workforce Planning by Staff Group
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The introduction of molecular diagnostics has an effect across the field of laboratory
medicine and molecular testing is now mainstream in virology and in cancer diagnosis. The
concept of managed service provision is being introduced into the highly automated areas
of laboratory medicine which may result in the need for new roles and new ways of working
for Healthcare Scientists. 

3.6.4 New Role Development

Developments in technology are leading to increased point of care testing (POCT). This may
require expanded and new higher profile roles for Healthcare Scientists outside laboratories. 

Building a Health Service Fit for the Future acknowledges that shorter waiting times will be
achieved partly through better access to diagnostic services. The use of advanced
information, communication and engineering technologies will allow diagnostic methods to
be accessed and delivered in the community. This will undoubtedly lead to an increase in
locally delivered services as well as a demand for more specialised treatment to be available
in the community. This increased access by primary care teams to investigations and tests
as well as heightened demand for information will require a suitably skilled and competent
workforce, deployed in a manner that can meet patient expectations and the overall needs
of the community. 

3.6.5 Impact of technology

The development of new technologies clearly has a significant impact on the demand for
Healthcare Scientists and on the generation of new roles. For example:

• the introduction of robotics and tracking into laboratory medicine is bringing about high
level automation. This new technology can remove some of the workload pressures on
biomedical scientists but it also creates the need for high level technology experts. 

• developments in technology are likely to increase the use of POCT to provide rapid
near patient testing by non-laboratory personnel in a wide range of clinical settings.
This is likely to place different demands on Healthcare Scientists who will be
responsible for the quality management of the POCT.

• the quality and turnaround times of cervical cytology are being improved due to
developments in liquid based cytology. The introduction of immunisation programmes
will further affect this service in the years ahead.

• of particular value to remote and rural practice will be developments such as
telemedicine and the electronic transmission of high quality digital images. These are
expected to impact on the practice of histopathology, including quality control and
second opinions. 
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• digital technology has increased demands on Healthcare Scientists in many areas,
ranging from the introduction of Picture Archiving and Communications systems
(PACs) in radiology to the demand for digital hearing aids in audiology. 

3.6.6 Pay Modernisation

The Agenda for Change pay system for healthcare scientists and other non-medical staff
came into effect on 1st October 2004, introducing 3 pay spines and 9 new pay bands to
which staff are matched on the outcome of a job evaluation process. In the medium to
longer term Agenda for Change will be a key lever for facilitating redesign of services that
maximise existing capacity and allow for more responsive services to patients. In the
immediate term there are three elements that have a direct impact on workforce capacity:

(i) Annual Leave / Public Holiday entitlement are harmonised under Agenda for Change.
Where staff had previously been entitled to a higher rate of annual leave, this entitlement is
protected for five years. The new harmonised Agenda for Change rates are- 

• On appointment – 27 days annual leave and 8 days public holidays

• After 5 years service – 29 days annual leave and 8 days public holidays

• After 10 years service – 33 days annual leave and 8 days public holidays.

(ii) Contracted Hours: the full time working week is now standardised at 371/2 hours.
Transitional arrangements have been put in place for those working more or less than that
prior to Agenda for Change. Part time staff may opt to either remain on their current
arrangements or reflect pro rata the new full time arrangements.

(iii) Overtime: Staff in pay bands 1-7 who work beyond the standard 371/2 hour week will be
paid overtime at a rate of one and a half times basic pay plus any long term recruitment
and retention premia. Staff in pay bands 8-9 will not be eligible for overtime payments. 

In analysing the combined impact of these changes the following impact on available
capacity is indicated: 

Figure 43: Immediate impact of Agenda for Change on capacity

Workforce Planning by Staff Group

Staff Group Percentage of WTE in Post

Medical Technical Officers 0.9% less capacity

Biomedical Scientists 0.6% less capacity

Clinical Scientists 5.5% more capacity
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The new consultant contract may mean laboratories having to extend ‘normal working
hours’. Taken in conjunction with the Working Time Regulations (see below) this may in turn
lead to a need for increased numbers of Healthcare Scientists. It is also recognised that
Healthcare Scientists are reporting significant increases in workload as a result of the new
GMS contract where GP practices are extending the range of services they provide to
patients, including those that call on the services of healthcare scientists.

3.6.7 Working Time Regulations

Healthcare Scientists provide a 24/7 service in many areas, for example in providing
equipment repair services (medical physics technologists), laboratory analytical service
(biomedical scientists) and advisory service (clinical scientists). However, in delivering these
services, the Working Time Regulations need to be accommodated, often by ‘on-call’ and
shift working. The combination of achieving rotas that meet the WTR requirements and the
increasing volume and scope of activity demanded of a 24/7 service is anticipated to
impact on the number of healthcare scientists required.

3.6.8 Training and Continuing Professional Development

Healthcare Scientists are trained in clinically related science which is undertaken across a
wide variety of settings. This is usually to BSc level or above. Currently the provision of
education, training and development is variable. Some groups, such as Clinical Scientists
and Biomedical Scientists, have developed training programmes that lead to registration,
followed by continuing professional development. In the case of MTOs the mechanisms for
registration are being put in place but the arrangements for administering and funding this
training are currently under development.

The introduction of registration with the Health Professions Council for medical
technologists is envisaged as requiring all registrants to obtain a vocational degree in
medical technology. This creates a number of challenges regarding the provision of
appropriate training, some of which is peculiar to Scotland. Also, the introduction of limited
site-based training (such as SVQs and foundation degrees) and the support required for
assistant grades in laboratories needs to be considered as part of workforce planning, as
does the need for backfill to cover compulsory CPD for registered Healthcare Scientists.

SUPPLY 

Statistical data for Healthcare Science staff is currently collected by ISD as part of the
Scientific, Therapeutic and Technical group. This includes Allied Health Professionals,
Ambulance Staff, Clinical Psychologists, Optometrists and Pharmacists as well as data on
Clinical Scientists and those affiliated to Biomedical Science. 
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The 3 broad divisions of Healthcare Science – Life Sciences, Physiological Sciences and
Physical Sciences & Engineering – cut across the headings currently used for the collection
of data for healthcare scientist staff. These are Scientific & Professional staff (includes data
on Clinical Scientists) and Technical staff (includes Biomedical Scientists and Medical
Technical Officers). Scientific and Professional staff account for 1.7% of the NHS Scotland
workforce while Technical staff account for 5.1% (headcount). 

While the Healthcare Science workforce is wide and diverse, the remaining part of this
section reflects the current picture of data coverage – in particular Biomedical Scientists
and Clinical Scientists who are the cohorts about which we have the best intelligence. The
lack of robust detailed information for all Healthcare Science staff prevents a full analysis at
this time of the current supply of all healthcare scientists. However, as already mentioned,
a project to improve workforce information is being supported by SEHD in conjunction with
the Scottish Forum for Healthcare Scientists. Also, specific work is underway to review the
current Biomedical Science workforce – a large cohort and a crucial group in supporting
the broader clinical team.

3.6.9 Biomedical Scientists

Biomedical Scientists, formerly referred to as Medical Laboratory Scientific Officers
(MLSOs), provide an essential role in interpreting investigations for the diagnosis,
management and early detection of disease through specimen examination and clinical
interpretation. They work mainly within laboratory settings but also in near-patient settings
such as wards and clinics.

Baseline intelligence on Biomedical Scientists in Scotland indicates the following:

Figure 44: Number of staff in post (WTE) – Biomedical Scientists (MLSOs)

In its report Another Step Forward41 (2002) the Scottish Medical and Scientific Advisory
Committee (SMASAC) identified further information relating to the recruitment, training and
retention of Biomedical Scientists. The Advisory Committee concluded that:

Workforce Planning by Staff Group

WTE at 30 September 1999 2003 2004 % increase % increase
from 1999 from 2003

Biomedical Scientists (MLSOs) 1,933.6 2,053.7 2,114.1 +9.3% +2.9%

41 Another Step Forward: The Recruitment, Retention and Training of Medical Laboratory Scientific Officers (Scottish
Medical and Scientific Advisory Committee, 2002)
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• main laboratory disciplines are Clinical Chemistry; Blood Transfusion; Haematology;
Cellular Pathology; Histopathology; Cytology; Autopsy; Medical Microbiology; Virology;
Immunology; Histocompatibility/Tissue Typing.

• Medical Laboratory services provide much of the diagnostic evidence that is crucial to
the delivery of modern healthcare in NHS Scotland. Approximately 50% of patient
diagnosis depends on laboratory tests.

• laboratory services are consultant led, employing medical staff; clinical scientists,
Biomedical Scientists, Laboratory Assistants, Medical Technical Officers and Cytology
Screeners amongst others.

• approximately 21% of Biomedical Scientists are aged 50+ (Figure 45)

Figure 45: Age profile of Biomedical Scientists

Source: Another Step Forward (SMASAC, 2002)
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• Approximately 35 Biomedical Scientists will retire each year for the next 10 years 
(Figure 46)

Figure 46: Biomedical Scientists (MLSOs) approaching retirement

Source: Another Step Forward (SMASAC, 2002)

• Overall, approximately 3 out of 5 staff are females. However the gender mix varies
dramatically across the different grades with the majority of staff in the higher grades
being male.

• Biomedical Scientists are required to be state registered with the Health Professions
Council (HPC).

• Biomedical Scientists have to undergo further post-graduate training and receive
further qualifications to progress in their careers.

The current available data indicates that numbers in post have been rising steadily although
not dramatically. Training numbers will be factored in once better data is established.
Information on Biomedical Scientists will be updated as part of the project to improve data
and intelligence on all Healthcare Scientists for workforce planning purposes.
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3.6.10 Clinical Scientists

Although Clinical Scientists are a relatively small professional group within the NHS, they
are critical to the provision of health services in Scotland. Most patients’ diagnosis depends
on laboratory tests and laboratories are largely staffed by healthcare scientists overseen by
clinical scientists. 

Clinical scientists pose a particular challenge for workforce planning as in many areas they
are small in number and have specialist skills. In some areas, such as physics and
engineering, only small numbers of graduates are trained and the sustainability of some
courses could become vulnerable.

