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DEPARTMENT OF HEALTH EVIDENCE TO THE NHS PAY REVIEW BODY 
 

EXECUTIVE SUMMARY 
 

1. For 2011/12 and 2012/13, the Government has announced a pay freeze for all public 
sector workers earning basic salaries of more than £21,000 a year.  The Government 
has also made a commitment to protect those on low incomes, and has announced that 
workers earning basic salaries £21,000 or less a year should receive uplifts of a 
minimum of £250 a year. The NHS Pay Review Body (NHSPRB) is asked to make 
recommendations on the amount of that uplift, as it applies to appropriately-paid staff 
under the Agenda for Change Pay Framework. 

 
2. The NHSPRB has also signalled that it wishes to return to the issue of a possible national 

recruitment and retention payment for pharmacists under Bands 6 and 7 of Agenda for 
Change. This evidence also covers that issue.  

 
3. In this evidence, the Government proposes that:  

 
• the 2011/12 uplift for NHS staff earning £21,000 or less a year should be a flat rate 

of £250 – that is, the recommended minimum which the Government has proposed 
for workers earning up to that amount, across the public sector. This flat rate 
uplift should apply irrespective of an individual’s position on the Agenda for 
Change payscales, recognising that people not on the top of paybands will also 
receive increments of between 2.2% and 3.8%. It would equate to percentage 
increases of between 1.22% and 1.83% for these points on the payscale, which the 
Government considers to be wholly appropriate in all the circumstances;  

 
• there is no case for a national recruitment and retention payment or premium for 

Bands 6 and 7 pharmacists, in the light of reducing levels of unfilled vacancies 
across the country among this staff group, and the demonstrable signs of success 
in the initiatives which have been introduced to address issues of recruitment and 
retention.             

 
4. The Government’s proposals this year are inevitably shaped by wider economic and job 

market conditions, and in particular by the vital need to reduce the deficit through 
spending control and pay restraint across the public sector. However, the 
Government’s longstanding aim in pay policy remains in place: to set uplifts at the correct 
and appropriate levels to ensure the recruitment, retention, and effective motivation of high 
quality NHS staff. The Government strongly believes that its proposed uplifts will achieve 
this, within the limits of affordability.                

 
5. The vital need for pay restraint in the NHS was strongly signalled in the Government’s 

White Paper of July 2010, Equity and Excellence: Liberating the NHS. The White Paper 
builds on the core values and principles of the NHS, and sets out the direction of travel 
towards a Service which remains comprehensive and free at the point of use, while:  

 
 putting patients at the heart of everything the NHS does; 
 focussing on improved outcomes rather than bureaucratic processes; and 
 empowering clinicians and other NHS staff to innovate.       

 
6. The Department and the NHS have embarked on a major programme of reform, and aim to 

deliver better outcomes for patients by an empowered front-line workforce. This is an 
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ambitious journey, with vastly improved and responsive healthcare services the clear 
destination. This journey is, however, starting at a time of necessary austerity across the 
public sector and, moreover, when the need to reduce the public deficit is the 
Government’s over-riding aim. The Government is clear that unaffordable pay uplifts at 
this time will hamper the deficit reduction programme and divert funding away from 
frontline service delivery across the public sector.  They would also have the potential to 
seriously affect the likelihood of the Government’s achieving its long-term aims for 
improving the NHS.  

 
7. Inevitably, as a result of the record debt, the NHS will employ fewer staff at the end of this 

Parliament; although rebalanced towards clinical staffing and front-line support rather than 
excessive administration.  As part of ensuring funding is focused on delivering front line 
services, the NHS will deliver management cost reductions of at least 45% by 2013/14.   

 
8. The NHSPRB will also wish to consider the effects of its recommendations on cross-NHS 

work towards improving productivity and efficiency – work which is vital if the Service 
is to meet the increasing demands of technological and demographic changes, and absorb 
increasing (non-pay) costs. The Department of Health’s programme to improve Quality, 
Innovation, Productivity and Prevention (QIPP) programme is central to the achievement 
of the £20 billion of savings, which the NHS is working to achieve by the end of the 
present Spending Review period. Much as is the case for the White Paper programme, 
unaffordable pay uplifts now could endanger that vital work – much to the long-term 
detriment of the NHS and the public its serves.                            

 
9. A flat rate, consolidated uplift of £250 for all NHS staff earning basic salaries of 

£21,000 or less a year – as the Government is proposing - would increase the total 
paybill by £130 million.  Each additional uplift of £100 for these staff would increase 
the paybill by approximately £50 million.  In the light of the over-riding imperative to 
reduce the deficit, and the demands on the NHS set out above, the Government does 
not consider any additional uplifts in addition to the flat rate £250 to be justified or 
affordable this year.  

 
10. Issues of affordability – and therefore of deficit-reduction – are central to the Government’s 

evidence this year. However, the Government would also stress the following factors that 
support an uplift of no more than £250.          

 
11. The recruitment and retention position is healthy – both among staff earning basic 

salaries of £21,000 or less, and across the NHS more generally.   
 

12. Over a period when unemployment in the general economy is increasing – 7.7% in October 
2010, compared to 5.4% in October 2007 - the NHS’s non-medical workforce has 
increased in headcount terms by 5% (from 1,120,548 in 2008, to 1,176,831 in 2009). 
Almost all these staff are paid under Agenda for Change.  

 
13. Of that number, 40% are on basic pay of £21,000 or less - 443,000 staff by headcount. 

These include unqualified nurses and healthcare assistants (98% of whom are paid £21,000 
or less a year), administrative and clerical staff (63%), and maintenance/works staff (46%). 
They are paid under Agenda for Change Bands 1-3, and the lower part of Band 4 (that is, 
pay points 1-15).  

 
14. Identifying movements in the numbers of staff earning basic salaries of £21,000 or less is 

not wholly straightforward. However, clear indications of movements in the numbers of 
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staff employed in relevant categories are available from the NHS Workforce Census for the 
year ended 30 September 2009:  

 
 the number of support staff for doctors and nurses rose by 6%, compared to 2009 

(from 286,254 to 303,424); and 
 the number of other infrastructure support staff, excluding managers, rose by 6.9% 

over the same period (from 179,151 to 191,442).         
 

15. Although these numbers clearly include limited numbers of staff earning over £21,000, 
they clearly show increased levels of NHS employment among staff paid under Bands 
1-4 of Agenda for Change.   

 
16. As well as increased numbers of staff employed, vacancy rates are falling among the staff 

categories which are relevant to this evidence.  In March 2010 the three-month vacancy 
rate for all non-medical NHS staff was 0.5% - an improvement on the 0.6% for the same 
period in 2009. Among staff paid £21,000 or less a year:  

 
 vacancy rates among unqualified nurses fell from 0.4% to 0.3%; and 
 those among healthcare assistants, and support, administrative, and estates staff fell 

from 0.4% to 0.2%.    
 

17. Levels of staff motivation and satisfaction, as demonstrated by survey results, are also 
healthy. The NHS Staff Survey showed rises in staff satisfaction ratings for 2009, 
compared to 2008, as follows: 

 
 for nurses and healthcare assistants, staff satisfaction rose from 3.48 to 3.49, while 

“intention to leave” fell from 2.48 to 2.42; and 
 for administrative and clerical staff, satisfaction rose from 3.63 to 3.67, while 

“intention to leave” fell from 2.57 to 2.52.   
 

18. In addition, a new Staff Survey question covering people’s engagement with their jobs was 
introduced in 2009, and has produced healthy scores across all staff groups, with an 
average across the NHS of 3.86 out of 5.   

 
19. In considering junior pharmacists, the Government continues to consider that, although 

there have undoubtedly been problems in some geographical areas, there is not a national 
problem which requires the solution of a national Recruitment and Retention Premium.  
Employers have access to local recruitment and retention premia where these are 
considered to be necessary, and new guidance on the use of such premia was issued to the 
Service in November 2009.    

 
20. Work by the Department and the Strategic Health Authorities (SHAs), including the work 

of the Pharmacist Numbers Task and Finish Group and the Modernising Pharmacy Careers 
Programme, have significantly improved the position over the last two years, with the 
results that:    

 
 three-month vacancy rates among junior pharmacists at Agenda for Change Bands 6 

and 7 are lower this year than previously (for Band 6, 11% this year compared with 
20% in 2009; for Band 7, 13% this year compared with 14% in 2009); and 

 
 training numbers across all SHAs have increased by 45% - 693 placements in 2010, 

compared to the low point of 477 in 2007.   
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21. In summary, on the key issue which the NHSPRB is asked to consider this year, the 

Government strongly believes that a flat rate £250 uplift is the right figure for NHS 
staff earning £21,000 or less. In the light of the imperative to reduce the deficit, and 
the coming financial and other demands on the NHS, the Government does not 
consider higher uplifts to be necessary. In any event, the Government believes that, 
notwithstanding the wider financial position, considerations of recruitment and 
retention, and evidence on motivation levels, make £250 the correct uplift in any 
event.  

 
22. The Government also believes that a flat rate increase of £250, regardless of an 

individual’s position on the Agenda for Change payscales, is the most 
straightforward, fairest, and most equitable way to reward NHS staff earning £21,000 
or less in 2011/12.                      

 
23. The Government’s evidence is detailed in the following chapters: 

 
 Chapter 1 covers the Government’s pay policy, and its wider approach to the NHS; 
 Chapter 2 covers NHS finances;  
 Chapter 3 sets out the wider economic position;  
 Chapter 4 cover total reward in the NHS; and 
 Chapter 5 covers planning and delivery for the NHS non-medical workforce; and 
 the statistical annexes include pay metrics.      
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CHAPTER 1:  INTRODUCTION - THE GOVERNMENT’S PAY POLICY AND 
WIDER APPROACH TO THE NHS 
 
1.1 The Coalition Government has guaranteed that health spending will increase in real 

terms in every year of this Parliament. However, with that protection comes the same 
obligation for the NHS to cut waste and transform productivity as applies to other 
parts of the public sector.  

 
1.2 NHS pay must also been seen within the wider context of the current economic 

situation and cannot be immune from the serious economic challenges we face.  The 
massive deficit and growing debt means that difficult decisions have to be made and it 
is right that the NHS plays its part, through pay restraint, in reducing the public sector 
pay bill.  Restraint now will help to protect jobs in the NHS, support the quality of 
services the NHS provides and ensure that every penny saved is spent on front-line 
services.  

 
1.3 However, the Government is also committed to protecting those on low incomes. 

Therefore, on 22 June, as part of the Emergency Budget, the Chancellor announced a 
two year pay freeze from 2011/12 for public sector workforces, except for those 
earning a full-time equivalent of £21,000 or less, where the Government will seek 
increases of at least £250 per year.    

 
1.4 The Chief Secretary to the Treasury wrote to the Chairs of the Pay Review Bodies on 

26 July 2010 to set out the Government’s position on public sector pay (a copy of that 
letter is at Annex B).  He made clear that:  

• for those groups of workers paid above £21,000, the Government will not submit 
evidence or seek recommendations on pay uplifts for 2011/12. It will, however, 
provide information about recruitment, retention and other aspects of the affected 
workforces as appropriate; and  

• for those groups of workers paid £21,000 or less, we will look to the Pay Review 
Bodies to provide recommendations on 2011/12 uplifts. 

White Paper, ‘Equity and Excellence: Liberating the NHS’ 

1.5 The need for NHS pay restraint has therefore been made very clear. At the same time, 
the Government has set out its ambitious vision for the Service of the future. The 
White Paper of July 2010 builds on the core values and principles of the NHS - a 
comprehensive service, available to all, free at the point of use, and based on need, 
not ability to pay.  It sets out how: 

• patients will be put at the heart of everything the NHS does - having greater 
choice and control helped by easy access to the information they need about the 
best GPs and hospitals, and in charge of making decisions about their care;  

• there will be a clear focus on the continuous improvement of what really matters 
to patients - the outcome of their healthcare. Success will be measured, not 
through bureaucratic process targets, but against results that matter to patients – 
such as improving cancer and stroke survival rates; and 

• clinicians will be empowered and liberated to innovate, with the freedom to focus 
on improving healthcare services. Front-line staff will have more control. 
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Healthcare will be run from the bottom up, with ownership and decision-making 
in the hands of professionals and patients.  

1.6 The implementation of the reforms set out in the White Paper will be subject to broad 
consultation. The Government has already published consultation documents seeking 
views on: 

• the NHS Outcomes Framework (published on 19 July); 
• commissioning for patients (22 July); 
• increasing democratic legitimacy (22 July); and   
• freeing providers and economic regulation (26 July). 

 These consultations are now closed, and the Department is considering the responses 
received. The Government’s response and the Health Bill will be introduced shortly.    

 
1.7 Two further public consultations were launched on 18 October: 

• Liberating the NHS: An Information Revolution: and 
• Liberating the NHS: Greater Choice and Control. 

A further consultation, on the move to a provider-led education and training system, 
will be launched shortly (see below).    In addition, a Public Health White Paper will 
be published later this year. 

Quality, Innovation, Productivity and Prevention (QIPP) 

1.8 The current and forecast economic climate demands the efficient use of resources. For 
some time, the NHS has understood the need to make extremely challenging 
improvements in productivity and efficiency. To meet increasing demand, stemming 
partly from the fact that our population is ageing, and to absorb increasing costs, the 
NHS needs to concentrate on improving productivity and eliminating waste while 
focusing relentlessly on clinical quality. Work has already begun on releasing up to 
£20 billion of efficiency savings by the end of the current Spending Review period. 
These savings will be reinvested in front-line services: meeting the current financial 
challenge and the future costs of demographic and technological change, and ensuring 
that the NHS continues to deliver year-on-year quality improvements.  Achieving this 
ambition will be extremely challenging.  

 
1.9 To help achieve these savings, the existing Quality, Innovation, Productivity and 

Prevention (QIPP) initiative will continue with even greater urgency, but with a 
stronger focus on general practice leadership. The QIPP initiative is identifying how 
efficiencies can be driven, and services re-designed, to achieve the twin aims of 
improved quality and efficiency. 

 
1.10 QIPP is working at national, regional and local levels to support clinical teams and 

NHS organisations in improving the quality of the care they deliver,  while making 
efficiency savings which can be re-invested in the Service. 

 
Assessing the Future Health Workforce Needs in England 
 
1.11 The White Paper also sets out the Government’s vision of a provider-led workforce 

planning, education and training system, in which the professions have the leading 
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roles in commissioning education and training, and work with employers to ensure a 
multi-disciplinary approach. 

 
1.12 In the new system: 
 

• healthcare employers and their staff will agree plans and funding for workforce 
development and training, and their decisions will determine education 
commissioning plans;  

• education commissioning will be led locally and nationally by the healthcare 
professions, through Medical Education England for doctors, dentists, healthcare 
scientists, and pharmacists. Similar mechanisms will be put in place for nurses and 
midwives and the allied health professions;   

• the professions will have a leading role in deciding the structure and content of 
training, and quality standards; 

• all providers of healthcare services will pay to meet the costs of education and 
training, and transparent funding flows will support a level playing field between 
providers;  

• the NHS Commissioning Board will provide national patient and public oversight 
of healthcare providers’ funding plans for training and education, ensuring that 
these plans reflect its strategic commissioning intentions. GP consortia will 
provide this oversight at local level; and  

• the Centre for Workforce Intelligence (CfWI) will act as a consistent source of 
information and analysis, informing - and informed by - all levels of the system. 

 
1.13 A public consultation on these proposed changes to the education and training system 

will be published later this year. This will be based on the following principles:  
 

• the need for simpler and more efficient education and training arrangements; 
• greater market orientation; and  
• the need for decisions to be driven by healthcare providers themselves, with 

strong clinical leadership.  
 

The aim will be to deliver appropriate investment in workforce education and 
training, whilst ensuring better outcomes for patients and value for money and with 
appropriate checks, balances and accountability.  

 
1.14 It is clear that effective workforce planning is key to delivering the right workforce to 

deliver the Government’s vision. The CfWI’s information and analysis will support 
NHS organisations in their workforce planning, assisting them in taking a long-range 
approach to improving skills and resources. This will enable the Department, and 
NHS bodies at all levels to understand workforce demand and supply in greater depth, 
and thereby to improve their workforce planning strategies. 