The current ‘Grade A’ training scheme for clinical scientists has operated successfully since
1994 and is funded through National Services Division (NSD) of NHS National Services
Scotland. Trainees are appointed to supernumerary posts based in centres around
Scotland that are approved for training purposes by the appropriate professional bodies. 

Figure 47: Clinical Scientist training scheme

Total numbers in training in recent years are set out in the table below. All schemes now
last 4 years to state registration. 

Figure 48: Numbers in training

Service Location Number of places per year

Medical Physicists Aberdeen Royal Infirmary 4 trainees

Clinical Biochemists Ninewells Hospital, Dundee 2/3 trainees (alternating)

Cytogeneticists Ninewells Hospital, Dundee 2 trainees

Molecular Geneticists Ninewells Hospital, Dundee 4 trainees

Microbiologists Royal Infirmary, Edinburgh 1 trainee

IN TRAINING 2002/03 2003/04 2004/05

Clinical Scientists:

– Medical Physics 10 8 13

– Biochemistry 6 8 9

– Molecular Genetics 5 6 9

– Cytogenetics 4 5 7

– Microbiology 3 3 4
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Scientists are also able to enter the profession, and achieve registration, by routes other
than the formal training scheme. This is viewed within the healthcare science arena as
essential, not only for scientists but also for technologists, if the health service is to take
maximum advantage of the availability of specialist skills in the scientific community.

Increased specialisation within laboratory science has implications for career advancement.
For example in the delivery of reference laboratory services in areas such as microbiology,
it is reportedly becoming increasingly difficult for post holders to achieve MRCpath
(Member of the Royal College of Pathology) and to secure effective career progression.
National Services Division advise that there is therefore a need to provide opportunities for
clinical scientists at a higher specialist training level to have general attachments in a wider
laboratory setting, whilst retaining part of the job in their specialist area. A proposal for a
small number of Higher Specialist training slots is currently being developed for Scotland
by the National Services Division.

CONSIDERATIONS FOR WORKFORCE PLANNING

Healthcare Scientists undertake key roles in NHS Scotland providing a diverse range of
services such as genetics and rehabilitation engineering. In doing so they are crucial in
helping to reduce waiting times. While Healthcare Science collectively accounts for some
46 different professions, it is important that the role each play is recognised even although
they may not always be visible.

The information contained within this section highlights some of the main challenges that
lie ahead in order to plan effectively for the Healthcare Science workforce in Scotland. This
will require a better understanding of the dynamics affecting the workforce both in terms of
supply and demand. In addition, consideration must be given to how traditional roles will
develop and expand in light of technological advances and service demand.

As a first step, it is important to build upon and improve the level of data and intelligence
available for the purposes of effective workforce planning. Through the Scottish Forum for
Healthcare Science (SFHS), a project to achieve this has been sponsored by the Scottish
Executive. In taking this forward through the SFHS it will be important that there is full
involvement and participation from each of the individual professions within Healthcare
Science and from NHS Boards and regions.

Workforce Planning by Staff Group
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3.7 ALLIED HEALTH PROFESSIONALS (AHPs)
The nine Allied Health Professions (AHP) are as described in the strategy document
Building on Success: Future Directions for the Allied Health Professions in Scotland;42

• Arts Therapists (Art, Music, Drama)

• Podiatrists

• Dietitians

• Occupational Therapists

• Orthoptists

• Physiotherapists

• Radiographers

• Speech and Language Therapists

• Prosthetists/Orthotists

(It should be noted that in this section data on Prosthetists and Orthotists has been
excluded, except where stated, as there are discrepancies with the data which are
undergoing reconciliation at present.)

DEMAND

Over the last 10 years demand for the Allied Health Professions has been increasing,
primarily because of service delivery changes. 

3.7.1 Changing Demography

A growing elderly population and a growing number of patients with chronic conditions,
often with complex co-morbidity, has driven an increased need for Allied Health Professionals
who can provide a wide range of skills in both the acute and chronic care of patients.

3.7.2 Waiting Times

As patients are treated more quickly with improved journey times through the NHS system
enhanced clinical teams are needed to support the additional activity. This has an impact
on Allied Health Professionals, in particular: radiographers, who support hospital treatment
across a number of specialties and are key to faster access to diagnostic tests; and
physiotherapists, who provide rehabilitation services to patients who have undergone acute
treatments, such as hip and knee surgery. Some of this additional demand will also be met
by new and more efficient ways of working and by AHPs taking on new roles.

42 Building on Success: Future Directions for the Allied Health Professions in Scotland (Scottish Executive, 2003)
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3.7.3 Working Time Regulations

The Working Time Regulations impact some of the AHPs providing care in acute settings
on a 24 hour 7 day a week basis. Much of this is managed by on-call and shift working
arrangements. New limits on hours require a reassessment of the number of staff required.

3.7.4 Workload

Work is currently underway through a 12 month project to establish how workload is
measured and whether recognised measurement systems or tools are being used to
allocate resources across the AHPs in Scotland. A project officer has been appointed by
the Scottish Executive Health Department to take forward a programme of targeted activity
at local level and to link with workforce planning development. The work is expected to
complete in December 2005 with the publication of a report on the findings and an action
plan to be taken forward. It is clear that no one solution in terms of workload measurement
will suffice for the 9 different professions in the Allied Health Professions and it is envisaged
that a range of workload measurement tools or processes to support and contribute to the
development of the workforce will be considered.

3.7.5 Pay Modernisation

Since October 2004 all Allied Health Professions have been subject to the Agenda for
Change pay agreement. This changes their terms and conditions of service and affects
capacity. Taking into account changes in annual leave entitlement, contracted hours and
overtime, the effect on the AHP workforce will be a gain of 2.4% on the current WTE
establishment once the new pay system has been fully implemented. This is an average
figure which covers a range from 0.7% to 6.1% as shown below in Figure 49. 

Figure 49: Impact on capacity of Agenda for Change

Workforce Planning by Staff Group

% WTE Gained

AHPs 2.4%

Speech Therapist 4.3%

Physiotherapist 2.1%

Radiographer 3.9%

Sonographer 3.4%

Occupational therapist 6.1%

Art/Music therapist 1.0%

Chiropodist 1.1%

Dietitian 1.3%

Orthoptics 0.7%

Orthotist/Prosthetist 0.4%

Non-Registered AHPs 0.0%
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3.7.6 New Roles

There is increasing opportunity for Allied Health Professionals to develop their roles and
scope of practice. Building a Health Service Fit for the Future emphasises the need to
maximise the skills of those who are not doctors in the provision of services being
reconfigured for the future. AHPs have a wider role to play in preventative intervention, in
unscheduled care and in remote and rural healthcare in both specialist practitioner and
consultant allied health professional remits. The Framework for Role Development in the
Allied Health Professions43 is intended as a tool to assist in adopting a consistent approach
to developing roles within services thus enabling AHPs to realise their full potential for health
services in NHS Scotland. For example, the emergence of Community Health Partnerships
which are more accountable to local communities and better linked with social work
services present fresh opportunities for developing new roles.

3.7.7 Health Improvement

A cross-governmental approach is driving health improvement and helping to ensure
effective delivery. Along with other health care workers, AHPs have a pivotal role to play in
this important area, working on a broad front to improve physical, mental and social well
being, fitness and quality of life. The contribution of AHPs to an increasing focus on health
promotion in schools, and the work of dietitians with families, are two examples of this. 

3.7.8 Additional Support for Learning Needs

The Education (Additional Support for Learning) (Scotland) Act 2004 (ASL Act) introduces
a new framework to support children and young people who face barriers to learning.
Under the ASL Act appropriate agencies, including NHS Scotland, have a duty to comply
with requests for help from education authorities unless to do so would be incompatible
with their own statutory or other duties or would unduly prejudice their ability to carry out
their functions. For NHS Scotland the ASL Act is likely to have resource implications,
including a higher number of requests for assessment from parents and local authorities
and a greater number of education staff to train and collaborate within an increased number
of mainstream schools. £3 million has been allocated in 2004/05 and again in 2005/06 to
NHS Boards to assist preparation for NHS obligations under the ASL Act. The key AHPs
involved in meeting the demands of the ASL Act include speech and language therapists,
physiotherapists and occupational therapists, although orthoptists, orthotists and dietitians
also have a specialist role to contribute.

43 Framework for Role Development in the Allied Health Professions (Scottish Executive, 2005)
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SUPPLY

The chart below shows the proportionate split of the 8 Allied Health Professions, excluding
Prosthetists and Orthotists, incorporating registered and non-registered staff (in head
count). Physiotherapists are the largest profession at 29% of the total, while Arts Therapists
are the smallest with under 1%.

Figure 50: Registered and assistants as at 30 September 2004, by profession

Figure 51 shows headcount and whole time equivalent (WTE) of Registered AHP staff
employed at 30 September 2004.

Workforce Planning by Staff Group
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Figure 51: Staff in post as at 30 September 2004

At 30 September 2004 there were 1,789 headcount and 1,383.7 WTE non-registered AHPs
in post, a rise of nearly 70% over the past decade (headcount). In 1994 non-registered
AHPs were 15.7 % of the total AHP workforce rising to 17.8% in 2004 (headcount).

3.7.9 Trends

Figure 52 shows the trend in WTE of registered staff employed in each of the professions
since 1994. For all professions there was an increase in staff employed. The largest
percentage increases were for dietitians (87%), occupational therapists (70.9%), and
speech and language therapists (47.4%).

Figure 52: Staff in post trends by profession as at 30 September (WTE)

Headcount WTE

Arts Therapist 38 26.2
Podiatrist 825 681.9
Dietitian 615 510.9
Orthoptist 104 73.7
Physiotherapist 2,454 1,997.9
Radiographer 1,625 1,376.3
Speech and language therapist 1,006 814.0
Occupational therapist 1,580 1,364.5

Total 8,247 6,845.4
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Looking back over the past decade there has been an average 43.9% rise in WTE over all
the registered Allied Health Professions with the rate of increase slowing over the last 5
years to 17.7%. The professions all showed growth over the period, as can be seen from
the table below.

Figure 53: Rate of growth (based on WTE changes)

3.7.10 Gender Balance 

Qualified AHPs are predominantly female with little change in the last 5 years (92.3% in
1999 to 91.6% in 2004). 

3.7.11 Age Profile

Qualified AHPs are generally young professionals with over half of staff under 39 (57.4%).
This is so for each separate profession apart from arts therapists and radiographers where
the percentages of the workforce under 39 are 16% and 45% respectively.

Workforce Planning by Staff Group

10 year 5 year
increase increase

1994- 1999-
2004 2004

All professions 43.9% 17.7%
Arts therapist 6.7% 12.6%
Podiatrist 20.8% 7.7%
Dietitian 87.0% 38.0%
Occupational therapist 70.9% 25.4%
Orthoptist 9.7% 3.3%
Physiotherapist 40.0% 15.0%
Radiographer 30.9% 16.1%
Speech and language therapist 47.4% 15.0%
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Figure 54: Age profile of AHPs by profession as at 30 September 2004

3.7.12 Flexible Working

Nearly 40% of qualified AHPs work part-time, an increase over the last 5 years from 36%.
All professions have seen an increase in part-time working apart from dietetics, which has
decreased from 43% to 39%. The average number of part-time hours worked by AHPs has
also increased in the last 5 years. 

Figure 55: Average contracted hours of part time qualified AHPs: by profession
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3.7.13 Turnover

The average turnover rate for all qualified AHP professions is 7.1% over the last five years.
The professions with the highest average turnover rates are occupational therapists (8.7%),
physiotherapists (8.2%) and speech and language therapists and arts therapists (7.1%).

3.7.14 Vacancies

AHP vacancies between 1996 and 2004 are shown at Figure 56. Currently this data
includes prosthetists and orthotists for 2003 and 2004.

Figure 56: AHP vacancies as at 31 March 2004

Note: Estimated figures for establishment and vacancies are used at Scotland level, to
compensate for under-reporting.

3.7.15 Student Intakes

Pre-registration training courses are available in Scotland for all the Allied Health Professions
with the exception of Orthoptists. The demand for training places is buoyant although the
ratio of applicants to places varies from 11:1 for physiotherapy to 2:1 for podiatry. 

In general, the number of places in pre-registration courses is determined by Higher
Education Institutes. However, there has been specific action in 2002/3 to fund an
additional 65 undergraduate students in the key priority areas of radiography,
physiotherapy, occupational therapy and speech and language therapy. There is also a fast
track pilot 2-year postgraduate diploma in therapeutic radiotherapy which aims to produce
30 therapy radiographers by 2006.

For the longer term, SEHD are working with NHS Education for Scotland to develop a
Commissioning Plan for Education and Training which will provide a strategic co-ordinated
strategy and process for commissioning the education and training required to produce a
workforce fit for the future. This will take account of the pre-registration and CPD needs of AHPs.

Workforce Planning by Staff Group

Vacancies % Vacancies
% Vacancies > 3 months > 3 months

1996 4.2% 50.0 0.8%
1997 4.7% 120.0 1.8%
1998 4.3% 80.0 1.2%
1999 4.5% 80.0 1.2%
2000 3.0% 80.0 1.2%
2001 5.2% 110.0 1.4%
2002 5.2% 110.0 1.4%
2003 6.0% 185.0 2.2%
2004 5.4% 178.0 2.0%
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Figure 57 shows the number of commencements in pre-registration training for the Allied
Health Professions from 1998 to 2004.

Figure 57: Commencements in AHP courses

Figure 58 shows the number of AHP graduates there were in Scotland in 2003 and 2004
and the number expected to graduate from 2005 to 2006.

Figure 58: Number of AHP graduates

3.7.16 Skill mix changes in registered and non-registered staff

In the last 10 years there has been a 2% increase in the proportion of the AHP workforce
made up of non-registered staff. As at September 2004 this ratio was approximately 80:20,
registered:non-registered staff. With improved competency training for the non-registered
staff and the possibility of regulation for this staff group in the future the opportunities for
their roles to change and enhance are considerable. This in turn would free up the
registered staff to undertake their core duties in patient care. The resultant skill mix change
could follow a number of scenarios with two shown in the chart below changing the skill
mix to 60:40 (blue lines) and 70:30 (red lines).

Profession 1998 1999 2000 2001 2002 2003 2004

Arts Therapy 25 15 20 33 30 21 22
Dietetics 67 73 66 64 83 97 106
Occupational Therapy 168 170 174 171 187 219 220
Physiotherapy 188 186 216 230 266 191 188
Podiatry 88 100 89 86 83 86 97
Prosthetics and Orthotics 28 28 28 27 27 20 28
Therapeutic Radiography N/K 24 21 28 31 19 29
Diagnostic Radiography N/K 101 78 92 99 102 102
Speech Therapy 69 66 69 81 N/K 84 102

2003 2004 2005 2006

Arts Therapy 34 21 27 25
Dietetics 98 89 96 85
Occupational Therapy 144 193 173 179
Physiotherapy 148 166 175 194
Podiatry 56 57 69 68
Prosthetics and Orthotics 23 20 21 14
Therapeutic Radiography 14 16 32 51
Diagnostic Radiography 77 66 68 88
Speech Therapy 76 72 84 108
Total 670 700 745 812
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Figure 59: Projected skill mix changes to the AHP workforce

PARTNERSHIP AGREEMENT UPDATE 

The Partnership Agreement commitment regarding target numbers for the Allied Health
Professionals is to ensure a total of 1,500 extra Allied Health Professionals, such as
radiographers, physiotherapists, dietitians and chiropodists and is due for delivery by
September 2007. The target is based on an increase in headcount to 9231 from a baseline
of 7731 at September 2002. Figure 60 shows good progress over two years with an extra
606 AHPs being brought into the NHS Scotland workforce. To achieve the target growth for
AHPs, NHS Boards need to maintain a similar level of recruitment as they have done to date.

Figure 60: Partnership agreement target – AHPs

Note: This data includes prosthetists and orthotists. 
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CONSIDERATIONS FOR WORKFORCE PLANNING

Allied Health Professionals have expertise in a range of assessment, diagnosis, treatment
and rehabilitation interventions which to date have not been fully exploited in health terms.
Maximising their contributions to new patient pathways to secure improved outcomes for
patients will require a focused approach to key care groups and engagement with other
health and social care professions as part of the redesign process and NHS Boards will
wish to consider this in their workforce plans as they look to multi-disciplinary and multi-
professional teams in delivering patient care. 

A wide range of initiatives is underway to support recruitment and retention of AHPs within
NHS Scotland, recognising that retention of staff is a key factor in maximising capacity. This
can be further enhanced if practitioners have the opportunity to develop their careers to
their full potential. 

It will be important to consider the career structure of AHPs with more flexible career
pathways. The creation of specialist practitioner posts will provide opportunities for
retaining AHP expertise and enhancing role development. A mentoring and support
programme has been provided for AHPs moving into new AHP leadership roles, along with
career-long learning to ensure AHPs meet re-registration conditions, are more effective in
their work and have greater job satisfaction and organisational commitment. 

NHS Boards must take account of the non registered support staff that form part of the
AHP workforce and factor in their future contribution to service delivery. This will also require
consideration of development opportunities towards registration for one of the professions. 

NHS Boards need to consider the widening role of AHPs within primary care and ensure
that their workforce plans take account of this and other sections of healthcare where roles
may develop.
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3.8 CLINICAL PSYCHOLOGISTS
The information in this section is derived from work being undertaken at present by NHS
Education for Scotland and ISD on the psychology workforce. Workforce Planning for this
staff group is still in the early stages, with the emphasis on supply at the present time.

Clinical Psychologists are the largest group of applied psychologists employed in the NHS.
(There are a number of other branches of Applied Psychology also relevant to the
healthcare agenda, including Counselling Psychologists, Health Psychologists, Assistant
Psychologists and also Counsellors and Cognitive Behaviour Therapists, who may or may
not be psychologists.)

DEMAND

In the absence of comprehensive data across Scotland and, for the purposes of early work
being done by NES, an estimate has been drawn up by adopting a population-based
approach using published reference data. On this basis, an initial estimate suggests that a
minimum establishment of 1,025 posts may be needed. This equates to 1WTE clinical
psychologist per 5,000 of the population.

Demand for psychology services may change under the influence of a number of factors.
All of the following will need to be considered by NHS Boards in their workforce plans.

3.8.1 Changing demography

Clinical Psychologists provide services across the life span and across a range of services
from health improvement to chronic disease management. However, with the increasing
emphasis on the latter, especially because of Scotland’s ageing population, demand for
clinical psychology services is anticipated to grow.

3.8.2 Service development

The development of the Scottish Intercollegiate Guideline Network guidelines and Clinical
Standards as well as the expectations of multidisciplinary and multi-agency teams, have led
to service developments which are tending to increase the demand for Clinical
Psychologists. The future shape of psychology services in NHS Scotland will be discussed
at a two day conference in October 2005, arranged by NHS Education for Scotland and
this should offer an indication of future workforce needs.

3.8.3 Workload

Recognition of the importance of psychological factors to achieving objectives for physical
and mental health and well-being, particularly for those with chronic conditions, will impact
the demand for clinical psychologists’ services. 

Workforce Planning by Staff Group
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3.8.4 Waiting times

Along with the increasing public expectation of psychological care there is scope for
improving service delivery, for example in the length of wait for patients accessing the
services they require. 

SUPPLY

Data shows that at 2004 there were 437 qualified Clinical Psychologists (389.13WTE) in
NHS Scotland. That amounts to 1WTE per 12,997 of the population. (In addition there were
29.5WTE Applied Psychologists; 67.1WTE Assistant Psychologists; 21.3WTE Counsellors;
16.9WTE Cognitive Behaviour Therapists; and 8.9WTE other clinical staff.) We also know
that at this time 73% of the workforce were female and 38% worked less than full-time, on
average 0.7WTE.

NHS Education for Scotland and Information Services Division (ISD) have been working to
develop a data collection system, modelled on the ISD survey of medical staff, to provide
intelligence about the skill-mix employed in psychology services across NHS Scotland. This
system was piloted in 2001 and, with modifications, the survey has been repeated annually
from 2002 to 2004.