 
Conclusion 
 
1.15 The Government has embarked on a major programme of reform to deliver better 

outcomes for patients from an empowered front line workforce. The Department has 
recently completed a number of consultations, and will be taking forward its 
responses to those, and to the other consultations which are running or still to run. The 
Department will be in a better position to report on these - and on their detailed 
implications for the Service and its workforce - in the next round of evidence. 
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CHAPTER 2: NHS FINANCES 
 
2.1 This chapter sets out the financial position for the NHS in 2011/12, and the costs of 

meeting a £250 uplift for staff earning basic salaries of £21,000 or less.  
 
Economic Context 
 
2.2 The recent deterioration in the economy has led to substantial falls in employment and 

vacancies, and rising unemployment and redundancies. The October 2010 ONS Labour 
Market Statistics Publication quotes an unemployment rate of 7.7%, compared to 5.2% 
in October 2002, 4.7% in October 2004, and 5.4% in October 2007.  

 
2.3 The weak general labour market will make it easier to recruit and retain a high-quality 

workforce for the NHS, than it was following the 2002, 2004 and 2007 Spending 
Reviews. 

 
Public Sector Pay Freeze 
 
2.4 The two-year pay freeze for public sector workers is primarily aimed at reducing the 

deficit. But it is also a response to the weak labour market, and to the relative growth in 
public sector earnings over the course of the recession (Chapter 3 below considers the 
general economic context). As it is anticipated that demand growth for Agenda for 
Change staff will fall over the next year, recruitment difficulties are not expected.  
Indeed, the recruitment and retention of Agenda for Change staff is not seen as 
problematic in the short-term even if there are significant pay increases in the private 
sector.  

 
Funding Growth  
 
2.5 The NHS has seen large increases in funding over the past 10 years, with an average 

real terms growth in revenue expenditure of 5.3% per year between 2000/01 and 
2010/11.  Table 2.1 shows the NHS revenue figures from 2000/01 to 2010/11, and the 
Revenue Departmental Expenditure Limits (RDEL) as agreed in the 2010 Spending 
Review for the years 2011/12 to 2014/15 (SR 2010):   
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Table 2.1:  NHS REVENUE SINCE 2000/01 
  NHS 

Revenue 
Expenditure 

(£bn) 

Cash 
Growth 

Real 
growth 

Proportion 
of revenue 

expenditure 
consumed 
by paybill 

2000/01 Outturn 42.7 45.9% 
2001/02 Outturn 47.3 10.8% 8.5% 46.4% 
2002/03 Outturn1 51.9 9.8% 6.6% 46.8% 
2002/03 Outturn (rebased) 2 55.4  
2003/04 Outturn 61.9 11.7% 8.8% 43.6% 
2004/05  Outturn 66.9 8.1% 5.3% 47.1% 
2005/06 Outturn 74.2 10.9% 9.1% 45.9% 
2006/07 Outturn 78.5 5.8% 2.4% 45.0% 
2007/08 Outturn 86.4 10.1% 7.2% 42.4% 
2008/09 Outturn 90.7 5.0% 2.3% 43.2% 
2009/10 Estimated outturn 97.8 7.8% 6.2%  

2009/10 Estimated outturn 
(aligned)3

96.0  

2010/11 Plan (aligned) 99.8 4.0% 1.1%  
2011/12 RDEL 102.6 2.9% 0.9%  
2012/13 RDEL 105.2 2.5% 0.2%  
2013/14 RDEL 108.2 2.8% 0.2%  
2014/15 RDEL 111.1 2.7% 0.0%  

(1) Expenditure figures from 2000/01 to 2002/03 are on a Stage 1 resource budgeting basis. 
(2) Expenditure figures from 2003/04 to 2008/09 are on a Stage 2 resource budgeting basis, this means 

cost of capital and cost of new provisions are included in the RDEL. 
(3) Expenditure figures from 2010/11 are on an aligned basis. Aligned means that cost of capital is no 

longer included in RDEL and new provisions are included in Annually Managed Expenditure rather 
than RDEL.            

 
2.6 The Departmental Expenditure Limits (DEL) set by HM Treasury represent absolute 

limits on NHS expenditure. There is no flexibility to bring forward expenditure.  
 
2.7 Table 2.2 below shows the cash increases in the NHS revenue expenditure over the last 

eight years, and the proportion of the revenue expenditure increases consumed by 
paybill. This proportion is further broken down by: 

 
• the proportion that went on price increases (that is, on wage increases); and  
• the proportion that went on volume increases (that is, on employing extra staff).  
 

Between 2000/01 and 2008/09, increases in paybill prices have on average accounted 
for 31.4% of the cash increases in NHS revenue expenditure.   
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Table 2.2:  INCREASE IN REVENUE EXPENDITURE AND PROPORTION 
CONSUMED BY PAYBILL 

 Revenue 
increase 

(cash) (£bn) 

Paybill 
increase 

(cash) (£bn) 

% of 
revenue 

increase on 
paybill 

% of revenue 
increase on 

paybill prices 

% of revenue 
increase on 

paybill 
volume 

2001/02 4.6 2.4 51.4% 31.6% 19.8% 
2002/03 4.6 2.4 51.1% 25.1% 26.0% 
2003/04 6.5 2.6 40.9% 20.8% 20.1% 
2004/05  5.0 4.5 90.6% 65.1% 25.4% 
2005/06 7.3 2.5 34.4% 20.4% 14.1% 
2006/07 4.3 1.3 30.2% 42.1% -11.9% 
2007/08 7.9 1.3 16.3% 18.5% -2.1% 
2008/09 4.4 2.6 59.8% 27.6% 32.3% 
Average 6.0 2.45 45.1% 30.5% 14.6% 

 
 
The NHS Paybill  
 
2.8 Pay is one of the most significant cost pressures, accounting for more than 40% of NHS 

revenue expenditure and around 60% of hospital and community health services 
(HCHS) expenditure.  As pay represents such a large proportion of the NHS budget, 
managing the paybill is key to ensuring that the NHS is able to cope with future slow-
down in funding growth.  

 
Pressures on NHS Funding Growth 
 
2.9 Competing priorities call upon the  Department’s available limited funding.   Funding is 

analysed in two broad areas: 
 

• baseline pressures 
• underlying demand and service developments 

 
2.10 Baseline pressures cover the costs of meeting existing commitments that are essential 

for the NHS: they do not cover additional and new activity.  Baseline pressures are the 
first call on NHS resources.  The HCHS paybill (including pay settlement) forms a 
significant part of these baseline pressures, along with prescribing (primary care and 
hospital) and primary care services.    
 

2.11 Underlying demand is pressure due to general growth in activity levels. Demand has 
grown on average by 2.7% p.a. in the last 10 years.  Service development covers policy 
and manifesto commitments to improve quality. Service development over the current 
SR period includes: 

 
• the cancer drugs fund  
• 4,200 sure start health visitors 
• expanding access to talking therapies 
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Allocation of resources in past Spending Reviews 
 
2.12 Table 2.3 shows how the increases in revenue in past Spending Reviews have been 

deposited across different components.  Approximately 35% has been deployed to 
higher pay (rows 3 & 9) and 48% to activity growth and service developments (row 2).  
In the past, non-pay baseline pressures have consumed less than 20% of available 
resources.  

 
2.13  Table 2.3 also shows (row 1) that the level of resource available in 2011/12 is 

significantly less than in previous years.  
 
2.14 The final column shows how the SR2010 settlement for 2011/12 might be distributed 

under a “do nothing” scenario if we assume that: 
 

• pay drift continues at its historic average 1.6% p.a.; 
• the pay freeze applied for all those except on Agenda for Change pay points 

1-15; and 
• a £250 pay uplift for all those on Agenda for Change pay points 1-15. 

 
Table 2.3: DISPOSITION OR REVENUE INCREASE ACROSS EXPENDITURE 
COMPONENTS 

Row 
No. 

Component of Expenditure SR2002 SR2004 CSR 
2007 

Indicative 
disposition 
in 2011/12 

“do nothing” 
scenario 

1 Average annual increase in revenue (£bn)1 £7.4bn £7.0bn £5.3bn £2.9bn 
2 Activity Growth and Service Developments2 39% 60% 44% -12% 
3 Hospital and Community Services Pay (Price 

only Component) 
29% 23% 35% 33% 

4 Secondary Care Drugs 4% 4% 7% 25% 
5 EEA Medical Costs, Welfare Food & NHS 

Litigation 
3% 4% 2% 8% 

6 Primary Care Drugs 5% 4% 5% 8% 
7 General Dentistry, Ophthalmic and 

Pharmaceutical Services 
3% 3% 4% 4% 

8 Prices 1% 2% 1% 0% 
9 General Medical Services 16% 1% 3% 6% 
10 Funding for Social Care3    28% 

Notes (1) Average growth over each SR period in 2011/12 prices.  (2)  in the past activity growth and 
service development  has driven workforce growth under do nothing scenario , presented here it assumes 
the discretionary spend reduces (3) the NHS  has transferred some funding from the health capital budget to 
health revenue to be spent on measures to support social care which also benefits health. This funding is 
£798m in 2010/11 including reablement, designed to help people stay independent as long as possible.  
  

2.15 The indicative disposition for 2011/12 shows the problems that arise with lower levels 
of resources available in 2011/12. The forecast growth in non-discretionary, baseline 
pressures at rows 4, 5, 6, 7 & 8 and increased support to social care would leave just 
20% available for pay increases and activity growth and service developments.  
 

2.16 Even with the pay freeze, historic drift and the £250 low pay award will require 
approximately £950 million (one third) of available resources.  
 

2.17 In the past, with flat productivity, workforce growth has grown in line with activity 
growth and service improvements. Table 2.3 shows that if labour productivity remained 
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flat, the level of activity would have to fall with possible negative impact on staffing 
levels.  In fact, the QIPP agenda to deliver higher productivity, procurement savings 
and reduce management costs will allow for activity growth and service improvements, 
but the higher the level of pay growth the tighter that balance becomes.   

 
Conclusion  
 
2.18 The funding available to the NHS is fixed and extremely tight compared with the recent 

past (as shown above in Table 2.1).  In such circumstances, increases in pay will reduce 
the funds available for service developments and activity growth and reduce the derived 
demand for staff. 

 
2.19 Although the Department of Health  plans unprecedented savings in non-pay costs 

through QIPP, the level of non-discretionary demand led pressures such as drugs bill, 
EEA medical costs and litigation means the continuation of pay drifts and pay 
proposals for Agenda for Change bands 1-4 might impact adversely on staffing levels.  
The Department of Health has ambitious plans to reduce the number of managers and 
administration staff, primarily in SHAs and PCTs to protect front-line services but 
reductions in clinical posts cannot be ruled out. 

 
2.20 The Department believes that the proposals made in this evidence are a prudent balance 

between the public’s aspirations for continuing NHS service improvements on the one 
hand, and the supply, motivation and morale of the workforce on the other.   
The workforce enjoys excellent levels of recruitment and retention, as demonstrated by 
historically low vacancy rates.  And, as a result of workforce reforms over recent years, 
staff have benefitted from a good overall remuneration package.  
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CHAPTER 3: EVIDENCE ON THE GENERAL ECONOMIC CONTEXT 
 
Summary        
 
3.1 The Spending Review announced by the Chancellor on 20 October gave the full details 

of the spending side of the Coalition Government’s deficit reduction plan which was set 
out in the June Budget. This is an urgent priority to secure economic stability at a time 
of continuing uncertainty in the global economy and put Britain’s public services and 
welfare system on a sustainable long-term footing.  

 
3.2 The Coalition Government inherited one of the most challenging fiscal positions in the 

world.  As tax receipts fell away during the financial crisis, it became clear that levels 
of public spending were unaffordable.  In the twenty years to 2006/07 public spending 
averaged around 40% of GDP and this increased to a historically high level of 48% by 
2009/10. Receipts by contrast did not exceed 40% over the whole period, and fell to 
37% in 2009/10. 

 
3.3 As a result of this imbalance between levels of spending and tax receipts Britain’s 

deficit last year was the largest in its peacetime history at 11% of GDP, and the state 
was borrowing one pound for every four it spent.  Consequently, the UK currently 
spends £43 billion on debt interest. 

 
3.4 Tackling the deficit is therefore essential and this is why the Government’s plans, at the 

June Budget and Spending Review, bring about a significant acceleration in the 
reduction of the structural deficit over the course of the Parliament.  

 
3.5 The global financial crisis had a marked effect on UK Gross Domestic Product (GDP) 

resulting in a fall of 5% in 2009.1  Output has expanded over the first half of 2010, with 
quarter-on quarter GDP growth of 0.4% in 2010Q1 and 1.2% in 2010Q2. The latest 
estimate from the ONS suggests output grew by 0.8% in 2010 Q3. In its June Budget 
forecast, the Office for Budget Responsibility (OBR) expected GDP growth to 
strengthen through 2010, growing by 1.2% over the whole of 2010 rising to above-
trend rates from 2010 as the private-sector led recovery gathers pace.  

 
3.6 Apart from affordability constraints, labour market indicators still support pay restraint 

in 2011/12.  Vacancies remain subdued: in the third quarter of 2010, the level of 
vacancies in the economy was still nearly 35% lower than in the first quarter of 2008. 
Unemployment is still above its pre-recession level and is forecast to remaining 
elevated reaching a peak of 8.1% by the end of 2010 before falling thereafter. 

 
3.7 The weaker labour market has also had an impact on private sector pay.  Over the 

course of the recession2, earnings in the public sector (AWE – public sector excluding 
financial services, total pay) grew by 4% while private sector earnings fell by more than 
2% on average.3 IDS figures show that over the course of the recession, less than 5% of 
total public sector settlements were pay freezes compared to around 20% in the private 
sector.4  The three months to August 2010 was the first time in two years that regular 
pay growth in the private sector was above that in the public sector.  The OBR set out 

                                                 
1 Source: ONS 
2 2008 Q1 – 2009 Q3 
3 ONS – Average Weekly Earnings 
4 IDS – Pay Database 
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in its Budget 2010 forecast that it expects average earnings to remain subdued in the 
near term, then to pick up as growth recovers.     

  
3.8 The workforce reduction and wage restraint witnessed in the wider labour market has 

highlighted the relative competitiveness of the total public sector package.  Indeed, the 
overall value for the public sector reward package, including pension provision, has 
remained generous in recent years.  

 
3.9 Because of this, the June Budget announced a two year pay freeze from 2011-12 for 

public sector workforces, except for those earning a full-time equivalent salary of 
£21,000 or less, where the Government will seek increases of at least £250 per year.  
The implications of the Budget announcement from the Government’s perspective are 
that: 

 
• for those groups of workers paid above £21,000, the Government will not submit 

evidence or seek recommendations on pay uplifts.  It will however, provide 
information about recruitment, retention and other aspects of the affected 
workforces as appropriate; and 

• for those groups of workers paid £21,000 or less, the Government will look to the 
Pay Review Bodies to provide recommendations on uplifts; 

 
3.10 It is for the Pay Review Bodies to recommend on the size of the uplift for those earning 

£21,000 or less, though the Government has announced that it intends to deliver an 
uplift of at least £250.  When considering their recommendations, Review Bodies may 
want to consider: 

 
• the level of progression pay provided to the workforce; 
• the potential for payments to be more generous for those on the lowest earnings; 
• how best to avoid leapfrogging between those earning just under £21,000 with 

those earning just over £21,000, potentially through the use of a taper; and 
• that following the fiscal consolidation announced in the June Budget and 

Spending Review, decisions on pay will have cost pressure implications for 
departments within their settlement. 

 
3.11 The Government also asked Will Hutton to lead a Review of Fair Pay in the Public 

Sector, making recommendations on tackling disparities between the lowest and highest 
paid in public sector organisations. The Review will publish its interim findings in late 
November.  