This data gives the following picture of the specialties which Clinical Psychologists were
working in at 2004. 

Figure 61: Distribution of Clinical Psychologists across specialties at 2004

Training to be a Clinical Psychologist takes three years (following graduation from a degree
course recognised by the British Psychological Society). Clinical Psychologists are unique
among healthcare professionals in that their pre-registration training, funded by the NHS, is
undertaken as a postgraduate practitioner doctorate. Clinical Psychology trainees are NHS
employees who spend more than half of their time in training in supervised practice. 

Specialty WTE

Mental Health 202.1

Learning Disabilities 55.8

Physical Health 44.7

Neuropsychology 20.1

Forensic Services 17.9

Other Specialties 48.6
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The intake to Clinical Psychology training courses in Scotland has increased from 32 in
2001 to 61 in 2004. In October 2004 there were 161 Clinical Psychologists in training
compared with 96 in 2001. In Scotland the expansion rate in the workforce is currently
estimated at 5%. The expansion in training capacity began in 2002. The number of trainees
in training has increased by 61% since then. 

New provision for a 1-year Masters level training has been introduced this year. This equips
graduate psychologists with the competencies to deliver interventions for common mental
health problems presenting in adults in primary care. The course was developed in
consultation with the service and designed to improve waiting times in the primary care
setting. There are plans to develop a parallel programme to equip graduate psychologists
to contribute to services for children and young people. These are being developed in
consultation with the Child & Adolescent Mental Health Services Workforce Group and the
Child Health Support Group.

CONSIDERATIONS FOR WORKFORCE PLANNING

As NHS Boards redesign services, there is an opportunity with the supply of psychologist
improving for consideration to be given to the wider as well as specialist role that
psychologists play in healthcare services. 

Psychology is undergoing a programme of expansion and modernisation of pre-registered
clinical psychology training. There is inevitably a time lag between the start of training 
and the production of health care professionals such as psychologists. However, the 
skill mix of psychologists in Scotland is also being extended by the introduction of a new
grade of psychologists in primary care to help provide care for those with common mental
health problems. (The first cohort will complete their training and enter the workforce in
January 2006.) 

Workforce planning needs to recognise these changes in psychology training and NHS
Boards should ensure that they can realise the benefits this increase in supply offers them.
In particular NHS Boards should consider the maximisation of clinical psychologists’ skills
within primary care teams which provide patient care, at local level, across a wide spectrum
of needs.

Workforce Planning by Staff Group
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3.9 PHARMACISTS
The Pharmacy workforce includes those directly employed by the NHS (managed service) and
those independent pharmacists providing community services and contracted by the NHS. 

The Right Medicine: A Strategy for Pharmaceutical Care in Scotland44 set out a
modernisation plan for pharmacy services in NHS Scotland. In order to underpin this, it was
recognised that reviewing skill mix within hospital and community pharmacy and examining
how to fully utilise the skills of pharmacy technicians, dispensers and assistants was
required. NHS Education for Scotland have taken a lead role in the workforce development
aspects, initially for technicians and pre-registration pharmacists. There is also a national
consultation about community pharmacy and skill mix underway, Making the Best Use of
the Pharmacy Workforce.45 Current roles are in many cases dictated by the traditional
structure of service delivery existing within the NHS. It is recognised however that the skills
of the full pharmacy family could be put to better use to meet the challenges in delivering
a modern, 21st century NHS. A new Pharmacy contract is currently under consultation and
this may have an impact on workforce planning in the future although, at present, this
cannot be assessed.

3.9.1 Managed service

The managed service workforce consists of pharmacists, pharmacists in training,
pharmacy technicians, technicians in training and pharmacy assistants. In September
2004, the pharmacy workforce totalled 1,703.1WTE, or 1,936 headcount. This is a staff
group dominated by females as demonstrated in Figure 62.

Figure 62: Gender mix statistics for September 2004 (Headcount)

Female Male 

Qualified Pharmacists 755 206

Pharmacists in Training 42 3

Qualified Pharmacist Technicians 503 48

Pharmacy Technicians in Training 77 22

Assistant Pharmacy Technicians 177 83

44 The Right Medicine: A Strategy for Pharmaceutical Care in Scotland (Scottish Executive, February 2002)

45 Making the Best Use of the Pharmacy Workforce (Scottish Executive, February 2005) 
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The predominant work pattern is full time (71%). However, during the period from 1999 to
2004, there has been a trend towards more part-time working (21% of the workforce,
increasing to 27%). The age distribution for qualified pharmacists is relatively stable as
indicated below. 

Figure 63: Age profile of qualified pharmacists

Compared to the wider Scientific and Professional Staff Group, qualified pharmacists are
younger.

Figure 64: Age profile of qualified pharmacists & all other qualified scientific and
professional staff at September 2004
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In the context of the pharmacy team, pharmacy technicians tend to be younger while
pharmacy assistants generally span the full age range.

Figure 65: Age profile of pharmacists, technicians and assistants as at 
30 September 2004

Pharmacists in Training are, as expected, a younger group of staff with 89% aged 25 years
or younger in September 2004. Very few individuals are taking up training in this profession
after age 25. Historical trends are similar when comparing 1999 to 2004. Likewise, in-
training pharmacy technicians are a younger group with 62% aged 25 years or younger and
all individuals aged 50 years or younger.

3.9.2 Contracted service

The Scottish population is served by 1,148 pharmacies. Little information is currently
known about the pharmacy workforce delivering community pharmacy services. However
under the new Pharmacy Contract, more information will be available and will assist in
ensuring the training and development considerations of the contracted service are taken
into consideration.

3.9.3 Future roles

Future enhanced roles will see pharmacists, technicians and other support staff integrated
into the multi-professional team with pharmacists focusing on the clinical and professional
aspects of medicine use and technicians leading on the technical aspects of medicine use,
e.g. preparation and supply. Further work is required to determine how new roles will
impact on demand for both pharmacists and pharmacy support staff.
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CONSIDERATIONS FOR WORKFORCE PLANNING

The new Pharmacy contract, which is currently under consultation, will have an impact on
how we workforce plan for pharmacy services in the future although this cannot be
assessed yet. 

Currently we are working to overcome knowledge gaps to improve our ability to workforce
plan for pharmacy. The national consultation on community pharmacy and the data
gathered from the implementation of the Pharmacy contract will go some way towards
completing the information needed on this vital group of the health workforce, particularly
with regard to independent pharmacists. This information will provide a more solid base for
analysis and in the future allow more specialised and detailed studies to direct the action
that must taken to sustain the pharmacy workforce. 

It is widely recognised that the skills of the full pharmacy family including pharmacy
technicians, dispensers and assistants, can be put to better use to meet the challenges in
delivering a modern, 21st century NHS. This means that current roles can be developed as
the traditional structure of pharmacy is challenged and service improvements to patients
are realised.

NHS Boards should ensure that they consider the role of the pharmacy workforce within
the primary care setting and factor the need for their skills into the wider primary care
workforce planning developments.

Workforce Planning by Staff Group
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3.10 CONCLUSIONS
The analyses contained in this Chapter, draw a ‘top-down’ picture of the many factors that
will influence the future demand and supply of the healthcare workforce in Scotland. In this
initial year of operation of the workforce planning framework for NHS Scotland, this National
Workforce Planning Framework 2005 comes before any bottom-up assessments of
demand from NHS Boards and regions (other than short-term demand for consultants).
Once NHS Boards and regions have produced their workforce plans that will complete the
workforce planning cycle set in train by this report. 

In future years, as described in Chapter 5, this planning framework will deliver Board plans
first, followed by regional plans and these will inform national projections of future demand
against which supply can be assessed and adjusted. 

The NHS cannot function without its workforce. It is also true that the workforce is the most
costly recurring element of healthcare provision. NHS Scotland must therefore aim to
maximise its use of the workforce in the most efficient way. That means adopting a
continuous improvement approach to achieve better retention, better productivity, better
use of skills, better conditions. Pay modernisation, Building a Health Service Fit for the Future,
the extension of current roles, the creation of new roles – these and other initiatives all
provide opportunities for creating and maintaining a modern workforce for a modern NHS.

In an environment that is changing as rapidly and as frequently as healthcare, the workforce
needs to be highly flexible. It cannot remain stuck in the past in traditional roles, protecting
traditional professional boundaries or inefficient working practices. Patient care needs to be
delivered through a team-working approach which simplifies and smooths the patient’s
path through the healthcare system, rather than subjecting him or her to unresponsive
procedures simply because they are convenient to the provider. That means forging multi-
disciplinary, multi-skilled and multi-professional working – stretching across primary,
secondary and tertiary care and other sectors, such as social work and education, and
oriented around seamless and efficient service provision at the ‘front-end’, rather than staff
demarcations. This is a challenging change to make, but much is already happening to
make it a reality.

It is clear from the analyses that significant investment is made in training the healthcare
workforce of the future. This is particularly evident for initial training. The public rightly
expect a good return from this investment of public funds. Yet, many of those who are
trained in Scotland do not stay in the NHS in Scotland, and many leave Scotland altogether.
We need to rectify this and make the NHS in Scotland a place where more of our trainees
want to develop their careers after they qualify. If we could improve retention our workforce
pressures would quickly reduce. Otherwise there is a temptation to keep pouring more
trainees in, with a poor return on the investment made. 
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There are a number of initiatives which we are supporting at national level to improve
retention rates, such as in the medical workforce where we are keen to see the universities
improve the number of Scottish-domiciled students going into medicine, and therefore
more likely to stay on in Scotland; and in the nursing workforce where we are supporting
qualified nurses to return to practice. We look also to the workforce regions and NHS
Boards to outline in their workforce plans their ideas for improving retention of their staff
and how those will impact on their future staffing needs.

There is also a need to take stock on the extent to which we aim to ‘grow our own’ in
Scotland and be self-sufficient, particularly in highly qualified professions. This will become
more and more relevant in a shrinking world with growing global economies. Scotland has
traditionally trained large numbers of doctors. There have been benefits in this: not just to
Scotland’s reputation but to the increased capacity for service delivery which historically
predominantly rested with junior doctors. That reliance on doctors-in-training to deliver
service is now changing with the reduction in working hours, the move to care delivered by
trained doctors and with the advent of MMC. In other parts of the workforce, whether for
initial training or continuing professional development, extending roles or newly emerging
professions it is vital that throughout the training period the demand for staff with those
skills and competencies is continually monitored.