Economic context and outlook for the economy  
 
3.12 The global credit crisis had a significant impact on economic growth across all major 

economies. In the UK, GDP fell by 5% in 2009.5  Output has expanded over the first 
half of 2010, with quarter-on quarter GDP growth of 0.4% in 2010Q1 and 1.2% in 
2010Q2. The latest estimate from the ONS suggests output grew by 0.8% in 2010 Q3. 
In its June Budget forecast, the OBR expected GDP growth to strengthen through 2010, 
rising to above-trend rates from 2010 as the private-sector led recovery gathers pace. 
The OBR forecast GDP to grow by 1.2% over the whole of 2010, followed by growth 
of 2.3% in 2011. From 2012 onwards GDP growth picks up as monetary policy 
continues to support demand, reaching 2.9% in 2013. Growth then eases in 2014 and 

                                                 
5 Source: ONS 
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2015 as demographic changes reduce the growth of the potential labour supply, though 
actual growth remains above trend. The table below summarises OBR, Bank of 
England and independent forecasts for GDP growth over this period: 

 
Table 3.1:  Forecasts for GDP growth 2010 to 2012 
Forecasts for GDP growth (per cent) 2010 2011 2012 

 OBR (June 2010 Budget) 1.2 2.3 2.8 
Bank of England mode projection for Q4 
(Aug. 2010) 2.7 3.0 3.1 

Avg. of independent forecasters (Oct 2010)6 1.5 1.9  

 
3.13 However, there remains significant uncertainty about the prospects for economic 

growth.7 To illustrate the uncertainty around the central projection, the OBR’s June 
Budget forecast presented fan charts based on past forecast errors. The distribution set 
out in the June Budget forecast suggested that the probability of growth in 2010 falling 
within 1 percentage point of the central projection (1.2%) is 70%. The probability that 
GDP growth in 2011 is within 1 percentage point of the central projection (2.3%) falls 
to below 40% to around 30% in 2014. Another indication of the uncertainty around the 
prospects for GDP growth is given by the range of available independent forecasts; the 
latest independent forecasts for GDP growth in 2011, for example, range from 1% to 
2.8%. 

 
Inflation 
 
3.14 Boosted by higher import prices and the reversal of the VAT cut, CPI inflation 

increased from 1.1% in September 2009 to 3.7% in April 2010. Since then CPI inflation 
has moderated slightly, falling back to 3.1% in July, at which rate it has remained in 
August and September.  RPI inflation picked up from -1.4% in September 2009 to 5.3% 
in April 2010 as the large reduction in mortgage interest payments in late 2008 and 
early 2009 fell out of the annual comparison, and has since eased to 4.6% in September. 
Part of the current gap between CPI and RPI inflation can also be explained by 
methodological differences in the way the two series are constructed (the ‘formula 
effect’).  

 
3.15 For the June Budget, the Office for Budget Responsibility forecast CPI inflation to stay 

around 3% in the near term, before declining to around 2.7% by the end of 2010 as the 
upward pressure from higher import and fuel prices moderates. Once the short-term 
effects of the VAT increase have passed through, the output gap and cuts in public 
spending are assumed to place downward pressure on inflation. The OBR forecast CPI 
inflation to fall back to a little under 2% in early 2012 before settling at the 2% target 
over the medium term. The table below sets out the OBR forecasts for inflation for the 
June Budget, against latest figures from the Bank of England and the average of 
independent forecasters. 

 
 
                                                 
6 “Forecasts for the UK economy: A comparison of independent forecasts” September 2010, compiled by HM 
Treasury  
7 As noted by the Office for Budget Responsibility in its pre-Budget forecast document, “Our judgement is that, 
at this stage of the economic cycle, the outlook is even more uncertain than usual”. See Pre-Budget forecast, 
Office for Budget Responsibility, June 2010.  
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Table 3.2:  Forecasts for CPI Inflation 2010 to 2012 
Forecasts for CPI Inflation (per cent 
change on a year earlier) 

Q4 2010 Q4 2011 Q4 2012 

OBR (June 2010 Budget) 2.7% 2.4% 1.9% 
Bank of England mode projection 
(August 2010) 

3.0% 2.2% 1.4% 

Average of independent forecasters 
(October 2010) 

2.8% 2.5% - 

 
3.16 In its August 2010 Inflation Report, the Bank of England judged that the forthcoming 

increase in VAT was expected to keep CPI inflation above the 2% target until the end 
of 2011. The Report noted that as the temporary effects adding to inflation dropped out 
of the twelve-month comparison, downward pressure on wages and prices from the 
persistent margin of spare capacity is likely to bring inflation below the target for a 
period. 

Labour market context 
 
3.17 Most labour market indicators have stabilised or started to recover through the first half 

of 2010 and employment has risen sharply in recent months. However, there are some 
signs that labour demand has not fully recovered yet. Vacancies remain well below 
their pre-recession level, and inflows into the claimant count have ticked up in recent 
months. As published alongside the June Budget, the OBR forecast is for employment 
to recover modestly through the second half of 2010 before rising to its previous peak 
in 2013/14. 

Employment and unemployment 
 
3.18 Having continued to fall in the first quarter of 2010, LFS employment rose by 178,000 

in the three months to August 2010 (following a record increase in the three months to 
July 2010). Both full-time and part-time employment were up, rising by 35,000 and 
143,000 respectively. However, the employment level (29.16m) remains around 
400,000 below its previous peak reached in the three-months to May 2008. 

 
3.19 ILO unemployment fell modestly in the three months to August 2010 and has now 

remained broadly flat since mid-2009. The ILO unemployment rate fell from 7.8 to 
7.7%, its lowest since the three months to May 2009. Having fallen by 153,000 over the 
six months to July 2010, the claimant count rose marginally in August and September 
2010. Inflows to the claimant count have ticked up in recent months, while off-flows 
have fallen back a little. 

 
• The private sector 

 
3.20 23.11 million people were employed in the private sector in the second quarter of 2010, 

640,000 less than at the start of 2008. However, private sector employment has risen by 
more than 300,000 over the first half of this year. Redundancies have fallen back 
markedly compared to the first half of 2009, and the decline has been broad-based 
across all industries except public administration, education and health. The Bank of 
England Agents’ summary of business conditions has reported since late 2009 that 
private sector employers do not anticipate further significant cuts to headcount. 
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3.21 In the three months to August 2010, total vacancies in the economy were more than 
35% below their level in the first quarter of 2008, and they remained low across all 
industries. Private business surveys of firms’ employment intentions are close to their 
average levels over the past decade, consistent with moderate employment growth 
through the second half of 2010. 

 
• The OBR forecast 
 

3.22 At Budget 2010, the OBR forecast a 
modest recovery in employment in the 
second half of 2010. Even so, for 2010 
as a whole economy employment was 
forecast to be around ½% lower than in 
2009. From 2011, as GDP growth is 
forecast to gather momentum and 
demographic factors boost the 
population of working age, employment 
is expected to rise more rapidly, 
reaching 30 million by 2015. In the near 
term the forecast increase in 
employment is not enough to offset the 
rise in the population of working age 
with the result that the ILO 
unemployment rate is projected to continue to rise, reaching a peak of 8.1% by the end 
of the 2010. Thereafter, the more rapid increase in employment should be sufficient to 
lower unemployment, so that the ILO unemployment rate falls to 6% in 2015. Claimant 
count unemployment is projected to fall throughout the forecast period. 

 

Unemployment levels (m)
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3.23 At Budget 2010, the OBR also forecast a reduction in general government employment 
of 490,000 by 2014-15. The OBR will release a revised forecast on 29 November. 
Individual employers in the public sector will determine the workforce implications of 
spending settlements in their areas.  

Average earnings  
 
3.24 Average earnings growth has started to recover from the record lows seen through 

2009, driven by a recovery in the private sector. However, whole economy earnings 
growth still remains well below its long-term average. Pay growth has picked up 
slightly in recent months in the private sector, while it has started to slowdown in the 
public sector. In the three months to August 2010, regular earnings growth in the 
private sector overtook that in the public sector for the first time since mid-2008. 
However, the sectoral gaps in pay remains wide. 

 
• 2009 

 
3.25 Regular pay for private sector employees8 grew by 1.2% in 2009, less than a third of 

the average growth rate over the previous eight years. Regular pay drift – the 
component of earnings growth that is linked to factors such as overtime – was the first 
factor to weigh down on regular pay growth at the start of 2009. Lower pay settlements 
– the regularly negotiated element of earnings growth – accounted for the remaining 

                                                 
8 ONS, Average Weekly Earnings 
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part of the slowdown: over the recent recession, nearly a third of all settlements in the 
private sector were pay freezes, well above the historical average9. Total pay actually 
fell by 0.9% in 2009 (against a 2000-2008 average growth rate of 4.2%), as bonuses fell 
by 18.6% on a year earlier. 

 
3.26 The ONS estimates that regular pay growth was 3.0% in the public sector (excluding 

financial services classified in the public sector) in 2009, having averaged 4.2% from 
2000 to 2007. Pay freezes were not as widespread as in the private sector, but did 
account for around one-fifth of all settlements in 2009. Total pay growth averaged 2.8% 
in 2009. 

 
• 2010 

 
3.27 Whole economy earnings growth recovered a little in early 2010, driven by the private 

sector. Growth in earnings including bonuses picked up in the first quarter of 2010 (in 
part driven by a recovery in financial sector bonuses). Regular pay growth was 1.7% in 
the private sector, up 1½ percentage point since the end of 2009. Regular pay growth 
was 1.6% in the public sector (excluding financial companies classified in the public 
sector), and has eased for five consecutive months. 

• The private sector 
 

3.28 Settlements have started to recover in the private sector, as pay freezes become less 
widespread (15% of all settlements were pay freezes in the three months to August 
2010, compared to a third over the recession). The Bank of England Agents’ summary 
of business conditions reported in October 2010 that some of their contacts “had wished 
to acknowledge their workforces’ understanding, following a period of pay freezes and 
shorter working hours, by awarding pay increases, albeit modest ones,“ but only a few 
of them “were budgeting for a marked increase in pay settlements due early 2011 to 
reflect RPI”.10.  
 

*Average earnings: Wages and salaries divided by em
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3.29 As set out in its pre-Budget and Budget 2010 forecast, the OBR expects whole 

economy average earnings growth to remain subdued in the near-term, but then pick up 
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9 Income Data Services Pay Online settlements database 
10 Bank of England, Agents’ summary of business conditions, October 2010, 
http://www.bankofengland.co.uk/publications/agentssummary/agsum10oct.pdf 
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progressively as productivity growth recovers. High RPI inflation since the start of t
year could also put upward pres

his 
sure on settlements. The August 2010 Bank of England 

Agents’ summary of business conditions indicated that the impact of higher inflation 

Affor
 
3.30 

d 

 

 
3.31 

s. From 2001 onwards, public spending grew steadily as a 
share of the econom ficit began to emerge.  As tax receipts 
fell away du e clear that levels of public spending were 
unaffordable.  In the twenty years to 2006/07 public spending averaged around 40% of 
GDP and this increased to a historically high level of 48% by 2009/10. Receipts by 
contrast did not exceed 40% over the whole period, and fell to 37% in 2009-10.  

 
3.32 As a result, the overall budget deficit reached 11% of GDP in 2009/10 and the scale of 

the fiscal challenge in the UK is on some measures larger than in any other advanced 
economy.  In May, the IMF estimated that the UK’s structural deficit will be the highest 
among all the OECD countries and the 27 EU Member States as depicted in the graph 
below.12 

 

has been limited to-date, but that a growing number of contacts expressed concerns 
about future pay rounds, especially were inflation not to fall back. 

dability and Spending Review 2010 

The public finances have been profoundly affected by the financial crisis.  Between 
2002 and 2007 the UK financial system had become one of the most highly leverage
in the world.11  Consequently, the UK was particularly vulnerable to the financial 
instability caused by the financial crisis.  The UK saw the deepest and longest recession
since the Second World War with output falling by more than 6% according to the 
latest estimate from the ONS.  

The spending plans in the 2007 Comprehensive Spending Review were based on these 
unsustainable revenue stream

y and a structural budget de
ring the financial crisis, it becam

Structural budget deficit in 2010
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Source: OECD Economic Outlook, May 2010.

 
In response to these economic developments the Government set out plans for a 
significant acceleration in the reduction of the structural current budget deficit over the 

 
11 Speech by Mervyn King, Governor of the Bank of England, at the Lord Mayor’s Banquet for Bankers and 
Merchants of the City of London at the Mansion House, 16 June 2010. 
12 European Commission Spring Forecast, May 2010. 
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course of the Parliament at the June Budget.  The Government set out a forward-

 this Budget the end of the forecast horizon is 
2015/16.  The fiscal mandate is supplemented by a target for net debt as a share of GDP 
to be falling at a fixed date of 2015/16, ensuring that the public finances are restored to 
a s nt that 
c ate the pace of consolidation. 

 
3.34 The greater proportion o

reduction in public spending rather than an increase in taxation.  This approach is 

oting 

 
3.35 

detail at the June Budget, including: 
 

• £11 billion of welfare reforms; 
• £3.3 billion from a two year freeze in the public sector starting in 2011/12; 

 been 

 
3.36 

 Departmental 

 

looking fiscal mandate to achieve cyclically-adjusted current balance by the end of the 
rolling, five-year forecast horizon. At

 su tainable path.  The Government’s plans are consistent with the G20 agreeme
ountries with serious fiscal challenges should acceler

f the Government’s fiscal consolidation will come from a 

consistent with OECD and IMF research, which indicates that fiscal consolidation 
efforts that that are driven more by spending restraint are more successful in prom
growth.13  

Of the £81 billion of savings required by 2014/15, over £30 billion were announced in 

• £6 billion of efficiency savings in 2010/11; and 
• £10 billion from lower debt interest payments compared to the cost had there

no consolidation. 

The Spending Review sets out the remaining spending reductions required to deliver 
the Government’s consolidation plans.  Table 3.3 sets out the capital and current 
Spending Review envelopes and how these break down between
Expenditure Limits and Annually Managed Expenditure as a result of the decisions in 
the Spending Review. 

Table 3.3: Total Managed Expenditure 

 
  
3.37 At an estimated £164 billion in 2009/10, spending on public sector pay represents about 

50% of department spending allocations (Resource DEL) with Pay Review Body 
                                                 
13 See UK Article IV Consultation, IMF, May 2009 and Economic Outlook No.81, OECD, June 2007. 
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workforces making up about 45% of the total public sector paybill.14 Managing public
sector pay carefully is central to the Government’s plans for fiscal consolidation. With

 
 

a backdrop of rising demand for public services, pay restraint will be absolutely crucial 
to ro r 
value

3.38 F h
Sp n
implications for departm ent.   

 
3.39 

e 

onal 

.40 Healthy levels of recruitment and retention depend on a range of factors in addition to 
b  gether all the 
f n
emph om pay, 
p
quality and challenge of the work itself.    

3.41 O u
retire  total 
r a asons:  

erage these are set 

3.42 The Independent Public Service Pensions Commission (IPSPC) led by Lord John 
Hutton published an interim report on 7 October. The report highlights the importance 
of providing good quality pensions to public servants, rejects a race to the bottom in 
pension provision, but concludes that there is a clear rationale for public servants to 
make a greater contribution if their pensions are to remain fair to taxpayers and 
employees, and affordable for the country. The Government accepted these conclusions 
as part of the Spending Review and in response to the Commission’s interim 
recommendations, the Government will: 

 
 

                                                

 p tect service quality in a tighter environment for spending.  And obtaining bette
 for money from the paybill is now even more important.  

urt ermore, following the fiscal consolidation plans set out at the June Budget and 
e ding Review, Pay Review Body recommendations on pay will have cost pressure 

ents within their Spending Review settlem

Total reward and public service pensions 

When taking decisions on pay, it is important to consider the overall value for the 
public sector reward package, including pension provision, which has remained 
generous in recent years.  A study by the Institute for Fiscal Studies estimates th
average public sector pay premium at around 5% (controlling for age, gender and 
skills) though there are significant differences between workforces and at regi
level.15 

 
3

ase pay awards.  For example, a "total reward" approach draws to
ina cial and non-financial investment an employer makes in its workforce.  It 

asises all aspects of reward as an integrated and coherent whole, fr
ension and benefits through flexible working to learning and development and the 

cc pational pensions are a form of deferred pay, paid to employees upon their 
ment rather than when it is earned.  They are a more significant part of the

ew rd package in the public sector than in the private sector, for two main re

• coverage: the public sector workforce has far greater access to defined benefit 
occupational schemes than private sector workers (90% participation by serving 
employees versus 15% as at 200716); and  

• the value of employers’ contributions: in the public sector on av
at higher percentages of pay than in the private sector. 

 

 
14 Source: PESA 2008/9 Table 5.3 on pay and PESA 2008/9, HM Government, http://www.hm-
treasury.gov.uk/d/press_66_09.pdf. Public sector pay outturn: £157.7bn. Public sector expenditure on services 
(TME, less accounting adjustments): £592.6bn. RDEL: £321.25bn 
15 IFS Green Budget: February 2010 www.ifs.org.uk/budgets/gb2010/10chap9.pdf
16 Calculated from Occupational Pension Schemes Survey (OPSS) 2007, First Release and ONS Labour Market 
Statistics (August 2008) 
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• commit to continue with a form of defined benefit pension; 
• await Lord Hutton’s final recommendation before determining the nature of that 

fit and the precise level of progressive contribution required; 
• carry out a public consultation on the discount rate used to set contribution rates in 

 that lead to 
an additional saving of £1.8 billion a year by 2014/15, equivalent to three 

• d forces from this increase in employee contributions; 
 eate 

, to report by Summer 2011, informed by Lord Hutton’s final 

• de unions. 
 
 

bene

the public service pension schemes; 
• implement progressive changes to the level of employee contributions

percentage points on average, to be phased in from April 2012; 
exempt the arme

• launch a consultation on the Fair Deal policy, which Lord Hutton noted can cr
a barrier to the plurality of public service provision and make it more difficult to 
achieve innovation
recommendations on structural reform; and 
seek engagement with all stakeholders including tra
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Intro
 
.1 The NHS workforce enjoys a competitive reward package, of which pay forms an 

his chapter considers issues which are relevant to that package:  

 pay 

• recruitment and retention premia (please note that the issue of such premia for 

 
The N
  

 n people, and 70% of its costs relate to pay 
 

led with 
effective social partnerships and sound em nt practices, have
to improve staff recruitment and retention, and help staff deliver transformat
change. 

 
4.3 T nt meets with the main health unions and NHS Employers on a regular 

b ugh the So nership Forum, w  vi cu bating an
supporting the development and implementation of the workforce implications of 
p ly ar s a con t w  Em  to prov
services to NHS employing organisations, including the provision of guidance and 
support on good emp t p with a  to ing ments to the 
working lives of NHS staff as a path to better patient care. 

 
4.4 Increasingly, the Department’s ability to understand and tailor the NHS reward package 

is informed by data from the Electronic Staff Record (ESR) programme, which 
p gle inte R yroll so n t rga s17.  
Additionally, ESR provides staff with direct access to sections of their personal records, 
in arning Management tool giving staff direct access to selected education 
and training opportunities and career development, and enables trusts to record staff 
tr

 
Pay – A ange Staff
 
4.5 As discussed in Chapter 1, in the light of the vital need for pay restraint the 

Government has imposed a two-year pay freeze for all public sector workforces fr
2011/12.  However, to protect the lower paid this will not apply to those earning a full-

 of 
 

         

PTER 4: TOTAL REWARD - PAY, ADDITIONAL BENEFITS, AND PENSIONS

duction  

4
element. T

 
• basic pay for Agenda for Change staff, and issues of possible “leapfrogging” in

uplifts this year;  
• other elements of financial reward including mileage allowances and “on call” 

payments under the Agenda for Change Pay Framework (including recent changes 
to those elements);  

junior pharmacists is discussed in chapter 5 below);  
• the Knowledge and Skills Framework;  
• pensions; and  
• total reward in the NHS.    

HS Reward Package  

The NHS employs approximately 1.3 millio4.2
and benefits. The broad range of benefits available to all NHS staff includes childcare,
flexible working, and continual professional development. These benefits, coup

 enabled the Servployme ice 
ional 

he Departme
asis thro cial Part ith a ew to dis ssing, de d 

olicy. Additional , the Dep tment ha trac ith NHS ployers ide 

loymen ractice, view  continu  improve

rovides a sin grated H  and Pa lutio o NHS o nisation

cludes a Le

aining.   

genda for Ch   

om 

time equivalent salary of £21,000 or less, who will receive an annual salary increase
at least £250. The Department’s position is that all staff earning £21,000 or less
                                        

17 ESR covers HCHS staff in Trusts, PCTs, Care Trusts, SHAs and some arms-length bodies 
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should receive a flat rate increase of £250. This meets the Government’s objectiv
of ensuring that the lowest paid are protected from the freeze. 

e 
 In percentage 

terms, the rise would amount to 1.83% at pay point 1 of Agenda for Change, 
e last point below £21,000.   falling to 1.22% at point 15, th

 
Staff Earnings 

Annex C shows the Agenda for Change pay scale from 1 April 2010.  Staff within 
Agenda for Change currently have a basic salary minimum of £13,653 at the bottom of 
Band 1, rising to £97,478 at the top of Band 9.  This makes the minimum wage for 
NHS workers £6.98 per hour (from April 2010) which is over 20% above the Octob
2009 nation

 
4.6 

er 
al minimum wage of £5.80 per hour. 

s for NHS staff are provided in the NHS 
Information Centre’s quarterly earnings survey.  The most recent survey, published in 

 
e period in 2009. This shows that for those groups basic pay has 

risen by an average of 3.6% and total earnings by 2.3%. The figures for 
repr

  
Table 4.1: AVERAG IC P TAL GS O

 Y 

 
4.7 Details of the average basic and total earning

September 2010, analyses earnings for the period from April to June 2010.  For this 
evidence, the Department has compared the earnings in that period of groups of NHS 
staff which include significant numbers of those with average basic pay of £21,000 or
less, with the sam

esentative staff groups are as follows:  

E BAS AY AND TO
BASIC PA

 EARNIN  BY STAFF GR
TOTAL EAR

UP  
NINGS 

  
r-
9 

Apr-J
%ch
from last 

year 
r-Jun 

09 
Apr-Jun 

10 

 
from last 

 
Ap

Jun 0
un 
10 

ange 
Ap

% change

year
Qualified Nu s £30,0 3.4 33,500 00  rse £29,000 00 £ £34,4 2.7
Unqualified 
Nurses £16,9 3.7 20,000 00  £16,300 00 £ £20,6 3.0
Qualified 
Ambulance S ff £26,3 2.7 38,000 00  ta £25,600 00 £ £37,7 -0.8
Unqualified 
Ambulance S ff £17,8 2.9 22,800 00  ta £17,300 00 £ £22,9 0.4
Healthcare 
Assistants 0 £15,8 3.9 18,900 00  £15,20 00 £ £19,4 2.6
Unqualified T 
Staff:   Allied 
Health 
Professionals 00 £17, 4.1  00  

ST&

 £17,0 700  £18,000 £18,8 4.4
Unqualified T 
Staff:   Other 

 

ST&

(including 
healthcare 
scientists)  £17,500 £18,500 5.7 £19,400 £20,300 4.6
Former Pay 
Negotiating 

      Council Groups 
Admin & Clerical £20,600 £21,400 3.9 £22,000 £22,800 3.6 
Maintenance & 
Works £21,300 £21,800 2.3 £27,800 £27,700 0.3 

 
4.8 All staff groups have seen an increase in average basic earnings over the last year. 

With the exception of qualified ambulance staff, all staff groups have also seen an 
increase in average total earnings. (The earnings of qualified ambulance staff are 
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particularly variable as their additional payments, which vary over time according to 
service need, are significantly higher than those of other groups.) 

  
istribution of Staff across PaybandsD  

4.9 ost 

e pay 

taff 

 
he Effects of the Government’s Uplift Proposals

 
Approximately 45% of Agenda for Change staff (headcount) are in Bands 1-4, and m
of these staff earn £21,000 or less. The top two pay points within Band 4 are above 
£21,000, and 44% of those in Band 4 are on pay points which will be subject to th
freeze. Around 45% of Agenda for Change staff are in Bands 5-7, and 10% in Bands 8 
and 9, all of whom will be subject to the pay freeze). These figures are based on the s
groups used in the pay metrics for September 2009.  The full tables are attached at 
Annex D. 

T  

.10 The Government’s proposal is that all staff earning £21,000 or less should receive a flat 

Total increase Total increase 

 
4

rate increase of £250. The current value of each pay point for those staff, the value of 
each increment, and the total value of the incremental rise and £250 uplift combined, 
are as follows.    

 
Table 4.2:  The Effects of the Government’s Uplift Proposals 

Pay Point 

Basic 
Pay per 
FTE (£) 

Value of 
increment 

(£) 

Value of 
increment 

(%) 

if pay £250 to 
all below £21k 

(£) 

if pay £250 to 
all below £21k 

(%) 
1 13653 355 2.6% 605 4.4% 
2 14008 356 2.5% 606 4.3% 
3 14364 415 2.9% 665 4.6% 
4 14779 415 2.8% 665 4.5% 
5 15194 416 2.7% 666 4.4% 
6 15610 535 3.4% 785 5.0% 
7 16145 608 3.8% 858 5.3% 
8 16753 365 2.2% 615 3.7% 
9 17118 486 2.8% 736 4.3% 

10 17604 548 3.1% 798 4.5% 
11 18152 425 2.3% 675 3.7% 
12 18577 673 3.6% 923 5.0% 
13 19250 683 3.5% 933 4.8% 
14 19933 621 3.1% 871 4.4% 
15 20554 622 3.0% 872 4.2% 

 
crement in addition to the 

£250 uplift is therefore 3.7%.    The average value of increments for staff on pay 

  
apering/Leapfrogging

The minimum increase for staff who are due to receive an in

points 1-15 is 3%. 

T  

4.11 

 
4.12 

dressed 

 
The NHSPRB has asked for the Department’s views on the tapering of any award, and 
the possible risk of “leapfrogging”.   

Only those staff earning £21,000 or less will receive an uplift, and there is some risk 
that these staff might “leapfrog” those staff above them who receive no uplift. This 
might bring the fairness of the system into question. “Leapfrogging” can be ad
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by tapering uplifts, though the need for this will only occur if either those at lower pay 
points receive a significantly greater increase than those higher up, or if those at the to
receive a payment which will ta

The Government’s position i

p 
ke them above those whose pay is frozen.  

 
4.13 s that all staff earning £21,000 or less should receive a flat 

rate increase of £250. This would remove any risk of leapfrogging, as all pay points 
point 

ing 

 

 
Agen
 
4.14  (other than 

al pay requirements, the 
amework covers around 1.1 million NHS staff in jobs ranging from porters, cleaners 

biomedical scientists and Finance Managers. 
 

laced in one of nine pay bands on the basis of 
their knowledge, responsibility, skills and effort needed for the job - rather than on the 

 the applied knowledge and skills 
needed for particular jobs. Staff also enjoy the same basic conditions of service 

is 

 
4.16 scheme provides a structured method of comparing job demands to 

allocate jobs within the structure.  It covers the diverse demands present in NHS posts, 

In a rewarded 

opp
on 

 
.17 The NHS Staff Council has recently completed work on updating two areas of Agenda 

4.18 

would receive the same uplift. At first sight, there may appear to be a problem at 
15, the highest pay point at which staff would receive an increase. However, the 
difference between point 15 (£20,554) and point 16 (21,176) is £622. No “leapfrogg
would then take place and, even if a similar flat rate uplift be awarded in April 2012 
(the second year of the pay freeze), point 15 will still be lower than point 16. Any 
recalibration of the system which might prove to be necessary to address the proximity
of the pay points may be carried out following the end of the pay freeze.    

da for Change – Terms and Conditions  

Since 2004, all directly-employed NHS non-medical staff on national terms
Very Senior Managers) have been paid in accordance with Agenda for Change. Based 
around objective job evaluation, and with specific regard to equ
fr
and ward clerks, to Nurse Consultants, 

4.15 Under Agenda for Change, staff are p

basis of their job title. They should receive annual appraisal and development reviews 
and have personal development plans. Their pay increases in annual steps from 
minimum to maximum in their pay band, except that there are two developments 
gateways, at which staff are required to demonstrate

(working hours, leave, etc.) as everyone else in their pay band.  Local or national 
recruitment and retention premia (RRP) may be used to pay specific groups, where th
is necessary, and there are three high-cost area supplements (inner London, outer 
London and fringe). 

The job evaluation 

and is supported by equal pay principles to ensure that all jobholders are treated fairly. 
ddition, through the Knowledge and Skills Framework (KSF), staff are 

for developing their roles and taking on greater responsibility, which provides 
ortunities for career progression and movement through the pay band.  Information 

the simplification of the KSF is at paragraphs 4.32-4.37.  

4
for Change terms and conditions of service: 

 
New rates of mileage allowances in the NHS were agreed with the unions in July 200

that time, it was agreed that a further review would take place to agree a new system
re-imbursement o

8.  
At  
for f the cost of business travel, and that review has now been 
completed. The trade unions are currently seeking final agreement of the 
recommendations from the review from their members. The proposed new system is 
simpler and easier to use. It applies the same reimbursement rate to all staff regardless 
of how many business miles they travel and it has built-in reviews, to ensure 
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that payments continue to cover any costs that staff incur. If approved, the new system 
will take effect from 1 July 2013.  Further details of the new system can be found on 

http ge/mileage/Pages/Mil

 
4.19 

the NHS Employers website at 
://www.nhsemployers.org/PayAndContracts/AgendaForChan

eagepaymentsreview.aspx   

On-call payments are the only components of non-medical NHS staff terms and
ditions which have not been incorporated into Agenda for Change. The NHS Staff 
ncil set up a sub-group to review on-cal

 
con
Cou l arrangements across the NHS, and its 

l 
a ra  this has established will provide a more 

l
inc

b
Ap
http ENDAFORCHANGE/ON

review has been completed following consultation on principles to support new loca
r ngements. The new principles which

consistent approach to on-call across the NHS to meet equal pay requirements, while 
sti l giving organisations the flexibility to meet local needs. They cover key areas 

luding the definition of on-call, availability and equal pay issues, and detailed issues 
of frequency, time off in lieu and public holidays. These principles have now been 
pu lished, and new arrangements may be negotiated locally and implemented from 

ril 2011. Further details are available on the NHS Employers website at 
://www.nhsemployers.org/PAYANDCONTRACTS/AG

CALLREVIEW/Pages/ReviewOfOn-CallArrangements.aspx. 

ecru

The U  

 
R itment & Retention Premia (RRPs) 

 
se of General and Long Term RRPs 

he past, the NHSPRB has expressed an interest in the Department’s data on the use
 

4.20 In t  
t 
ts 

 
 
4.21 

m
e 

Ele
term

 
• 

yments relate to local RRPs only;  
•

yments. It is assumed that these 
payments relate to both local and national RRPs. 

 
4.22 The
 

• 

 
 
 
 

of RRPs in the NHS. An analysis was provided last year, and this year the Departmen
has sought to provide further analysis and year-on-year comparisons (subject to cavea

the data, which are set out later in this seon ction). 

The Department has analysed the proportion of staff in receipt of a General or Long 
Term RRP by staff group and Agenda for Change band, as at June 2010. It has also 

pared the payment of Rco RPs both across and within each of SHA regions to assess 
the extent of regional variation. (see Annex E). This is based on data extracted from th

ctronic Staff Record (ESR), which records RRPs as being either “general” or “long 
”, as follows: 

“general” RRPs are short-term payments, awarded on a one-off basis or for a fixed 
term, and it is assumed that these pa

 “long term” RRPs are awarded on a long-term basis, and become an integral part of 
basic salary - they are pensionable and count for the purposes of payments linked to 
basic pay, such as overtime and unsocial hours pa

 supplementary section Annex E provide a breakdown of the June 2010 results: 

for those types of post that are deemed eligible for a Long Term (National) RRP 
according to Table 20 of the Agenda for Change Terms and Conditions of Service 
Handbook; and  
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4.23 In respect of General RRPs:  
 

• the proportion of non-medical staff receiving a General RRP was 0.26% in June 

 

d to 

eneral RRP on 

 
 RRPs

2010, little different, 0.01% lower, compared to June 2009;  
• there was not a significant shift in the distribution of staff receiving a General RRP

across staff group or Agenda for Change band;  
• at June 2010, nearly 50% of staff receiving a RRP were in the nursing and 

midwifery group, 17% in the administrative and clerical group and 12% belonge
the Allied Health Professionals group;  

• 69% of staff receiving a RRP were in Bands 5, 6 and 7, with 17% of payments 
being made to staff below Band 5;  

• on average, organisations in East Midlands and South Central appeared to be using 
General RRPs to a greater extent than other regions, as a means to address short-
term recruitment and retention issues; and  

• of the job roles within Agenda for Change recorded as receiving a G
ESR, those with the highest proportion of staff receiving a payment (greater than 
3%) were Radiographers (Therapeutic) and Chaplains. 