A modern workforce should also reflect the community it serves. Diversity across all staff
groups is a positive indicator of the NHS as an exemplar employer and jobs and careers
should be designed to be attractive to all members of the community. This will ensure that
NHS Scotland does not miss out on all the possible avenues from which to source staff or
trainees into healthcare services. That will be important as the NHS faces significant change
and competes for skilled staff with other employers and other healthcare systems worldwide. 

All groups of staff are affected – some directly as a result of change, others indirectly as the
consequences of change mean new roles, new ways of working and new technology for
them. These opportunities will take the NHS into a new future of better services for patients
and better opportunities for staff. 

Workforce Planning by Staff Group
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It is clear, however, that we need to improve our knowledge of the workforce – its
configuration and composition. NHS Scotland has the largest workforce in Scotland. And
it is a complex workforce. Better intelligence is needed on all its elements, not just the staff
groups identified in this chapter. However, we flag two areas where the need for a better
evidence base is particularly apparent:

• our knowledge of the healthcare scientists’ group is limited and there is a need to
develop our understanding of that cohort and to protect future capacity in the various
sub-specialties that comprise vulnerably small numbers; 

• there is a prominent gap in the information required to undertake effective workforce
planning for primary care, including GP practices. This is an urgent priority and
particularly relevant in light of the emphasis placed on local care by Building a Health
Service Fit for the Future. If 90% of healthcare takes place in the community we should
be workforce planning for these services as much as for those in the acute sector. A
clearer picture of the size and shape of the primary care workforce will support ‘whole
systems’ planning and delivery of services and recognise the contribution made by all
groups from GPs to community pharmacists.

3.10.1 Principles underpinning the workforce planning framework

In considering this framework for workforce planning the Workforce Numbers Group
established three principles that any assessment of the future workforce should meet in
order to be credible and fit for purpose. These are Affordability, Availability and
Adaptability. Forecasting future staff requirements counts for little if the means are not
there to convert these predictions into the appropriate number of suitably trained and
accredited staff, in an affordable and timely manner. 

3.10.2 Affordability

The vast majority of spend in the NHS is on staffing which is understandable since the NHS
relies on its staffing to deliver health care services to patients. Funding for health care is
increasing year on year by over £700 million and will be almost £10.3 billion by 2007/08.
However, we must acknowledge that the overall amount of resource will always have a limit.
Workforce planning must therefore recognise this. There is little use in producing significant
extra numbers of staff if the NHS cannot afford to employ them, or if services have been
redesigned in such a way that their skills are no longer required as forecast. At national
level, increases in staffing and pay modernisation are recognised in the Executive’s overall
spending plans. At local level, workforce planning and service planning must both inform
and reflect local financial planning to ensure affordability. Long term plans must be realistic
and refined year on year as the previous horizon comes closer and the picture is clearer.
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It is also important to bear in mind the broader context of the Scottish labour market
beyond the health sector. Affordability is not just about cash funds for health, but also the
size of the public sector workforce in Scotland and the impact that has on the economy. A
persistently growing health care workforce is not sustainable. We have already seen since
1997 very significant increases in many staff groups in the healthcare sector – 12% more
non-medical staff, 30% more AHPs, 6% more nurses and midwives, 21% more
consultants. The non-medical workforce amounts to 15% of all those with NVQ Level 4
qualifications in the Scottish workforce. Clearly an increase in any of these numbers and
proportions will have a sizeable impact on the labour market, particularly given the
expectation of a shrinkage in the size of the working-age population in Scotland over the
long-term. 

3.10.3 Availability

Any assessment of future workforce must be tested against the availability of candidates to
populate that workforce. The demographic changes and competition for potential and
existing employees make it vital that we are alert to wider labour market forces and actively
monitor and compare turnover rates with other sectors of the labour market. The NHS
must be aware of its position in the market place and recognise that global economies
reach into Scotland. Given the shrinkage in Scotland’s working population we may not be
able to source a constantly growing workforce from a purely Scottish pool. This means working
harder at retaining the staff we already have, looking more energetically at recruitment from
beyond Scotland, and continuing to work with staff to maximise current capacity. 

Work is underway at national level to analyse how the broader Scottish labour market will
influence the healthcare sector workforce in the future and inform NHS Scotland’s
workforce planning. Equally, it is important for regions and NHS Boards to factor in regional
and local labour market dynamics to their workforce planning. 

Availability is also about the right numbers of staff being available with the right skill sets.
This requires a coherent and strategic approach to the commissioning of training and
education of NHS staff, ensuring that the right training is being commissioned to serve the
needs of future services. NHS Education for Scotland (NES) is responsible for overseeing
this area of work and is currently drawing up a national commissioning plan for education.
This will cover all of NHS Scotland’s education and training needs and ensure there are no
gaps in the agreements that the NHS and the Scottish Executive make with the higher and
further education sectors for the production of suitably trained people to serve the needs
of NHS Scotland.

Workforce Planning by Staff Group
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It will also be important for NHS Boards and regions to outline in their plans how local
education and training arrangements may impact on the availability of suitable staff and
how these are influencing their future staff projections.

3.10.4 Adaptability

If the workforce continues to grow, the capacity of NHS Scotland to absorb more and more
staff must be carefully considered. The workforce planning underway for the introduction of
MMC has identified that there is capacity in the training infrastructure to expand training
numbers but this must be balanced with the pressures placed on other parts of the
workforce, for example on those who are required to carry out supervision and
assessment. In nursing and midwifery the use of mentors is reportedly at full capacity
dealing with the current levels of students. This indicates that adjustments to supply should
be gradual and managed to ensure the system can expand and contract in a timely and
effective manner.

The NHS will need to improve its ‘swiftness of foot’ to respond to changes in service
delivery that are set to accelerate in the immediate and medium-term future. Its capacity to
redesign and adapt services, to introduce new roles and to have the infrastructures in place
to train current staff with the new skills and competencies they will need, must be planned
for and managed. There is a massive change agenda to be delivered following the vision
provided by Building a Health Service Fit for the Future and the Executive’s response to that
report. There is equally an opportunity to stimulate innovation and inspire a culture of
patient-focussed continuous improvement. This is a crucial moment on which we must all
capitalise and we will wish to work with regions and NHS Boards to realise that ambition in
the initial and future workforce plans which they develop. 
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Section2
This section now looks ahead at what that future will look like and the shift which needs to
take place in how we view the workforce and plan for it. 

Chapter 4 looks at how we need to change the way in which we plan the workforce for the
NHS of the future. 

Chapter 5 looks at how we make that happen through a framework for workforce planning
at national, regional and Board level. 

Chapter 6 outlines the key actions that now need to take place at national, regional and
Board level. 
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4.1 Introduction 
On 25 May 2005 Professor Kerr delivered Building a Health Service Fit for the Future,
outlining a 20-year vision for the future shape of services in Scotland. This vision was
broadly welcomed by the Minister for Health and Community Care in the Parliament on 25
May. A detailed implementation plan will be produced in the autumn. To deliver that vision
we must ensure that we are able to equip the NHS with the workforce that can make it
happen – that means a major shift in the way we plan the future workforce at national,
regional and Board level. 

It makes it clear that:

• change is inevitable

• given the complexity of the drivers [for change], planning for change is essential

• ‘more of the same’ is not the solution – to meet the challenge of the drivers will require
new ways of working, involving the whole healthcare system in the change process.45

Building a Health Service Fit for the Future makes another telling point. In flagging the key
elements identified by a Canadian Health Commission for the provision of sustainable
health services – providing services, meeting needs and securing resources (financial,
physical and human) – it points out:

“… there is no ‘invisible hand’ that silently and unobtrusively keeps these elements in
balance. Ultimately, the question of whether and how the system is sustained comes down
to choices by those involved in the system – by government, by providers, by clinicians and
by patients.”46

In other words, it is down to us – at national level in the Scottish Executive and among staff
and professional groups, and at regional and Board level among managers and
professionals in the NHS family and its partner agencies – to fully commit to working
together in an integrated workforce planning framework in order to plan ahead effectively
and secure the workforce required by the kind of Service outlined in Building a Health
Service Fit for the Future.

The Way Forward

45 Building a Health Service Fit for the Future, volume 2, page 15 

46 Building a Health Service Fit for the Future, volume 2, page 4
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In describing the drivers for change in demand for NHS services Professor Kerr highlights
workforce pressures as one of the three drivers which will determine the shape of
healthcare in Scotland in 202447 – these pressures “will be the bottom line in determining
how we are able to respond to these changes in demand”. All of those with an interest in
the healthcare workforce – the Scottish Executive, NHS managers, NHS staff, independent
contractors, the voluntary and independent sectors, professional and staff representative
groups – share a responsibility in ensuring that we plan effectively to ensure that we have
a future workforce which can respond to those changes positively, rather than serving as a
constraint on them. 

4.2 Changing the way in which we view the workforce
Professor Kerr’s report is about making the accelerated step changes required to deliver an
NHS which is patient-centred and operates on a continuum of care that provides whole-
system care. Planning for a patient-centred service means making the changes to fit future
services around patients’ priorities, rather than bending patients’ needs and wishes to the
dictates of existing structures and systems. That means moving to a different way of
describing the NHS – as a set of services experienced by patients rather than chunked up
according to internal structural divisions that mean little or nothing to the individual’s
contact with the ‘front-end’ of delivery. 

Building a Health Service Fit for the Future does this by approaching services according to
the dominant needs that can be expected from patients over the next 20 years:

– care of older people;
– care in local settings; 
– unscheduled care;
– planned care;
– diagnostics;
– specialised care;
– children and young people’s services.

It charts a clear direction of travel for these services and flags the need to integrate them
across the primary care, secondary care, tertiary care and social care sectors. Scottish
Ministers have endorsed this approach and are now preparing a detailed response.