4.24 In respect of Long Term :  

igher 

• 
ers, 

 
4.25 e

in J

 
• the total proportion of non-medical staff receiving a Long Term RRP in June 2010 

was 5.4%, compared to 5.8% in June 2009;  
• this was a result of decreases in the proportion of staff receiving a RRP in the 

nursing and midwifery and Allied Health Professionals groups. These reductions 
were mainly in Bands 5, 6 and 7;  

• there was not a significant shift in the distribution of staff receiving a Long Term 
RRP across staff group or AfC band;   

• at June 2010, 66% of staff receiving a RRP were in the nursing and midwifery 
group;  

• 80% of RRPs were received in Bands 5, 6 and 7, with 14% of payments being made 
to staff below Band 5;  

• on average, organisations in the East of England, South East Coast, South Central 
and the South West appeared to be using Long Term RRPs at a significantly h
rate than other regions to address long-term recruitment and retention issues; and,  
of the job roles recorded as receiving a Long Term RRP on ESR, those with the 
highest proportion of staff receiving a payment (greater than 80%) were plumb
fitters, mechanics and electricians. 

Th re are some caveats to these results. On analysing the specific RRP payments made 
une 2010, there were some apparent anomalies:  

 
• of the staff receiving a General RRP, 20% were recorded as receiving relatively 

small monthly payments of less than £10 (per FTE). The RRP payment received 
a proportion of basic salary was on average 6.5%, but there were cases where the 
RRP payment recorded was a significantly higher proportion of the basic salary. 
Some 2% of RRP payments recorded were greater than 30% of basic salary (though
just less than half of these were marginally over 30%); and  

as 

 

• of those staff receiving a Long Term RRP, 5% were reco
payments of below £10 (per FTE). The RRP payment recorded as a proportion of 

rded as receiving monthly 

basic salary on average was 3.6%, but again there were instances where this 
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proportion was significantly higher.  Some 0.2% of RRP payments recorded w
greater than 30% of basic salary. 

ere 

 
.26 These anomalies have been highlighted to indicate the range of RRP payments 

 
f 

 

clear threshold for exclusion given the distribution of the data.   

4.27 

ths. 

4.28 ta with a view to 
p

 
he National RRP Review

4
suggested by the ESR data. The Agenda for Change Terms and Conditions of Service 
Handbook suggests (at paragraph 5.13) that the combined value of any nationally and
locally awarded recruitment and retention premia should generally not exceed 30% o
basic salary (subject to discretion).  The high values of recorded RRP in relation to 
basic salary therefore indicate the possibility of some error in the entry of payments in
the ESR. All of these cases have been included in the analysis because there is not a 

 
There were also instances of staff apparently receiving a negative RRP – though these 
staff represented only 0.01% of the total non-medical population. This may have 
resulted from corrections made for overpayments in previous mon

 
The Department continues to examine the robustness of the ESR da
im roving its quality. 

T  

4.29  

 

 
 
.30 Following a competitive tendering exercise, the Institute for Employment Studies was 

 
le to qualified maintenance craft operatives and 

technicians with full electrical, plumbing and mechanical craft qualifications and, if 

ins and, if judged necessary, at what 

f the 

 
.31 The review will produ id- 

s, a copy of which is at Annex F. 

ork (KSF) - Simplification 

 
The Employment Tribunal, in its judgement on the Hartley v Northumbria Healthcare
NHS Trust and Others (2008) equal pay test case, ordered that existing national RRPs 
should be reviewed by the NHS Staff Council before 1 April 2011, and that if they were
not so reviewed they should cease to have effect from that date. In response, NHS 
Employers (on behalf of the Staff Council) has commissioned an independent review. 

4
commissioned to carry out the review, which will provide a detailed assessment of 
whether the labour market information available at national and regional level across 
the UK, combined with analysis of evidence from a range of NHS organisations, 
provides an objective and evidence-based case for a: 

• national RRP (NRRP) payab

judged necessary, at what value; 
• an NRRP for employed healthcare chapla

value; and 
• an NRRP at any value for the list of job roles set out in Table 20 of Annex R o

Agenda for Change Terms and Conditions Handbook. 

ce a report for consideration by the NHS Staff Council in m4
November 2010, which it is intended will influence any necessary changes before 1 
April 2011. The Department should be able to share the research findings with the 
NHSPRB, following their presentation to the NHS Staff Council.   The NHSPRB will 
wish to note that, as an interim measure, the Department has produced “Top Ten Tips” 
for NHS organisations in using local RRP

 
he Knowledge and Skills FramewT

 
4.32 In their reports on Agenda for Change, both the National Audit Office (NAO) and the 

Public Accounts Committee (PAC) highlighted the need to improve the NHS’s use of 
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the KSF. Both made a number of recommendations. The Department updated the 
NHSPRB on progress last year. Further progress has been made since then on 
implementation. 

 
.33 In its report, the NAO noted that “the [KSF] is viewed by trust managers and staff as 

e 

ments) in practical guidance on the 
amount of supporting documentation which staff need to bring to their KSF reviews.  

4.34 of the 
 

 

eater flexibility, and to meet local needs; and  
• the need for better support for NHS organisations in delivering KSF at local levels. 

4.35 
g its 

nsidered 

ans.  
 
.36 IES has now completed its work, which was endorsed by the NHS Staff Council in 

sion was that, while the KSF is a positive force in the 
NHS, its guidance needed to be simplified if it is to serve as a practical guide for 

 

de optional; and 
 

 
.37 t, NHS Employers 

e implementation of the 
ies are also progressing their 

The N
 
4.38  

alary. Benefits for most staff in the 1995 Section of the NHSPS are based on 
1/80ths of pay for each year of service, includes a separate lump sum, life assurance, ill 

4
too complicated and as a consequence some trusts are discouraged from making th
best use of this tool.”  The Department, through NHS Employers and in partnership 
with NHS trade unions, has worked to review and simplify the guidance for using the 
KSF, and this has resulted (among other improve

 
The Department and NHS Employers also commissioned an independent review 
KSF’s structure, which was carried out by the Institute for Employment Studies (IES).
The Executive Summary to the IES’s report is at Annex G. Its recommendations, which 
have been broadly accepted by the NHS Staff Council, included: 

• the need for a stronger link between KSF and staff appraisals;   
• simplification of the KSF to allow gr

 
The Department subsequently appointed IES to work with relevant stakeholders to 
develop and agree the re-design and simplification of the KSF whilst maintainin
core aims and principles.  IES took this forward by setting up a small technical group of 
experts from the Service, with a larger reference group made up of senior stakeholders 
including the trades unions. A wide variety of models used in the NHS was co
including those of organisations that achieved above average results in the NHS staff 
survey for the take-up and effectiveness of appraisal and personal development pl

4
September 2010.  Its core conclu

managers and staff.  To implement the necessary improvements, NHS Employers in 
England have now given the flexibility to retain the original approach or use a new 
simplified approach in which:  

• the language of the core dimensions has been simplified; 
• six core dimensions have been retained; 
• optional dimensions on leadership and management have been inserted; 
• the use of specific dimensions and post outlines has been ma
• new guidance and model documents for all staff and managers have been developed

to enable an effective integrated appraisal/development review process. 

A communication strategy is now being rolled out by the Departmen4
and the NHS Staff Council, which will support the effectiv
improved KSF across NHS England. The other UK countr
own improvements to the KSF.  

 
HS Pension Scheme  

The current NHS Pension Scheme (NHSPS) is a defined benefit occupational scheme
linked to s

 - 35 - 



  

health, partner and dependent benefits. Unreduced pensions are payable at the n
pension age of 60, based on the best of the last three years’ pensionable pay. Since 
April 2008, most staff can increase their separate lump sum payment by commuting
giving up) some of their pension. 

Cost-sharing ar

ormal 

 (or 

 
4.39 rangements were introduced in April 2008, which means that any 

further improvement in the value of benefits to employees following the four-yearly 
anges 

 
4.40 

vice to the 
2008 Section of the Scheme. The 2008 Section, open to new entrants since April 2008, 

 
4.41 

 Sections 
of the NHSPS, as well as an explanatory guide and a DVD to help inform their 

 to end on 31 March 2012. Each Strategic 
Health Authority region will see two periods of Choice activity with staff aged 50 and 

and approximately 5% of staff have elected to transfer to the 2008 Section of the 

 
The E

valuation exercise would need to be paid for by increasing staff contributions, ch
to the benefit structure or a mixture of the two.  

Regulations came into effect from 1 October 2009 to allow all contributing members of 
the 1995 Section of the Scheme a choice (described as the NHS Pension Choice 
Exercise) to either remain in the 1995 Section, or transfer their accrued ser

has a normal pension age of 65, a 1/60th pension but no automatic lump sum, but 
members are able to commute part of their pension in order to secure a lump sum 
payment. Pensions in the 2008 Section are based on an average of the best three 
consecutive years in the last 10 years.   

As part of the Pension Choice Exercise, eligible members of the 1995 Section receive a 
personalised pension statement, which compares benefits in the 1995 and 2008

decision. The Pension Choice Exercise is due

over offered Choice during 2010/2011 and staff aged 49 and younger during 
2011/2012.   The first stage (for those over 50) has now been successfully completed 

NHSPS. 

mergency Budget of June 2010 

The Government announced in the Emergency Budget that it intended to chan
indexation of public sector pensions and tax relief on individual pension contributio
In particular, the price indexation of public

 
4.42 ge the 

ns.  
 service pensions will change from RPI to 

CPI.  The Government believes that this will provide a more appropriate reflection of 
tency with the 

alw protected against 

 
4.43 

me
pen

 
Chan  

recipient’s actual inflation experiences.  It will also ensure consis
inflation target used by the Bank of England.  While the CPI is generally - but not 

ays - lower than RPI, the NHS Pension Scheme will continue to be 
price increases and uprated in line with state second pensions.   

This change does not just impact on members of the NHS Pension Scheme, but on all 
mbers of occupational pension schemes and recipients of the state retirement 
sion.   It will also apply to Government benefits and tax credits. 

ges to the Tax Relief on Employee Pension Contributions 

 Government provides generous tax relief to save for a pension, to encourage 
ividuals to take responsibility for retirement planning and to recognise that pensio

 
4.44 The

ind ns 
t of income tax paid 

  billion a year by 
are less flexible than other forms of saving. The cost of tax relief ne
on pensions paid doubled under the last Government to around £19
2008/09.  
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4.45 
 

he 2010 
ve this through an approach that 

limits the amount of tax relief which is received by those who make the highest pension 

 
4.46 

priv 55,000 a year to £50,000 a year, from 
ors to 

occupational pension schemes. The Lifetime Allowance will also be reduced from £1.8 
million to £1.5 million, from April 2012.  A consultation on options enabling people to 

arges from their pensions will commence in November 2010. 

nce 
ous years. These tax changes will largely impact on high earners, for 

example those earning around £100,000 or more a year.    Initial analysis of the 
a for Change will not be affected by these 

ion 
o  1

 
The R i

To ensure that pensions tax relief remains fair and affordable, the Government 
confirmed in the June Budget that it would proceed with the previous Government’s
aim to reduce the cost of pensions tax relief by about £4 billion a year. In t
Budget, the Government announced plans to achie

contributions. 

In October 2010, the Government announced that the annual allowance for tax-
ileged pension saving will be reduced from £2

April 2011.  These changes will impact on both public and private sector contribut

meet tax ch
 
4.47 To protect individuals who exceed the annual allowance due to a one-off “spike” in 

accrual, the Government will allow individuals to offset this against unused allowa
from previ

proposals suggest that staff on Agend
changes.  However, the NHS has the most members likely to be affected – in the reg

f 0,000 – primarily GPs, medical consultants and very senior managers.      

ev ew of Public Service Pension Schemes    
 
4.48 pendent 

ess.  

 accepted these conclusions.  In response to the Commission’s interim 
ations, the Government will:  

• commit to continue with a form of defined benefit pension;  
• await Lord Hutton’s final recommendation before determining the nature of that 

benefit and the precise level of progressive contribution required;  
• carry out a public consultation on the discount rate used to set contribution rates in 

the public service pension schemes;  
• implement progressive changes to the level of employee contributions that lead to 

an additional saving of £1.8 billion a year by 2014-15, equivalent to three 
percentage points on average, to be phased in from April 2012;  

• exempt the armed forces from this increase in employee contributions;  
• launch a consultation on the Fair Deal policy, which Lord Hutton noted can create a 

barrier to the plurality of public service provision and make it more difficult to 
achieve innovation, to report by summer 2011 informed by Lord Hutton’s final 
recommendations on structural reform; and  

• seek engagement with all stakeholders including trade unions. 

On 20 June 2010, the Government announced the establishment of an Inde
Public Service Pensions Commission (IPSPC), led by Lord Hutton of Furn

 
4.49 The Commission published an interim report on 7 October.  This highlights the 

importance of providing good quality pensions to public servants, rejects a race to the 
bottom in pension provision, but concludes that there is a clear rationale for public 
servants to make a greater contribution if their pensions are to remain fair to taxpayers 
and employees, and affordable for the country.  At the Spending Review, the 
Government
recommend

 

 
4.50 As the new public service pension arrangements become clear, and in light of the 

current pay freeze and financial challenges facing the public services, communicating 
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the value of the NHSPS as part of the overall reward package will become increasingly 
important for employers and staff.  Exploratory work is under way, with the aim of 
ensuring that the value of pensions and the total reward package are fully 

 
very of Annual Benefit Statements (ABS) for all staff, 

which shows the value of personal and family benefits; 

(annual leave, redundancy benefits etc); and  

Total e
    
.51 The Department strongly believes that the general NHS reward package remains highly 

inc

• mum annual leave entitlement of  41 days holiday (compared with 28 days 
statutory entitlement;  

half and 6 months full pay;  
• maternity leave; 

 
4.52  table expresses the value of the total employment package for nurses in 

monetary terms, at various career stages.  As well as basic pay, it includes a 
representative value of current employer pension contributions at the actual rate paid.  
It also includes the value of the additional holiday allowances, and of sick pay 
provisions (based on average sickness absence levels), in excess of statutory provision.   

 
Table 4.3 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.53 For a Band 6 nurse outside London with 10 years’ service, the value of these benefits 

over statutory provision, along with employer pensions contributions, is over £10,000. 

communicated to staff.  This is likely to include: 

• the development and deli

• the opportunity to expand ABS to include details of the overall reward package 

• the development of  flexible benefits (for example, the ability to “sell” annual 
leave). 

 
 R ward  

4
competitive and is a valuable retention and recruitment tool. The current package 

ludes:  
 

• a generous final salary pension;  
maxi

• sick pay entitlement for most staff based on 6 months 

• a no fault injury benefit scheme; and  
• service-related entitlement to redundancy pay of up to 2 years’ salary. 

The following

Value of Total NHS Reward Package (2009/10)
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Note: The other benefits (soft 
category) are included for 
illustrative purposes only. The value 
has not been assessed. It includes 
e.g maternity pay, redundancy pay, 
job satisfaction, hours and holidays 
to suit staff needs.
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These elements form nearly 20% of the value of the total reward package such that the 
basic pay of a Band 6 nurse comprises only around 70% of their total reward. 

.54 In summary, the Government believes that the NHS continues to offer a 
 

 
ces;  

 
tor 

 
• the need for employers to make use of recruitment and retention premia 

ear-on-year change; 
 

•  

 

 
.55 Even during these difficult economic circumstances, the NHS reward package 

 
4

comprehensive reward package and would draw the NHSPRB’s attention to the
following recent changes:  

• earnings continue to rise across the NHS’s Agenda for Change workfor

• revisions have recently been made to terms and conditions covering mo
mileage and on-call arrangements being taken forward in partnership;  

remains low, with little significant y

the revised Knowledge and Skills Framework is addressing the concerns raised
by the NHS in the past;  

• pensions provision, leave arrangements and sick pay remain very competitive; 
and 

 
• career development opportunities remain strong.  

4
continues to be highly attractive, and the Department believes that the NHSPRB 
should take full account of this in considering its recommended uplifts for lower 
paid staff.    
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CHAPTER 5:  NON-MEDICAL WORKFORCE, PLANNING & DELIVERY  

rdability as 
central to NHS pay uplifts this year. However, the Government considers that NHS 

mo
 
5.2 

con earning basic 
salaries of £21,000 or less:  

 

76,831 in 2009;  
• hard-to-fill, three month vacancy figures are low and continue to fall; and  

satisfaction rising, staff 
engagement high, a r s id vi

 
5.3 This chapter provides detailed commentary in these areas, as well as updating the 

NHSPRB on the generality of non-m wor  plan  
 
5.4 For 2011/12, the NHSPRB has been asked to co  upli staff g basic

s 1,000 or less onl other emp under da f nge are
s  pay free  which i  force ss th ic se he 
N ill therefore be most concerned about the staffing, recruitment and 
retention, motivation, and workforce planning hic irec vant to
lower-paid NHS staff. However, this information could not be adequately considered in 

elevant information 
about all Agenda for Change staff in this evidence. This chapter is therefore structured 

 
• information about the generality of non-medical workforce planning

 
Introduction 
 
5.1 As chapters 1-4 have made clear, the Government regards issues of affo

workforce-specific issues of staffing levels, recruitment and retention, and staff 
tivation remain fully relevant to the consideration of the 2011/12 uplifts.     

The Government considers that the evidence in these areas supports its strong 
viction that a flat rate uplift of £250 is appropriate for NHS staff 

 
• recruitment and retention is healthy;  
• staff numbers across all groups have risen - the headline figures from the 2009 NHS

Workforce Census show that the overall HCHS non-medical workforce has grown 
by 5% from 1,120,548 in 2008 to 1,1

• staff survey results continue to improve, with figures for job 
nd fewe taff cons ering lea ng.  

edical kforce ning.  

nsider fts for  earnin  
alaries of £2 y;  staff loyed  Agen or Cha  
ubject to the general ze s in  acro e publ ctor. T
HSPRB w

issues w h are d tly rele  

isolation from wider issues and movements affecting the Agenda for Change 
workforce. The Government has therefore undertaken to provide r

as follows:          

, staffing levels, 
and retention, and staff satisfaction. This includes a consideration of the 

role of the new Centre for Workforce Intelligence (paragraphs 5.6 to 5.27). 
for 

recruitment 

• information on these issues which is directly relevant to staff under Agenda 
Change earning £21,000 or less (paragraphs 5.28 to 5.48); 

• information on these issues which concerns staff un er Agenda for Chd ange earning 
over £21,000 (paragraphs 5.49 to 5.69).          

 
5.5 cting junior pharmacistsThe chapter concludes with a detailed discussion of issues affe  

 
 
 

(paragraphs 5.70 to 5.76). 
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Gene  
 
Non-Med  in the NHS

ral Workforce Issues   

ical Workforce Planning  
 
.6 Non-medical workforce planning work is broadly divided as follows:  

• qualified staff (qualified nurses; scientific, therapeutic and technical staff, etc.), 

ly 

 
5.7 

edical 
workforce, so that specific staff groups have been targeted for increased commissions 

) 

5
 

which must take account of the training lead times for staff to attain qualification 
(typically three-year undergraduate courses); and  

• unqualified staff (healthcare assistants, support workers etc), which do not normal
rely on such long lead times and can therefore be more flexible. 

Workforce planning for qualified non-medical staff works to medium-term time 
horizon (typically around 5 years), so that undergraduate training commissions can be 
set. The Department has been pursuing a policy of self sufficiency for the non-m

over the past few years (see Table 5.1). 
 

Table 5.1: Time series of non-medical training commissions 
 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 

(planned
Nu

i

Pro
He  
Technicians 

3,498 
0 

2,848 
1,124 

2,598 
1,001 

3,043 
1,302 

3,266 
1,198 

 
3 

 
3,350 
1,480 

2 

rsing 
dwifer

20,308 21,199 19,352 20,664 20,829 20,327
M y 
Allied Health 

fessionals 
althcare Scientists

1,819 
7,460 

885 

1,990 
7,103 
1,059 

2,071 
6,650 
1,054 

2,272 
6,580 
1,131 

2,482 
6,674 
1,220 

2,49
6,466 
1,114

Community Nursing 
New roles 

0 0 618 1,249 1,385 1,54

Total 34,100 35,323 33,344 36,241 37,054 36,772 
 
.8 The increased number of training commissions over recent years has been a factor in 

force (see Annexes H and I). 
 
5.9 nificant increase in the NHS workforce of 26% more 

f ) more qualified nurses employed in the service.  
 
Increa

5
the growth of the non-medical work

Since 2000, we have seen a sig
 (22%sta f – including 64,000

se in Capacity 
 

 p and for non-medical staff groups is currently in broad balance. 

 

rmacists working in the NHS or hospitals;  

• nuclear medicine technologists; 
                                              

5.10 Su ply and dem
However, some specific imbalances do exist, and a number of specific types of staff are 
included on the Home Office Shortage Occupation list18. These include: 

• pre-registration pharmacists working in the NHS or hospitals;  
• registered pha
• specialist nurses working in operating theatres; 
• operating department practitioners; 
• specialist nurses working in neonatal intensive care units; 
• Health Professions Council (HPC) registered diagnostic radiographers; 
• HPC-registered therapeutic radiographers; 

   
 www.ukba.homeoffice.gov.uk/sitecontent/documents/workingintheuk/shortageoccupationlist.pdf 18
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• radiotherapy technologists; 
• speech and language therapists at Agenda for Change bands 7+ or their independent 

 
The C

sector equivalents; and 
• HPC-registered orthoptists. 

entre for Workforce Intelligence (CfWI) 

To better understand the future demand for non-medical staff, and to develop suppl
strategies to meet this demand, the Department established the CfWI to provide 
analysis and intelligence on workforce planning. Set up in January CfWI has a broad 
remit for providing long-term and strategic scenario planning for the whole health and 
social care workforce, based on research, evidence and analysis, to build strong 
leadership and capability in wo

 
5.11 y 

expert 

rkforce planning. It will provide an easily accessible 
route to NHS and social care planners, clinicians and commissioners seeking workforce 

 
5.12 
 

;   
, to help senior leaders drive workforce planning, to 

 influence of workforce planners and provide better co-ordination; 

 

 

 

rticipation; 

 
5.14 

tions

planning and development expertise to improve NHS and social care services.  

The CfWI will focus on three key strategic areas: 

• workforce intelligence to the health and social care system
• leadership within that system

strengthen the
and  

• support to the NHS, the supply of relevant resources, and the identification of best 
practice in improving the effectiveness of workforce planning at local, regional and
national levels. 

 
5.13 The CfWI will publish its first report on the non-medical workforce in autumn 2011. 

This will analyse the likely short-term output from training over the next few years, and
compare its supply forecasts with estimated levels of demand. The CfWI will then 
model longer-term demand for non-medical staff considering factors such as: 

• population growth and change; 
• changes to morbidity; 
• service level and design;  
• the role of doctors;  
• workforce pa
• retirements and attrition; and  
• migration. 

The outputs of this project will enable DH, SHAs, PCTs and trusts to understand non-
medical demand and supply in greater depth, and thereby improve their workforce 
planning strategies. The Government will draw on the CfWI’s work in future evidence 
to the NHSPRB. 

 
The Workforce Census, Staff Numbers, and Vacancies – General Considera  

d 

   
 
 

 
5.15 The NHSPRB will wish to be aware of the following, in considering the statistical an

other material which is presented in this evidence.  
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Census and ESR data sources 

5.16 

 be revised from month to month as data 
issues are uncovered and resolved.  The monthly workforce data is not directly 

cludes some staff, such as locum doctors, who do not appear on the Census; 
while other staff who do appear on the Census including primary care and bank staff, 
a n

 
5.17 B a monthly 

ESR data, our current evidence to the Review Body continues to rely on the annual 
c u
How tions, such as seasonal variation in staff 
numb

 
acancy data sources 

 

figure has fallen from 0.6% in 2009, to 0.5% in 2010 (see Annex J).  

 

 as information on 

 
Turno
 
5.20 

 
he NHS Staff Survey – General Considerations and Improvement Work 

 
The NHSPRB has previously highlighted the importance of the NHS providing more 
regular, monthly or quarterly, workforce information on staff in post and turnover, 
perhaps using the Electronic Staff Record (ESR).   The DH supports this ambition.  
From July 2010 the NHS Information Centre (NHS IC) has therefore published 
experimental, provisional monthly NHS workforce data.  As expected with provisional, 
experimental statistics, some figures may

comparable with the annual workforce census because it is based on data from the ESR. 
That data in

re ot recorded on the ESR.   

ec use of concerns over consistency and the experimental nature of the new 

ens s returns. In future, more monthly workforce statistics may be available. 
ever, this data would have some limita
ers due to different and staggered recruitment cycles.   

V
 
5.18 Data drawn from the annual vacancy survey, based on a snap shot on 31 March and 

published in August, shows that the trend in declining vacancy rates over recent years 
has continued.  For the non-medical workforce as a whole, the three-month vacancy 

 
5.19 The Pay Review Body had expressed an interest in the use of the NHS Jobs website to 

provide more detailed information on vacancies, including applications.  The 
Department is pleased to report that the NHS IC have put in place plans to move away 
from an annual vacancy survey, and extract data from a re-tendered NHS Jobs 
service/website that would be published each September.  As well
vacancies over time (ie not simply a snap shot), use of NHS Jobs data has the benefit of 
providing information on the period a vacancy has been standing and information on 
number of applicants.   

ver data source 

Information on staff turnover, which was provided in previous years by the NHS 
Information Centre was from a one-off collection outside of its central data collection 
programme. The NHS Information Centre will not be repeating this collection, partly 
on the grounds of available resources.   The Department considers that the annual 
collection of data on staff numbers and vacancy levels provides sufficient material for 
the assessment of trends in NHS staff movements.  

T  

 
 
5.21 In its 24th Report, the NHSPRB asked Health Departments to consider adopting the 

same core questions on morale and motivation for their respective staff surveys to 
improve the comparability between administrations (paragraphs 4.20-4.21). The 
NHSPRB also asked that Health Departments should consider including questions on 
Productivity and Workload (paragraphs 4.60–4.62).    
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5.22 

ting 
the commitments made in the NHS Constitution. In the course of this review, the Office 

n of a number of additional questions to 
be added with the aim of providing more explicit feedback on motivation, attitudes to 

da for Change, levels of satisfaction with the total NHS benefits package, and the 
use of recruitment and retention premia. 

5.23 

 
 than the current 12 sides of A4);  

• including only items with high reliability and validity, which have been 
c

• in
sa

• re
im

 
5.24 The ap ew content 

without losing or replacing existing content. For these reasons the Board focussed only 
s 

 
.25 The Board recognised the benefits of a direct overall measure of staff motivation, but 

 

n this basis, the Board decided against the inclusion of an 
additional question on staff motivation in the 2010 Staff Survey.  

 
5.26 As regar enefits package, the proposals dovetailed 

wit ro
fairness of pay and conditions. In considering possible changes, the Board looked at the 
que on  
Scotland  and across the whole Civil Service). In this, the Board took 
account of concerns from the Care Quality Commission (which currently manages the 

y Business 
School. The latter bodies believed that the inclusion of new “opinion-style” questions in 
the current climate could potentially bias the way staff respond to subsequent questions 
in the Survey. In view of these concerns the Board decided to add its preferred question 
(the OME question) to the question bank, and to make it available for local use rather 
than including it among the national core questions.  

 
5.27 The Board has also considered how the Staff Survey may support the assessment of the 

staff elements of the NHS Constitution, including the scope available for measuring 
staff attitudes on productivity and efficiency. Some possible questions were 
recommended to the Board by Aston Business School. The Board was concerned about 
the ability of these suggested questions to add value, given their subjective and general 
nature. For these reasons, the Board decided not to include productivity among the 

These requests were considered by the NHS Staff Survey Improvement Board in 
England, which was tasked with carrying out a review with the aim of better reflec

of Manpower Economics requested the inclusio

Agen

 
In conducting its review, the Board was guided by the following criteria in its 
decisions: 

 
• maintaining a reasonable size of questionnaire (the core questions should be no

longer

ognitively tested;  
cluding only items that have relevance for improvement in service quality, 
fety and patient experience; and  
taining items that are already fit for purpose in these terms because of the 
portance of being able to measure change year-on-year. 

plication of the key criteria meant that there was little scope for n

on those items which were deemed as being a high priority by OME: overall measure
of motivation; and satisfaction with the total benefits package. 

5
felt that this would be of limited use to NHS trusts. The Board was also mindful of the 
existing established measures which help in providing an assessment of staff motivation
and morale - ie job satisfaction, intention to leave, and the new measure of staff 
engagement with their jobs. O

ds staff satisfaction with the total b
h p posals to the Board to support assessment of the NHS Constitution covering 

sti s suggested by OME and a range of questions in use in other staff surveys (in
 and Wales,

Staff Survey), and from the Survey Advice Centre at Aston Universit
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issues covered in the 2010 Survey’s core questions, but to make them available for 
local use. The Board will review the findings from any NHS organisations which 

 
Workforce Issues - Staff Earning £21,000 or Less 
 
Defini

choose to take up these questions, with a view to informing future developments. 

tion 
 
5.28 For the purposes of this evidence, “staff earning £21,000 or less” per FTE are identified 

a r Cha  poin implies full-time basic earnings of 
£21,000 or less. This equates to pay point 15 or lower in the 2010/11 payscales. 

 
 High Cost Area Supplements and other additional earnings are excluded under this 

s should not 
rs receiving any income protection; and 

ch ion uld 
 the likelihood o  r c on. 
llel in the clarification that the treatment of those earning £21,000 

 per FTE basis: earning £21,000 or less through working part-
idual fro ferential tr

 
.30 This is consistent with the annex to the Chief Secretary to the Treasury’s letter of 26 

cerned the treatment of employees 
earning £21,000 or less. 

5.31  

 
• unqualified nurses and healthcare assistants (of whom, approximately 98% of 

• istrative and clerical staff (approximately 63% of staff will fall into this 

6% of staff will fall into this 
category). 

5.32 
 

s those with an Agenda fo nge pay t which 

5.29
definition: 

 
• earnings received to offset the cost of working in expensive area

reduce the likelihood of low earne
nal earnings beyond bas• additio ic salary whi

f low ea
 reflect addit
eceiving 

al work sho
ome palso not reduce

ara
rners any in rotecti

This has a p
or less applies on a
time does not qualify an indiv m pre eatment. 

5
July 2010 to Pay Review Body Chairs, which con

 
There are around 443,050 people (headcount) on or below pay point 15 of Agenda for
Change - around 40% of the Agenda for Change workforce (357,878 or around 38% of 
the AfC workforce on an FTE basis). The paybill groups containing the most staff 
earning £21,000 or less are: 

staff will fall into this category); 
admin
category); and 

• maintenance and works staff (approximately 4

 
Further details of how these figures were calculated are at Annex K. 
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Staff Numbers and Vacancies – Staff Earning £21,000 or Less  
 
.33 There has been a steady increase in the size of the Agenda for Change workforce, as the 

Staff Group 2008 2009 Increase % Increase 

5
headline findings from the 2009 Staff Census demonstrate: 
 
Table 5.2:  Headcount at 30 September 

 
HCHS non-medical 
workforce  

1,120,548 1,176,831 56,283 5.0% 

Infrastructure Support staff 
(excluding managers) 

179,151 191,442 12,291 6.8% 

Support to Clinical Staff 334,82
(excluding bank staff) 

6 352,583 17,757 5.3% 

 
5.34 In a

for 
 

b

ddition to this increase, three-month vacancy levels are generally falling. Figures 
staff categories likely to be earning £21,000 or less are as follows: 

le 5.3:  Three-month vacancy rate Ta
Staff Group March 2009 March 2010 % change 
Admin & estates staff 0.4% 0.2% -0.2% 
Unqualified nurses 0.4% 0.3% -0.1% 
Unqualified S, T & T staff 0.3% 0.4% +0.1% 
He .5% 0.3% -0.2% althcare assistants and support with 0
LDP  definitions 

 
The NHS Staff Survey – Staff Earning £21,000 or less 

 key score for job satisfaction in the NHS Staff Survey is regarded as one of the
icators of staff motivation and morale. This score has remained

 
5.35 The  key 

ind  consistently high, 

(on
yea
ear

 
• the figure for unqualified nurses has risen from 3.48 in 2008 to 3.49 in 

 

s shown even greater 
improvement. Among all staff, this has decreased from 2.59 in 2008 to 2.54 in 2009 

 
09;  

 

and has increased again this year among all staff - from 3.51 to 3.53 in the 2009 Survey 
 a scale of 1-5, where 1 is low and 5 high). This is its highest level in the last five 
rs. The majority of staff groups show broadly similar improvement.  Among staff 
ning £21,000 or less, scores for job satisfaction were as follows:  

2009;  
• that for administrative and clerical staff rose from 3.53 to 3.54; and  
• that for maintenance staff from 3.51 to 3.55.

 
5.36 The key score for staff who stated an intention to leave jobs ha

(again on a scale of 1-5), and is the lowest it has been in the last five years. Among 
staff earning £21,000 or less, figures for intention to leave were as follows:  

• the figure for unqualified nurses has fallen from 2.48 in 2008 to 2.42 in 20
• that for administrative and clerical staff from 2.57 to 2.52; and  
• that for maintenance staff from 2.45 to 2.35.  