47 Building a Health Service Fit for the Future, volume 2, page 34
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This is therefore the way in which we need to look at the workforce. Workforce planning
follows on from service planning and must be fully integrated with it. That means that
regional and Board workforce plans will need to look at their workforce not simply in terms
of the staff groups outlined in Section One of this document, but in terms of the services
listed above and the workforce required to deliver those services. Their point of departure
will be the plans they make for their services and the service outcomes they set for
themselves – they will then need to map their workforce needs onto those. 

We will therefore expect regional and Board plans to begin to categorise their workforce
along the lines of the services described above. They will still need to identify specific staff
number requirements through accepted staff groupings (x specialised nurses, y AHPs, z
hospital consultant specialists) but increasingly these should be clearly tied back in all
cases to NHS Boards’ and regions’ plans for delivering care in the care streams outlined
above as information systems become more sophisticated. 

4.3 Building the workforce of the future: key themes 
Building a Health Service Fit for the Future provides a vision for the Service. The Executive’s
response to this report will serve as a template from which to plan the workforce of the
future. The report briefly describes the workforce implications of each of the changes it
proposes. This will help inform regional and Board workforce plans to ensure that we can
align workforce supply to the challenge of delivering on the vision that Ministers accept.

It is not for this report to repeat all the messages which have already been well articulated
by Professor Kerr’s publication. However it seems important to emphasise some of the key
themes which flow from Building a Health Service Fit for the Future and which will need to
be incorporated, subject to the Scottish Executive’s response, into NHS Boards’ and
regions’ workforce planning:

• The major burden of ill health facing the health service is increasingly that of chronic disease,
primarily among older people. This is happening at a time when the proportion of
people in Scotland over 65 will increase to over one in four in the next 25 years or so.

• We are currently trying to treat chronic disease through episodic bouts of emergency
acute care – 70% of emergency admissions are from people with a long standing illness.
A rapid shift in the balance of care needs to take place so that we move to managing
chronic disease through safe, effective and sustainable services in primary care as
close to the patient’s home as possible, reducing pressure on the hospital sector. 

The Way Forward
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• People with long standing chronic disease will often have complex co-morbidities. We
will need a workforce which can address their needs as close to home as possible by
operating a system of care co-ordination for individuals with multiple chronic
conditions. They will also need to promote and develop self care and support the vitally
important role played by carers and volunteers. 

• Community Health Partnerships will be the main organisational vehicle for the delivery
of care in local settings and the main business of a system of local care will be in the
related and overlapping areas of care of older people and support for people with long-
term conditions. This will be part of a whole system approach whereby the boundaries
between organisations and services are not apparent to users.

• If we are to seriously tackle health inequalities we need to enhance the primary care
services delivered to the most deprived members of society by expanding the numbers
of professionals available to see patients, allowing for earlier intervention and more
proactive outreach to individuals (mostly through nurses, AHPs and other non-GP
professionals). 

• The vast majority of unscheduled care contacts do not require on-site medical skills.
We need more of a multidisciplinary clinical team approach less reliant on doctors,
enabling flexibility to keep minor episodes (70%-80% of the total seen in A&E Units)
out of hospital and locally available, linked to local diagnostic services and assessment
systems to redirect patients when necessary. 

• We should look at regional centres for specific waiting time services for elective work.
Diagnostic pathways should also be developed, built around clinical teams straddling
the primary and secondary care boundaries, and providing direct access to the primary
care clinician where care can be managed in primary care. This suggests changes in
skill mix and greater flexibility in roles, responsibilities, skills and breadth of care teams.
It also suggests an expansion in staffing of diagnostic services, which are currently
suffering from a lack of capacity. 

• Highly specialised care will necessarily be concentrated at regional or national level,
based on interlinked tiers of care from basic interventions at local level to highly
sophisticated procedures delivered regionally or nationally. These specialised services
have to be concentrated in order to group a critical mass of skilled staff in one place
with sufficient cover, create satisfying jobs and career opportunities for those staff, and
provide a sufficient caseload to maintain skills. This has implications for national and
regional workforce planning.

• Rural health systems have specific needs involving extended roles, for nurses and
AHPs and for GPs with a special interest. 
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The foregoing points highlight just a few of the themes running through Building a Health
Service Fit for the Future which will need to inform and shape Board and regional workforce
plans (and the national workforce planning carried out by the Department). These plans will
need to project the workforce required to deliver the future design of services envisaged by
the Scottish Executive’s response to Professor Kerr’s report, so that we can ensure the
supply is in place to secure that workforce in the years to come.

That will be challenging, given the need to project a major shift of staff to support managed
care in the community and away from hospital settings. This presents risks which need to
be managed, given that it is based on a predicted but not known resulting reduction in
acute care activity. Equally the message is clear that the major challenge for all health
systems over the next two decades and beyond must be to shift resource and investment
into appropriate and effective management of chronic disease, particularly for the elderly,
as close to home as possible. This will demand a different workforce to the one we have
today and, if the approach is accepted by Ministers, we need to plan for it now. 

The Way Forward
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5.1 A framework for workforce planning at national, regional
and Board level
The 2004 Baseline Workforce Plan emphasised the importance of an integrated framework
for workforce planning at national, regional and Board level. This has since been reinforced
by Building a Health Service Fit for the Future, which flags the importance of planning for
services at these three levels. This provides a common framework for integrated service
and workforce planning across Scotland. 

Workforce leads have now been appointed in all three planning regions. In one case (the
North) the regional workforce planning director also has the regional service planning role,
while the other two leads are working closely with their service planning counterparts.
These individuals and their teams are working with the NHS Boards in their regions, all of
which have now prepared workforce baselines from which to develop their workforce plans. 

This report is only one element in a workforce planning cycle that will see regional workforce
plans produced in January 2006, followed by Board workforce plans produced as an
integrated part of each local health plan, by April 2006. These plans will then inform the
production of the National Workforce Plan in December of each year. 

A Framework for Workforce Planning
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Figure 67: Future aligned workforce & service planning timeline 2006/07 onwards

December 2006

& Onwards

• Publication of National

   Workforce Plan

• Training Numbers

   Agreed

April 2007

& Onwards

• Publication of Board

   Workforce Plans

September 2007

& Onwards

• Publication of Regional

   Workforce Plans

August 2005
• Publication of National
   Workforce Planning 
   Framework 2005 

April 2006
• Publication of Board
   Workforce Plans

January 2006
• Publication of Regional
   Workforce Plans

September 2006
• Publication of Regional
   Workforce Plans

Figure 66: Current workforce planning timeline 2005/06
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5.2 Gathering a bottom-up evidence base to inform future
decisions on workforce supply
Scotland has lacked a complete picture of the future demands on health services, how they
will impact on the workforce and how they should influence the decisions we take on
supply. This planning framework, operating in the context of Building a Health Service Fit
for the Future, will provide that bottom-up evidence base about demand which has not
previously been captured. This will allow us to make decisions on training numbers which
effectively align supply with future demand. 

This evidence base will be at regional and Board level. Both regional and Board workforce
plans will provide projections of the workforce numbers across the different staff groups
required to deliver the future shape of services they envisage over the next 10 years. They
will also provide proposals for any fresh training packages which need to be commissioned
to deliver this workforce, or any new roles which might need to be designed and/or piloted. 

These plans will in addition identify actions to address any misalignment between their
workforce projections and the available supply. These actions may for example be one or
a combination of:

• redesign of services and/or roles;

• recruitment from sources beyond Scotland;

• retention initiatives;

• improving productivity;

• mechanisms by which they can grow their own supply through development of their
existing staff. 

This last option is of particular interest as a tool which enables NHS Boards to ease pressure
points in the workforce by investing in a skills pathway for their own staff, while also helping
to tackle problems of social exclusion in the local labour market through recruitment of the
unskilled and unemployed to replace – and emulate – those who have extended their skills
and taken on new roles.

Regional workforce plans will not be an aggregation of Board workforce plans. Instead they
will concentrate on planning the workforce for those services which serve populations
beyond individual Board areas and therefore go beyond Board boundaries. 

A Framework for Workforce Planning
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We are asking each planning region to work with the NHS Boards in their regions to
produce their regional workforce plan by January 2006. This process will enable regions
and their constituent NHS Boards to identify those aspects of the workforce which need to
be planned at regional rather than Board level, ensuring that regional planning takes place
where it needs to and clarifying what remains for NHS Boards to plan for within their own
workforce plans. 

Board workforce plans will form part of their local health plans and will provide projections
of the workforce requirements to underpin their strategic service planning, aligning these
with the relevant regional workforce plan and with their financial plans. Detailed guidance
will be issued to NHS Boards this summer on the preparation of their workforce plans. 

5.3 The development of workforce planning
These are still early days for integrated strategic workforce planning in NHS Scotland, but
we have embarked on a journey to develop this function as a core element of service
planning. The maturity spectrum set out in the diagram below takes the approach to
workforce planning from simple and practical work based on immediate issues through to
greater complexity and more sophistication over time. We are committed to moving along
this spectrum and have begun to do so through initial work on patient pathways and care
groups. This report has outlined how we will take this further with regions and NHS Boards
by beginning to line up the workforce in their plans with the key themes identified by
Building a Health Service Fit for the Future.

The key areas which are crucial to the next steps in this work are:

• Planning increasingly organised along the lines of the themes outlined in Building a
Health Service Fit for the Future and on patient pathways;

• Planning undertaken increasingly across organisations and sectors – for example
between health and social services;

• A joined-up approach to workforce planning at national, regional and Board level,
incorporating a two-way flow between bottom-up evidence and top down strategic
direction.

These developments are already beginning to happen. The initial steps that have been
taken to planning along patient pathways in relation to maternity services, mental health
and radiotherapy services are described here. 
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A Framework for Workforce Planning
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5.3.1 Maternity Services

A Framework for Maternity Services in Scotland48 set out how the principles for achieving a
step change in the quality, access and responsiveness of healthcare would be applied to
the provision of maternity services across Scotland. This was followed in 2002 by the
reports of the Expert Group on Acute Maternity Services (EGAMS)49 which identified
education, training and workforce issues as key areas for action in order to sustain high
quality acute maternity services.