5.37 From 2009, the Survey includes a new key score on staff engagement with their jobs. 
This assessment is based on the extent to which staff demonstrate vigour, dedication 
and absorption in their work.  The Survey showed high levels of staff engagement with 
their jobs across all staff groups in the NHS (3.86 on a scale of 1-5). Among staff 
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earning £21,000 or less, scores for staff engagement with their jobs were as 
follows: 

• unqualified nurses were above the NHS average at 3.93;  
• as were maintenance staff at 3.89; while 
• adminis

 

trative and clerical staff were below average at 3.78.  

 

the 

taff group. 
ble to those seen in the 

 home 
ve 

gs exist for support from immediate line 

 
 carry out all their work. The figure is lower among unqualified 

inistrative and clerical (65%), maintenance (63%) 

 
5.39 0. 

Trusts will receive local level aggregated data by February 2011, and nationally 

Work

 
5.38 The Survey also provides insights into staff perceptions of workload. These cover staff

working additional hours (paid and unpaid), levels of support in achieving work/home 
life balance, and staff views on time to carry out jobs. The tables in Annex L show 
selected Survey scores.  In summary: 

 
• the percentage of staff in the earning £21,000 or less group working no additional 

paid hours is broadly in line with the average for the NHS as a whole at 71%, 
compared to the NHS average of 73%. Of these groups, administrative and clerical 
staff have the highest percentage of those working no extra hours with 82%, and 
unqualified nurses the lowest with 64%;   

• the percentage of staff working no additional unpaid hours varies by s
However, the levels reported remain broadly compara
previous years. Greater numbers of unqualified nurses (74%), administrative and 
clerical (63%), and maintenance staff (68%) work no additional unpaid hours 
compared to the national average of 47%;  

• the percentage of staff who do not disagree (i.e. they agree, or neither agree nor 
disagree) that their trust is committed to helping staff balance their work and
life are again comparable to the average for all NHS staff (81%) with administrati
and clerical (88%) and maintenance (84%) higher and unqualified nurses (79%) 
lower than the average. Similar findin
managers, with all three groups at or above the average; and  

• nationally, almost three quarters (72%) of all NHS staff do not disagree that they do
not have the time to
nurses and assistants (63%), adm
and ambulance staff (67%).  These figures have reduced since 2008 for all staff 
groups listed. 

The forthcoming 2010 Staff Survey will run between September and December 201

aggregated data will be available in late March 2011. 
 

force Education and Training – Staff Earning £21,000 or Less 

The Department’s longstanding policy is to work closely with the professions and othe
key partners to ensure that the non-medical workforce is appropriately-trained and has 
access to realistic and achievable career pathways. The 

 
5.40 r 

focus for the workforce at 
Agenda for Change pay Bands 1-4 is on improving training and development as a 

a
serv ix developments, 

 
5.41 In l

app
The
are investing further money in 2011.  NHS Apprenticeships will be used as a career-

me ns of empowering and enabling talented and motivated staff to progress. This 
es to improve service quality and innovation, to support skill m

and to help provide staff with fulfilling and rewarding jobs. 

ine with those aims, the Department in 2009/10 had a target to recruit an extra 5000 
rentices as part of a wider Government initiative. This was achieved and exceeded.   
 Coalition Government continues to support  the Apprenticeship Programme and 
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ent
qualifications needed for direct entry to degree course. The NHS Apprenticeship route 
could take them relatively rapidly to Band 3 or Band 4, and those with the necessary 

otential for a year 
or so off the length of their course under Accreditation of Prior Education and 

 
5.42 

Ski ritise several clinical support roles and develop 
 and 

robust education and training pathways.  

l 
ramework has recently been reviewed 

and a new simplified version is being launched.  
 
Workforce Data Improvement – Staff Earning £21,000 or less

ry route and pathway for people who, while talented and motivated, may lack the 

aptitude and motivation could proceed to a degree course (with the p

Learning).  

At Bands 1-4, the Department has also worked in partnership with the relevant Sector 
lls Council, Skills for Health, to prio

clear frameworks for careers progressions supported by defined competencies

 
5.43 In addition, the NHS Knowledge and Skills Framework continues to provide support 

for the development of staff.  It shows staff what they have been employed to do; 
reviews their use of knowledge and skills; and identifies skills gaps under an annua
system of reviews and development plans. The F

 
 
5.44 In its 24th Report (paragraph 2.29), the NHSPRB suggested that data should be further 

disaggregated with the aim of improving the level of detail available to the NHSPRB 
on former Pay Negotiating Council Groups. The NHSPRB suggested that each Home 
Nation should follow a common framework for classifying job roles, using the 
Northern Ireland model as a starting point - but with a greater specificity in the 
administrative and clerical category to include job roles such as Clinical Coders, and 
those in finance and Human Resources. 

 
5.45 The Department produced a report in 2009 to that end. This set out plan to work more 

closely with OME in: 
 

• commissioning surveys;  
• establishing contacts and networks with the Devolved Administrations with a view 

to improving the sources and consistency of data; and. 
• establishing contacts with the unions and/or professional bodies to consider the 

scope for pooling detailed data. 
 
5.46 Having considered these suggested actions with the NHSPRB’s officials and 

statistician, the Department decided that it would be more productive to achieve these 
aims through data quality improvements within the Electronic Staff Record (ESR). It is 
felt that the latter could provide a level of detail which is comparable to that of the 
Northern Ireland model. The ESR has the potential to provide a high level of detail on 
job role and area of work, as the following illustrates:  

 
• Annex M  provides a list of the ESR job role categories associated with each staff 

group currently used in the pay metrics; and 
• Annex M illustrates 12 out of the 147 categories of “area of work” under which 

staff belonging to Admin and Estates and Support Worker occupations (as defined 
by occupation code) are categorised in the ESR. These results must be treated with 
caution, as we do not know the staff mix associated with each area of work, or how 
accurately these staff are recorded against area of work. The categories of area of 
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work included also illustrate the potential for overlap, such as in the Corporate and 
Finance areas. 

.47 However, in considering this data, it should be borne in mind that:  

risations have only been universally available in 
ESR since 2008;   

ssess how accurately organisations use and 
hese fields in ESR; and   

•  issu onsistent data entry and overlapping 

 
5.48 I epartme s to e the u f the job role and area of 

wor ie d to use th o p ay metrics at a lower level of detail 
than  t ctice. The N orm entre i ting  
approach, beginning with Healthc entis

 

 
5
  

• the job role and area of work catego

• the Department is currently unable to a
maintain t

 there are several known
descriptions. 

es of inc

n the longer term, the D n
e ESR t
t wishe  improv se o

k f lds in ESR, an
ra

rovide p
 is he present p HS Inf

are Sci
ation C
ts. 

s currently pilo  this
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Workforce Issues - Staff Earning Over £21,000 
 
Staff mNu bers and Vacancies - Staff Earning Over £21,000 

 2009 Staff Census showed that there has been a steady increase in the size of t
rkforce in these groups, as follows: 

 
5.49 The he 

wo
 

Tab
Sta

le 5.4:  Headcount at 30 September 
ff Group 2008 2009 Increase %age increase 

Qu 2.1 alified nurses  346,377 353,570 7,193
Allied Health Professionals 71,301 73,953 2,652 3.7 
P ysiotherapists 21,114 21,984 870 4.1 h
Qualified radiographers 15,636 16,278 642 4.1 

- Diagnostic 
radiographers 

13,423 13,940 517 3.9 

- Therapeutic 2,213 2,338 125 5.6 
radiographers 

Qualified pharmacists 14,432 15,369 937 6.5 
Qualified healthcare scientists 31,028 32,378 1,350 4.4 

 
5.50 The latest NHS Vacancy survey also shows a general fall in three-month vacancies, as 

ows: foll
 

Table 5.5:  Three- month vacancy rates 
Staff Group March 2009 March 2010 % change 
Qualified nurses (including 
midwives) 

0.7% 0.6% -0.1 

Allied Health Professionals 0.7% 0.5% -0.2 
Diagnostic Radiographers 0.4% 0.4% 0.0 
Therapeutic Radiographers 0.7% 0.8% +0.1 
Pharmacists 1.5% 0.9% -0.6 
Pre-registration pharmacy trainees 1.6% 0% -1.6 
Physiotherapists 0.5% 0.3% -0.2 
Healthcare scientists 0.6% 0.4% -0.2 

 
NHS Staff Survey Results – Staff Earning Over £21,000 

As set out above, the key score of job satisfaction in the NHS Staff Survey is regarde
as one of the key indicators of staff motivation and morale. It remains consistently high 
and increased again this year - from 3.51 to 3.53 in the 2009 Survey – and for the 
majority of staff is now the highest it has been in the last five years (the exceptions to 
this are ambulance staff, whose score has fallen to 3.08, down from 3.10 in 2008). 

 
5.51 d 

 
.52 The key score for staff intention to leave jobs has also improved, from 2.59 in 2008 to 

 
5.53 gement with their jobs shows high levels of staff 

engagement with their jobs across all staff groups in the NHS (3.86 out of 5).  
t 

 

5
2.54 in 2009 – the lowest it has been in the last five years. The exceptions to the 
generally positive trend are management staff, among whom intention to leave 
increased from 2.57 in 2008 to 2.59 in 2009. 

The new key score on staff enga

Ambulance staff are the least likely to report being engaged with their jobs, at 3.60 ou
of 5.  
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5.54 
 

urs 
 in 

previous years, the exception, with only 21% of staff working no additional paid 

anagers 
aid 

 

 nurses, and to 78% for managers, but 

 

 
orkforce Education and Trai

As the tables at Annex L show, the Survey additionally demonstrates that:   

• the percentage of staff under the NHSPRB’s remit who work additional paid ho
is broadly comparable to those of the NHS as a whole. Ambulance staff are, as

hours, compared to the NHS average of 73%;  
• although the percentage of staff working additional unpaid hours varies by staff 

group, the levels reported remain broadly comparable to previous years. M
are the exception in this case, with only 14% of staff working no additional unp
hours, compared to the national average of 47% for all staff groups;  

• the percentages of staff who do not disagree that their trust is committed to helping 
its staff to balance their work and home lives are again comparable to the average 
for all NHS staff (81%). The exception is ambulance staff, of whom just under half
disagree their trust is committed to helping them. Similar findings exist for support 
from immediate line managers, although ambulance staff reported a comparatively 
more positive score (64%) than that for help in achieving work life balance; and 

• nationally, 72% of all NHS staff do not disagree that they do not have the time to 
carry out all their work. This rises to 79% for
is lower among unqualified nurses and assistants (63%), administrative and clerical 
(65%), maintenance (63%) and ambulance staff (67%).  These figures have reduced
since 2008 for all staff groups listed, apart from qualified nurses. 

W ning – Staff Earning Over £21,000 
 
5.55 For the non-med cal professions, the s rom 

vocational to professional education.  
 
5.56 To that end, the Department is working closely w  Nursing and Midwif

C t entry to the nurse profession will be graduate only by 
2013.  After a lengthy consultation process with the profession, education providers, 
employers and the Royal Colleges, the NMC has published new educational standards 
for t es of the Higher Educational Institutes, and som
new programmes which will result will be offered to students from September 2011. 

 
.57 The uate nurses wi tter equipped to meet

to widen participation 

ablished 
t 
 

 
5.59 In addition, each SHA is looking at the supply of local midwives, including attrition 

rates from training, and have developed appropriate recruitment, retention and return 
strategies. Local initiatives have also been designed in many areas to increase numbers 

i  Department remain committed to shifting f

ith the ery 
ouncil (NMC) to ensure tha

he educational programm e of the 

5  Department believes that grad ll be be  the 
challenges they face, whether these be in prescribing, in being parts of self-directed 
nursing teams, or in the provision of more effective, evidence-based care safely and 
confidently. A high importance is being placed on opportunities 
in nursing programmes, including through more creative and transparent ways of 
recognising existing education and learning. The Department has therefore welcomed 
the NMC’s plans to increase the amount of Prior Experiential Learning which may 
contribute towards the achievement of a programme, from 33% to 50%. 

 
5.58 The Department is also supporting the Midwifery 2020 project, which was est

by the Chief Nursing Officers for England, Wales, Northern Ireland and Scotland to se
the direction for midwifery. Over the coming decade, Midwifery 2020 will identify the
changes needed to ways of working, and midwives’ roles, responsibilities and training 
and development requirements 
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of midwives including leadership development in maternity services to support 
succession planning; return to practice courses; retention plans for midwives due to 
retire; maternity support; and midwifery mentors to provide support to ensure that 
newly-qualified and recently-returned midwives can integrate fully into the NHS. 

More generally, the Department has commissioned the Universities and Colleges 
Admission Service (UCAS) to monitor application rates to non-medical courses. This 
will include an annual report on applicants and applications to health-related 
undergraduate programmes. This will replace the previous reports prov

 
5.60 

ided by the 
Nursing and Midwifery Admissions Service, through which applications for nursing 

hem for 
workforce planning, and education commissioning and policy development purposes. 

rs the 

t 

 
5.61 

e increasing heavily across the board. Headline numbers 
are as follows:  

and midwifery diploma-level courses were made. The new UCAS reports will cover a 
much wider area of health-related courses, and the Department will draw on t

The intention is to produce this report annually, in the spring after the annual university 
recruitment cycle has closed. The first report – which covers England only - cove
2009 cycle: the majority of applicants in that cycle will have started their courses in 
September 2009, and the report also includes applicants deferring to start in 2010. I
also contains some comparative data for 2008.   

For applications and accepts to non-medical undergraduate programmes, the report 
shows that application rates ar

 
Table 5.6:  Applications to undergraduate programmes 
Programme Applications 2009 Ratio of Acceptances 
Nursing (degree) 42,679 6.1 
Nursing (diploma) 52,471 4.1 
Midwifery 20,646 10:1 
Allied Health Professionals:   

Physiotherapists 12,200 8:1 
Podiatrists/Chiropodists 803 2:6 
Occupational Therapists 5,132 4:1 
Diagnostic Radiographers 6,249 6:1 
Therapeutic Radiographers 1,129 4:1 
Speech and language Therapists 3,254 6:1 

 
5.62 Of 95,150 applications19 in England for a place on a nursing course in 2009, 42,679 

(45%) were for degree places, and 52,471 (55%) for diplomas.  
 
5.63 In the past, the NHSPRB has asked the Department to consider possible methods of 

assessing the quality of applicants. This was discussed with UCAS, and it was agreed 
that given the diversity of the relevant fields, any such analysis could not be produced 
to a required standard. 

 
5.64 The Department recognises the importance of the availability of training and 

development opportunities for the morale of staff at all levels. The Multi Professional 
Education and Training (MPET) levy, which funds central investment in the 
development of the workforce, was increased by £135 million (2.9%) to £4,782 million 
in 2010/11.  The DH’s Service Level Agreement (SLA) with SHAs of MPET  requires 

                                                 
19 Source – UCAS Annual Report for Applicants and Applications to Health Related Undergraduate 
Programmes 2009, P48. 
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them to ensure that opportunities are available for staff at all levels to progress in line 
with national policy priorities set out in the Operating Framework, and to ensure that 

ll in 

 

 
5.65 e a nurse or midwife in England each 

year has increased by over 370 (1.6%) since 2008/09 to 23,311 in 2009/10.   

5.66 

 

sions to nurse diploma courses have remained steady, with 16,779 actual 
commissions in 2000-01, decreasing slightly to 15,076 in 2009-10.  Over the same 

mmissions increased from 2,144 to 5,753 – an increase of 168%. See 
Annex N for further details.  

5.67 
 

 

their investment decisions take into account the Quality, Innovation, Productivity and 
Prevention agenda. They are also required to put plans in place to develop their wider 
workforces to deliver the recommendations of the Leitch report (Prosperity for A
the Global Economy – World Class Skills) and the report of the Widening Participation 
in Learning Unit (Learning for a Change in Healthcare). The SLA also requires SHAs
to provide investment and opportunities for staff to receive appropriate training to 
enable implementation of new ways of working to support new roles. 

The number of students entering training to becom

  
Pending the changes in 2013, there are two routes into nursing – via a degree course or 
a diploma course, as shown in the table above. Both lead to registration with the 
Nursing and Midwifery Council, enabling graduates to work as nurses in the UK.  In
recent years, there has been a switch from diploma to degree commissions. Actual 
commis

period, degree co

 
The number of training commissions for allied health professionals increased by 94 
(1.4%) in 2009/10 to 6,674, compared with 2008/09, while the number of training
commissions for healthcare scientists and technicians increased by 312 (7.5%) to 4486
in the same period. 
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Midwives and Health Visitors  

In the wid
 
5.68 er healthcare policy environment, there are some particular new challenges 

for the Agenda for Change midwifes and health visitor workforces. The White Paper, 

mat nancy 
and
aim work towards offering expectant mothers and their families a 

the
the past to expand the numbers of midwives. 