Oversight of this workforce and service planning work was assumed by the National
Maternity Services Workforce Planning Group in February 2004. This Group which includes
membership from NHS Scotland, the Scottish Executive Health Department and professional
organisations, was tasked with reviewing the maternity workforce profile, advising on the
supply of relevant staff, establishing links with the regional workforce networks, and monitoring/
reviewing training and competencies in line with changing workforce needs and demands.

The Group’s philosophy has been to support the three workforce planning regions in
implementing the principles of both the Maternity Services Framework and EGAMS with a
focus on regional solutions with national support and co-ordination where appropriate.

Work to date includes:

• overseeing the establishment and development of the regional EGAMS groups;

• undertaking a review of current activity and staffing levels across each of the maternity
units in Scotland;

• holding an event in October 2004 open to those involved in planning and delivering
maternity services across Scotland to consider different models of care and future
direction. This provided an opportunity to consider how maternity services had
changed over the previous 60 years, what the current drivers for change are and the
challenges in sustaining services and planning the future workforce;

• contributing to the Advisory Group on the National Framework for Service Change;

• consideration of the assumptions included within Modernising Medical Careers and
the impact that they might have on service delivery;

• drafting an interim maternity services workforce plan. This plan, which will be published
later in 2005, will provide further detail of the Group’s work so far, set out the current
service and workforce baseline, and describe potential models of care for the future.

48 A Framework for Maternity Services in Scotland (Scottish Executive, 2001)

49 Implementing A Framework for Maternity Services in Scotland – Overview Report (Scottish Executive Expert Group
on Acute Maternity Services, 2002) 
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The next steps are:

• clarification of the different levels of service delivery across Scotland;

• description of potential models appropriate to these levels of care;

• establishing the workforce and training needs for each model;

• consideration of new roles needed to deliver these models including enhanced roles
for midwives, maternity care assistants, neonatal nurses, GPs, general surgeons and
allied health professionals;

• support of regional groups in using models within an integrated regional configuration
of services;

• ongoing consideration of developing models to maximise the role and potential of
midwives to provide the bulk of care for normal pregnancies and births.

5.3.2 Mental Health

Mental Health was identified as a Pathfinder group for new efforts on workforce
development in October 2002, and the White Paper Partnership for Care50 identified child
and adolescent mental health services (CAMHS) as a priority within that effort. In June 2003
the Minister for Health and Community Care announced the appointment of a National
Mental Health Workforce Group, (NMHWG).

The activities supported by the NMHWG currently fall into four main categories:

• developing a better understanding of the dynamics driving demand and supply to
ensure that the future workforce is fit for purpose;

• in the immediate short term, to develop the workforce to meet the requirements of the
Mental Health (Care and Treatment) (Scotland) Act 2003:

• specific development projects on CAMHS to address immediate workforce pressures
and to improve future supply; 

• specific activities to stimulate and promote service redesign and workforce development.

Establishing links with other related portfolios will also be of benefit in developing better
integrated workforce planning, including, for example, the impact of the Cosgrove Report51

and the requirement for forensic psychologist and forensic psychiatrist capacity.

A Framework for Workforce Planning

50 Partnership for Care: Scotland’s Health White Paper (Scottish Executive, February 2003)

51 Reducing the Risk Improving the Response to Sex Offending (Scottish Executive, June 2001)
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Mental Health (Care and Treatment) (Scotland) Act 2003

This new piece of legislation heralds new responsibilities for staff of both NHS Scotland and
local authorities. It will also impact on the voluntary sector workforce. In this regard, the
NMHWG is giving attention in the first instance to the workforce needs for Mental Health
Officer (MHO) and Consultant Psychiatrist services. This activity will inform next steps on
linked workforce issues. The focus is on identifying the workforce implications for the new
activities and the time demands required to deliver the new legislation and the associated
planning processes. Work is in hand to agree current and future estimates for both staff
groups – these will inform and be informed by the implementation process and workforce
planning process for the new legislation.

Child and Adolescent Mental Health Services

One of the first tasks of the NMHWG was to give shape to the undertakings made in
Partnership for Care to prioritise work on child and adolescent mental health services. The
Group therefore established, in collaboration with the Child Health Support Group and the
National Workforce Unit, the Child and Adolescent Mental Health Workforce Group
(CAMHWG). The group’s work programme has primarily addressed three areas: 

• the workforce associated with in-patient and intensive mental health services for
children and young people;

• the workforce requirements of community-based specialist mental health services for
children and young people;

• how to build the “mental health capacity” of the broader network of children’s services
in Scotland.

A fourth strand of work has been added: NHS Scotland’s Information Services Division
(ISD) will soon be mapping the workforce in NHS specialist CAMHS. Raw data was
gathered in May 2005 and will provide an important way of measuring the effectiveness of
this and any subsequent CAMH workforce planning. Because of the additional data which
will emerge from the mapping exercise, the CAMHWG aim to produce a comprehensive
workforce report on Child and Adolescent Mental Health Services later in 2005.
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5.3.3 Radiotherapy

Radiotherapy is a key component of modern cancer treatment and is likely to remain so for
the foreseeable future. The need for an increased workforce to meet the requirement for
additional activity is unavoidable. This workforce can either operate more linear accelerator
machines running less hours or operate fewer machines running longer hours; and in both
scenarios there may be opportunities to develop new ways of working.

Future Service Demand

Cancer Incidence Projections for Scotland52 projected an 18.9% increase in cancer
incidence from 2004 to 2015. In addition increased demand on radiotherapy services will
result from: 

• an ageing population, who may present with coincident medical conditions making
radiotherapy a safer and more attractive treatment option than surgery

• increased cancer prevalence and therefore higher likelihood of re-treatment 

• improved diagnostic techniques and technologies

• growing indications for the use of radiotherapy

• increased fractionation (increased number of treatments per patient)

• increased complexity of treatment planning and delivery

• additional quality assurance requirements

This is expected to result in a projected 51% increase in demand for radiotherapy between
2004 and 2015. Some steps to increase radiotherapy service capacity are already
underway and by 2008 there will be 25 modern linear accelerators in operation across
Scotland, compared with 15 in 1997. 

Future Service Capacity

In order to meet the required capacity for linear accelerator operation, the Radiotherapy
Activity Planning Group has considered the possibility of increasing the core clinical service
day, week and year. It is estimated that this could deliver a 34% increase in service capacity,
and 68% of the total projected increase in service capacity required between 2011 and
2015. A further 3 to 4 linear accelerators may be required by 2011/2012.

A Framework for Workforce Planning

52 Cancer Incidence Projections for Scotland (Scottish Executive, December 2004)
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Workforce Demand

The key professional groups essential to the delivery of radiotherapy services are:

• Clinical Oncologists

• Radiotherapy Physicists (including dosimetrists and engineers)

• Therapeutic Radiographers (including assistants and advanced practitioners)

Having carried out the preparatory service planning, work is now underway to take into
account the recommendations on workload and workforce establishment from the Royal
College of Radiologists, the Institute of Physics and Engineering in Medicine and the Royal
College of Radiographers to determine the required workforce capacity for future
radiotherapy services.

5.4 Workforce Planning Skills Capacity
In order to make effective, strategic planning decisions the NHS and the four UK Health
Departments require high quality, timely and integrated workforce, service and financial
information. To support regions and NHS Boards in effective decision-making there needs
to be more investment in the development of workforce planning expertise.

5.4.1 Development of a UK Wide Workforce Planning Competency Framework Development 

All four UK countries have identified a need to invest in, train and develop everyone involved
in the workforce planning and development function. A starting point for this is the
development of a competency framework, which has now been completed. Skills for
Health (the UK-wide sector skills council for the healthcare sector) has been working in
partnership with the National Workforce Project Team in England and the four UK Health
Departments to develop a UK-wide competency framework for all staff engaged in
workforce planning, covering healthcare wherever it may be delivered. The project was
completed in February 2005.

The Competency Framework encompasses the skills and competencies required by
operational managers, strategic managers and specialists working in workforce planning
and development. Competency frameworks have a broad range of uses, including the
development of job descriptions for workforce planners, and identification of individuals’
training and development needs.
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The Competency Framework53 was developed through engagement of workforce planning
practitioners and key stakeholders. The consultation process has included UK wide
development sites, workshops and a reference group. There have been five workshops
throughout the UK, including a Scottish workshop in Glasgow and involving participants
from all three Scottish workforce planning regions. Details of the project can be found on
www.healthcareworkforce.org.uk.

The launch of the Competency Framework was on the 11 May 2005 and further testing
and fieldwork of the competencies is now being undertaken. It can be accessed on the
above website.

In Scotland work is now beginning to map existing training and development provision and
identify any gaps when this is matched against the competencies highlighted in the
Competency Framework. In the short term a UK-wide approach will be taken to learn,
share and benefit from economies of scale, paving the way for each country to develop its
own workforce planning skills and expertise.

A Framework for Workforce Planning

53 National Occupational Standards and National Workforce Competencies (Skills for Health, 2005)
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The National Workforce Planning Framework 2005 sets in train a cycle of workforce
planning to be undertaken at national, regional and Board level and on an iterative basis
from year to year. A number of actions now need to take place to make that happen –
locally, regionally and nationally. Some of them have specific time frames; others will be on-
going. All will be monitored for progress and reported on in subsequent workforce plans at
national, regional and Board level.

6.1 National level actions 
1 SEHD will ensure that the workforce planning implications of the Executive’s

response to Building a Health Service Fit for the Future are taken forward with
regional workforce leads, NHS Boards and stakeholders such as staff organisations.

2 The National Workforce Unit will oversee development of a more robust evidence
base for the primary care workforce and further develop capacity for workforce
planning in this area. Specifically, we will:
• improve the collection of data on the whole primary care workforce including all

staff employed by GP practices, community health service staff, community
pharmacists and other independent contractors such as dentists and dental
practice teams;

• secure better intelligence on the contribution and work patterns of sessional
GPs; and

• align workforce planning for primary care with the Executive’s response to
Building a Health Service Fit for the Future. 

3 The National Workforce Unit will continue to build and improve capacity and
capability for workforce planning in NHS Scotland, including roll-out of the Scottish
Workforce Information Standard System (SWISS)54 this Autumn, promotion of a UK-
wide competency framework for workforce planning, and an audit of training
arrangements for workforce planning in NHS Scotland to identify any gaps that need
to be addressed.

4 The National Workforce Unit will issue guidance this summer for the preparation
of regional and NHS Board workforce plans. It will also work with NHS Boards and
regions to develop models and toolkits for workforce planning.

5 The National Workforce Unit will produce a National Workforce Plan for December
2006 informed by regional and NHS Board workforce plans and reporting on
progress against these actions.

Making It Happen: Key Actions

54 SWISS (Scottish Workforce information Standard System) is a project to develop a workforce information system to
support NHS Scotland at local, regional and national levels, linking human resources, payroll and other systems. It is
a joint project between SEHD and NHS Scotland. Further information is available in the Background Annex at
www.workinginhealth.com
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6 SEHD will determine specialist medical training numbers (including GP Registrar
numbers), reflecting future consultant and GP requirements and the implementation
of MMC.

7 SEHD will address the workforce planning implications of the development of new
and extended roles in the workforce, specifically taking into account recently
published frameworks for developing roles in nursing and among AHPs. This work
will take into account evidence captured from regional and NHS Board workforce
plans on new roles.

8 The National Workforce Unit, working in conjunction with the Scottish Forum for
Healthcare Science, will:

• develop understanding of the smaller sub-specialties among the healthcare
scientist workforce, working to safeguard future capacity in these cohorts; 

• ensure that effective planning is in place for meeting projected demand from
regions and NHS Boards for the larger sub-specialties.

9 SEHD will performance manage delivery of NHS Boards’ recruitment plans for their
consultant workforce and will continue to support Boards, where necessary, in
recruiting to hard-to-fill posts and redesigning posts to ease recruitment and
retention pressures.

10 SEHD will develop a better national evidence base to inform policies and strategies,
some of which will be necessary at national level, to help improve retention of staff
across NHS Scotland. This will specifically include efforts to help improve the retention
of doctors-in-training and ensure a healthy supply of future consultants and GPs.

11 SEHD will explore developments and practice in workforce planning for the whole
healthcare workforce (both clinical and non-clinical) taking place outwith Scotland
and will disseminate innovative approaches and solutions that will add value in NHS
Scotland, and where appropriate, other areas of the public sector. 

6.2 NHS Scotland actions 
12 Each NHS Board and workforce region will produce a workforce plan according

to the timetable outlined in this report and in line with guidance issued by SEHD.

13 NHS Boards and regions should apply solutions to future staffing pressures
identified through their workforce planning, including action on education and staff
development and on recruitment and retention. 
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14 NHS Boards and regions should develop capacity by investing in dedicated
workforce planning expertise, supported by the UK Competency Framework for
workforce planning.

15 NHS Boards and regions should ensure that workforce planning is effectively
integrated with arrangements for service planning (and redesign) and financial
planning and that it links appropriately with arrangements for planning education and
development of staff. The integration between these elements should be demonstrated
in NHS Boards’ and Regions’ workforce plans.

16 NHS Boards should have effective local functionality for their workforce information
requirements, and commit fully to input and maintain workforce data for SWISS. This
will establish for the first time an authoritative, up-to-date and accurate workforce
dataset in all NHS Boards across NHS Scotland. This information should include
real-time workforce data on such aspects as vacancies, specific pressure points in
the workforce, turnover, stability and recruitment rates, regularly monitored by the
senior management team (this may require interim arrangements by NHS Boards
prior to the full development of SWISS).

17 NHS Boards must, as a basic management requirement, actively monitor vacancies
in all staff groups and take action on long-term vacancies, for example through
redesign of posts and/or services. This is a key priority which will be actively
performance managed by SEHD. 

18 NHS Boards should ensure that work on improving absence rates and increasing
productivity levels is factored into their workforce planning, along with other actions
aimed at improving efficiency and effectiveness of services, on the basis of a realistic
assessment of the net effect on workforce capacity. 

19 NHS Boards should continue to contribute to meeting the Partnership Agreement
commitments for consultants, dentists, nurses and allied health professionals.
Specifically NHS Boards should deliver on the agreed recruitment targets for
consultant expansion. In doing this, NHS Boards should make use of regional
workforce development and regional service redesign arrangements. 

20 NHS Boards should continue to plan and prepare for the full implementation of the
Working Time Regulations in 2009, taking action where necessary, for example, by
using solutions such as ‘Hospital at Night’ and working at regional level.

Making It Happen: Key Actions
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6.3 Conclusion
Much has happened over the past year in taking forward workforce planning for the
healthcare workforce in Scotland. There is still much to do. The NHS’s key asset is its staff
and it is vital that we use effective strategic workforce planning, fully integrated with service
planning, to secure the right people with the right skills in the right place at the right time. 

This workforce planning framework will enable NHS Scotland to anticipate movements in
the workforce and respond nimbly and flexibly to the complex and inevitably unpredictable
changes in workforce supply and demand. In so doing it will play a vital role in providing a
modern workforce for a modern NHS. 
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ANNEX A
Glossary of Terms

Article 14 (PMETB) – This article from the Order establishing PMETB defines its
responsibility to assess the equivalence of the qualifications, training and experience of
doctors seeking a statement of eligibility to apply for entry to the Specialist Register of the
General Medical Council.

Doctors in Training – This group includes Pre-Registration House Officers, Senior House
Officers (included under the Foundation Programme of MMC) and Specialist Registrars
(who are undergoing the training required to attain the Certificate of Completion of
Specialist Training, enabling them to apply for trained doctor posts, such as consultant).

Modernising Medical Careers (MMC) – A UK-wide initiative, Modernising Medical
Careers (MMC) aims to improve patient care by delivering a modernised and focused
career structure for doctors through a major reform of postgraduate medical education. As
training and education are central to the work of doctors and their role in delivering patient
care, MMC will also bring about significant changes to career structures, providing qualified
staff who are able to meet the needs of patients. It is focused on the development of a
flexible workforce of doctors, competent at dealing with the acutely ill patient and who are
effective at communicating with patients and colleagues alike. These skills and the absolute
guarantee of standards from new methods of assessment are key to the success of
modern workforce programmes like the Hospital at Night, and the Working Time Directive. 

Building a Health Service Fit for the Future: a National Framework for Service
Change in the NHS in Scotland – A report, produced by Professor David Kerr in May
2005. The report contains proposals for the development of NHS Scotland over the next
twenty years.

New Deal Contract – The New Deal for doctors in training was introduced in 1991 to
reduce doctors’ average working week to 56 hours with minimum rest criteria for specific
work patterns to promote safety and ensure doctors were not working when they were
over-tired. The new contract, introduced in 2000, required all training grade doctors to be
compliant with the New Deal targets by August 2003.

Physician Assistant model – Currently in existence in America, this is a healthcare
provider who is neither a doctor, nor a doctor trainee. This role is an interdependent, semi-
autonomous clinician practicing in conjunction with doctors. They are flexible practitioners,
working across all areas of medicine.

Annexes
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Programmed Activity – Programmed Activities (PAs) are four-hour periods of time which
make up a consultant’s job plan, replacing the old 31/2 hour sessions. PAs can either be for
Direct Clinical Care Activities or Supporting Professional Activities. The core contract for a
full time consultant equates to 10 PAs of 4 hours each equalling 40 hours per week.
Employers may contract separately with consultants for Extra Programmed Activities over
and above the core contract.

Postgraduate Medical Education and Training Board – The Postgraduate Medical
Education and Training Board (PMETB) was established by the General and Special
Medical Practice (Education and Qualifications) Order, approved by Parliament (both the UK
and Scottish Parliaments) 2003 to develop a single, unifying framework for postgraduate
medical education and training across the UK. This Order places a duty on PMETB to
establish, maintain, and develop standards and requirements relating to postgraduate
medical education and training in the United Kingdom. The Board is accountable to
Parliament and will act independently of government as the UK competent authority.
PMETB will take up its full statutory powers in 2005. Until then, postgraduate medical
education will continue to be managed by the Specialist Training Authority (STA) and the
Joint Committee on Postgraduate Training for General Practice (JCPTGP) in conjunction
with NHS Postgraduate Deaneries and the Medical Royal Colleges.

Professions Complementary to Dentistry – Professions Complementary to Dentistry is
a term that covers those dental professionals who support the dentist. They include Dental
Hygienists and Therapists who are concerned with maintaining and managing aspects of
dental health and preventing dental diseases. They work to a treatment plan provided by a
dentist. They help patients develop and maintain good oral health. They do this by restoring
teeth (doing fillings) and for child patients they can also carry out extractions, pulp therapy
and stainless steel crowns. Their preventive role involves giving advice on diet, oral hygiene
and smoking cessation. Other care they can provide are the taking and developing of 
x-rays and the taking of impressions. Dental Nurses and Dental Technicians provide further
support to the work of the dental team.

Proleptic Appointment – Appointment made in anticipation of a post becoming vacant
through retiral or termination of employment.

Salaried Dentist – NHS Boards have a responsibility for monitoring the availability of the
General Dental Service in their areas. If an NHS Board is concerned that existing GDS
provision is insufficient to meet the demands and needs of the local population, and no
independent general dental practitioner is available to fill the gap, and the Community
Dental Service “safety net” is unable to meet these exceptional circumstances, then the
NHS Board can consider the appointment of a salaried dentist. These dentists have the
same obligations to their registered patients as independent dentists, such as the provision
of treatment in an emergency and provision of suitable facilities, although it is up to the NHS
Board to decide how and by whom these obligations will be met.
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Scottish Higher Education Funding Council – Scottish Executive Enterprise, Transport
and Lifelong Learning Department allocates funds for higher education to Scottish Higher
Education Funding Council (SHEFC) through a grant-in-aid letter. SHEFC then uses its
funding formula to allocate these funds to the Higher Education Institutions.

Trained Doctors – This group includes Consultants, GPs and the Non-Consultant Career
Grade doctors (which include Associate Specialist, Staff Grade, Clinical Medical Officer,
and Senior Clinical Medical Officers).

Whole Time Equivalent – WTEs adjust headcount staff figures to take account of part-
time staff.
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