 
5.69 Ho

Sure Start health visitors by 4,200.  An extensive programme of work is now under way 

p r
wit  
hea

 
Junior P
 
5.70 e

Ret . 
Las
recruiting and retaining junior hospital pha
the following grounds: 

ent of 

 
.71 That remains the Department’s position, and the NHSPRB will note that the following 

st 

 
• close monitoring of recruitment, retention, and training numbers;  

 of new guidance about the use of local RRPs in 

• e NHSPRB’s views about use of remuneration to address retention 

utives in September 2009 (Janet Monkman, Director of the NHS 
Professional and Provider Programme, also wrote to workforce directors 

rest 

focus on the retention of new registrants on 
completion of their training.  

 

Equity and Excellence: Liberating the NHS, includes commitments to extending 
ernity choice, and to the facilitation of safe, informed choices throughout preg
 in childbirth. This will mean the development of new provider networks, with the 
 of co-ordinating 

broader choice of services, and facilitating movement between the different services 
y may want or need.  These commitments supersede specific commitments made in 

wever, the Coalition Agreement includes a commitment to increase the number of 

with a view to increased capacity as quickly as possible. This is being carried out in 
a allel with work towards the development of outcome measures which are in line 

h the Government’s policy for improving and demonstrating improvements in
lth. 

 harmacists  

Th  NHSPRB remains interested in possible short-term national Recruitment and 
ention Premia (RRP) for pharmacists paid at Agenda for Change pay Bands 6 and 7
t year, the former Secretary of State recognised that there were difficulties in 

rmacists, but rejected the national RRP on 

 
• recruitment and retention issues varied widely across England;  
• the devolved administrations in Scotland, Wales and Northern Ireland made clear 

that a national RRP was not necessary; and  
• that local recruitment and retention difficulties would be best addressed by 

increasing supply, and by using local recruitment and retention premia where 
needed, alongside other local initiatives to support the training and developm
junior pharmacists. 

5
short to medium-term actions have been taken to address high vacancy rates among
junior hospital pharmacists: 

• the issue and promulgation
November 2009 (a copy of this is at Annex F);  
highlighting th
problems amongst junior hospital pharmacists, by letter from the Department to 
NHS Chief Exec

encouraging increasing the training commissions, referring to NHSPRB’s inte
in the vacancy rates for junior pharmacists); and 

• work with the SHAs to identify and spread best practice in the retention of 
pharmacy staff, with a particular 
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5.72 
Survey and other sources (see Annex O),  these measures have had demonstrable 

 
• and 

•  significant rise in establishment numbers at Band 7 and 8, in both 
 

l trusts 

• r to be 
d 

• 
commissions for 2011/12 and 2012/13 may be reducing slightly in the light of 

.  

.73 The Department considers that these indicators show the positive effects of the short-
term measures which have been put in place to improve the recruitment and retention 
position. The three-month vacancy rate is certainly much improved at Band 6 (and, to a 
lesser degree, at Band 7).  The attrition rate during the pre-registration year (Band 5) 
remains low at around 2% and the retention rate on registration has improved among 
the 2008/09 cohort (see Table 18 in Annex O). Moreover, the Department considers 
that the continuing variation in vacancy rates at trust, SHA and national levels 
continues to argue against application of a national, compared to a local, RRP 
approach.  

 
5.74 All that said, there is clear evidence that the demand for pharmacists has increased 

significantly over the last 5 years in both the NHS and community pharmacy, due to a  
range of factors including:  

 
• changing demographics;  
• developments in commissioning of both public health and medicines usage 

services; and  
• in community pharmacy, increases in the numbers of new pharmacies with longer 

opening hours. 
 
5.75 In addition to the short and medium-term supply and retention measures described 

above, a number of longer-term policy strategies are being implemented to allow for 
the more effective and efficient use of pharmacists’ time and to increase training 
capacity in the NHS.  These include:  

 

According to the latest data from the 2010  Pharmacy Establishment and Vacancy 

success: 

the levels of three-month vacancy rates amongst junior hospital pharmacists at B
6 and 7 are lower this year than previously, as there is an increased supply of 
newly-registered pharmacists and improved retention of NHS-trained pharmacists 
on registration;   
there has been a
trusts and PCTs, rather than an increase in the numbers of dis-established or frozen
posts;  

• there remains considerable variation in vacancy rates at both Band 6 and 7 across 
the four Home Nations, between SHAs in England, and between individua
and PCTs;  
training numbers across all SHAs have increased substantially, and appea
relatively stable for 2011/12. Training numbers have increased by 45% in Englan
since their low point in 2007/08 - 693 placements were recruited to in 2010, 
compared to 477 in 2007/08; 

• this indicates that the supply of newly registered pharmacists will be maintained at 
levels significantly above those seen in 2007; and  
however, there are some early indications that planning numbers for training 

financial pressures, and that retention at registration may also be slightly reduced
The situation will continue to be monitored through 2010/11.   Table 17 in Annex O 
refers. 

 
5
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• changes to medicines legislation and to allow more effective use of pharmacists’ 
time;  

se capacity and capability across 
the NHS and social care, designed to improved strategic planning and  ensure that 

pment of the pharmacy workforce is more closely linked with wider 
planned service developments in the future. (This should reduce the risk of demand 

 

• recognition of the important contribution of the pharmacy workforce to the QIPP 

the use of established structures to ensure that pharmacy thrives within hospitals 

cation England, 

lowing 
e NHS to train for its own needs (at trust and PCT levels), and by increasing   

• Departmental working through the CfWI to increa

the develo

led by service development imperatives running ahead of supply, which appears to 
have been a contributory factor in the past to vacancy difficulties amongst junior
pharmacists);  

agenda;  
• 

and other parts of the NHS, including the Modernising Pharmacy Careers 
Programme (MPC) Board, the SHA-led NHS Pharmacists Numbers Task and 
Finish Group, and the Department’s Workforce Leadership Group; and   

• wider Departmental work through the MPC Board, Medical Edu
and the CfWI to increase capacity and capability in the NHS by planning and using 
its workforce more effectively and efficiently; and  

• work to explore ways in which NHS training capacity may be increased by al
th
individuals’ abilities to work across different healthcare sectors at junior levels. 

   
.76 In summary, the Department believes that the available evidence points to the 5

continuation of the current approach, and away from a centrally-imposed national 
UK-wide recruitment and retention premium.   
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ANNEX A 
TRICS (ENGLAND) FOR NHSPRB REMIT 

rical figures 

etrics (up to and including 2008/09) have been estimated using pay bill 
 NHS Financial Returns, NHS Accounts and Foundation Trust Annual Reports. 

ng 2009/10 are from the annual NHS Workforce 

ployees of Trusts, Primary Care Trusts, Strategic Health 
in England.  They do not include agency staff, contractors’ 

or family dentists and their staff. 

 the Foundation Trust Annual Reports does not include a breakdown of 
 estimated using historic NHS Financial 

om the pay bill per FTE figures using the NHS 
e and National Insurance rates and thresholds that apply to NHS employers. 

ber of staff in higher paid staff groups has grown by more 
er-paid groups, the average earnings figure for all staff has increased 

lt.  

res for 2009/10 and 2010/11 have been projected based on the 2008/09 actuals.  

group for 2009/10 are from the September 2009 
rkforce FTE figures for 2010/11 are demand 

rojections for 2009/10 and 2010/11 have been calculated for each staff group by 
th, estimated earnings drift and estimated on-

timated using a combination of analysis of 
ates of the cost of specific drivers. These 

de recent and planned NHS pay reform.  Other drift will arise from changes to 
l pay arrangements; changes in skill mix, changes in distribution over 

ental points; local pay decisions; and changes in additional earnings e.g. 
e, use of recruitment & retention premia and bonuses. 

ated taking into account the expected increases in the national 
ployers. 



  

Pay Metrics for NHSPRB Remit  
HCHS Paybill (£million)1

2000/01 2001/02 2002/03 2003/04 2004/052,5 2005/062 2006/072 2007/082 2008/092,3 2009/104 2010/114

Qualified Nursing 6,699m 7,427m 8,085m 8,677m 9,923m 10,548m 10,968m 11,421m 12,148m 13,058m 13,762m
Unqualified Nursing,HCA and Support6 2,250m 2,512m 2,740m 2,946m 3,406m 3,731m 3,757m 3,890m 4,062m 4,430m 4,608m
ST&Ts7 2,616m 2,919m 3,199m 3,538m 4,115m 4,452m 4,785m 4,956m 5,326m 5,902m 6,335m
Admin & Clerical 2,161m 2,444m 2,724m 3,000m 3,604m 4,007m 4,199m 4,376m 4,839m 5,479m 5,757m
Maintenance & works 235m 240m 239m 237m 266m 270m 269m 283m 294m 316m 318m
Ambulance Staff 395m 433m 478m 524m 747m 890m 779m 844m 925m 1,030m 1,098m
Managers 1,187m 1,331m 1,571m 1,777m 2,247m 2,414m 2,341m 2,285m 2,428m 2,846m 2,784m
Total remit8 15,588m 17,362m 19,164m 20,825m 24,425m 26,443m 27,232m 28,266m 30,173m 33,220m 34,826m

Growth in HCHS Paybill1

2000/01 2001/02 2002/03 2003/04 2004/052,5 2005/062 2006/072 2007/082 2008/092,3 2009/104 2010/114

Qualified Nursing 8.4% 10.9% 8.9% 7.3% 14.4% 6.3% 4.0% 4.1% 6.4% 7.5% 5.4%
Unqualified Nursing,HCA and Support6 4.1% 11.6% 9.1% 7.5% 15.6% 9.5% 0.7% 3.5% 4.4% 9.1% 4.0%
ST&Ts7 10.0% 11.6% 9.6% 10.6% 16.3% 8.2% 7.5% 3.6% 7.5% 10.8% 7.3%
Admin & Clerical 8.7% 13.1% 11.4% 10.2% 20.1% 11.2% 4.8% 4.2% 10.6% 13.2% 5.1%
Maintenance & works 2.0% 2.2% -0.8% -0.5% 12.0% 1.5% -0.4% 5.3% 4.0% 7.6% 0.5%
Ambulance Staff 8.6% 9.6% 10.2% 9.6% 42.7% 19.0% -12.4% 8.3% 9.6% 11.4% 6.6%
Managers 12.5% 12.2% 18.0% 13.2% 26.5% 7.4% -3.0% -2.4% 6.3% 17.2% -2.2%
Total remit8 8.3% 11.4% 10.4% 8.7% 17.3% 8.3% 3.0% 3.8% 6.7% 10.1% 4.8%

HCHS Paybill per FTE (£)1,9

2000/01 2001/02 2002/03 2003/04 2004/052,5 2005/062 2006/072 2007/082 2008/092,3 2009/104 2010/114

Qualified Nursing 26,142 27,901 28,947 29,722 32,870 34,274 35,675 37,126 38,515 40,499 42,221
Unqualified Nursing,HCA and Support6 12,655 13,529 14,246 14,815 16,980 18,183 19,448 20,766 21,388 22,484 23,454
ST&Ts7 23,701 25,214 26,028 27,210 29,864 30,998 33,022 33,580 34,326 35,862 37,374
Admin & Clerical 15,192 16,258 17,132 17,473 19,659 20,919 22,583 23,862 24,913 26,030 27,134
Maintenance & works 19,586 20,449 20,164 20,682 23,545 24,687 25,619 27,870 29,126 30,424 31,707
Ambulance Staff 25,100 26,559 27,983 30,006 40,117 45,360 35,896 38,876 40,012 42,073 43,856
Managers 48,925 50,650 50,806 52,567 62,418 64,289 66,800 65,368 63,998 66,939 69,724
Total remit8 21,082 22,456 23,547 24,334 27,444 28,851 30,288 31,650 32,577 34,169 35,560

Growth in HCHS Paybill per FTE1,9

2000/01 2001/02 2002/03 2003/04 2004/052,5 2005/062 2006/072 2007/082 2008/092,3 2009/104 2010/114

Qualified Nursing 6.0% 6.7% 3.7% 2.7% 10.6% 4.3% 4.1% 4.1% 3.7% 5.2% 4.3%
Unqualified Nursing,HCA and Support6 2.4% 6.9% 5.3% 4.0% 14.6% 7.1% 7.0% 6.8% 3.0% 5.1% 4.3%
ST&Ts7 6.5% 6.4% 3.2% 4.5% 9.8% 3.8% 6.5% 1.7% 2.2% 4.5% 4.2%
Admin & Clerical 4.6% 7.0% 5.4% 2.0% 12.5% 6.4% 8.0% 5.7% 4.4% 4.5% 4.2%
Maintenance & works 4.7% 4.4% -1.4% 2.6% 13.8% 4.9% 3.8% 8.8% 4.5% 4.5% 4.2%
Ambulance Staff 5.1% 5.8% 5.4% 7.2% 33.7% 13.1% -20.9% 8.3% 2.9% 5.1% 4.2%
Managers 8.4% 3.5% 0.3% 3.5% 18.7% 3.0% 3.9% -2.1% -2.1% 4.6% 4.2%
Total remit8 5.8% 6.5% 4.9% 3.3% 12.8% 5.1% 5.0% 4.5% 2.9% 4.9% 4.1%
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HCHS Earnings per FTE (£)1,9

2000/01 2001/02 2002/03 2003/04 2004/052,5 2005/062 2006/072,10 2007/082,10 2008/092,3 2009/104 2010/114

ualified Nursing 23,427 24,733 25,702 26,342 27,697 28,784 29,863 31,150 32,335 34,002 35,425
Unqualified Nursing,HCA and Support6 11,609 12,256 12,899 13,394 14,563 15,528 16,532 17,670 18,211 19,149 19,951
ST&Ts7 21,268 22,378 23,138 24,136 25,189 26,062 27,666 28,204 28,854 30,148 31,397
Admin & Clerical 13,795 14,588 15,376 15,665 16,738 17,745 19,077 20,186 21,082 22,028 22,941
Maintenance & works 17,590 18,169 17,959 18,392 19,893 20,790 21,512 23,432 24,503 25,602 26,663
Ambulance Staff 22,442 23,492 24,792 26,511 33,606 37,750 29,976 32,524 33,499 35,225 36,699
Managers 43,021 44,135 44,344 45,760 51,581 52,954 54,848 53,858 52,985 55,361 57,593
Total remit8 18,968 19,980 20,968 21,628 23,173 24,275 25,400 26,597 27,406 28,743 29,891

Growth in HCHS Earnings per FTE1,9

2000/01 2001/02 2002/03 2003/04 2004/052,5 2005/062 2006/072,10 2007/082,10 2008/092,3 2009/104 2010/114

Qualified Nursing 4.9% 5.6% 3.9% 2.5% 5.1% 3.9% 3.8% 4.3% 3.8% 5.2% 4.2%
Unqualified Nursing,HCA and Support6 1.4% 5.6% 5.3% 3.8% 8.7% 6.6% 6.5% 6.9% 3.1% 5.2% 4.2%
ST&Ts7 5.4% 5.2% 3.4% 4.3% 4.4% 3.5% 6.2% 1.9% 2.3% 4.5% 4.1%
Admin & Clerical 3.5% 5.7% 5.4% 1.9% 6.8% 6.0% 7.5% 5.8% 4.4% 4.5% 4.1%
Maintenance & works 3.6% 3.3% -1.2% 2.4% 8.2% 4.5% 3.5% 8.9% 4.6% 4.5% 4.1%
Ambulance Staff 4.1% 4.7% 5.5% 6.9% 26.8% 12.3% -20.6% 8.5% 3.0% 5.2% 4.2%
Managers 7.4% 2.6% 0.5% 3.2% 12.7% 2.7% 3.6% -1.8% -1.6% 4.5% 4.0%
Total remit8 4.7% 5.3% 4.9% 3.1% 7.1% 4.8% 4.6% 4.7% 3.0% 4.9% 4.0%

HCHS workforce (FTE)1

2000/01 2001/02 2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/114

Qualified Nursing 256,276 266,171 279,287 291,925 301,877 307,744 307,447 307,628 315,410 322,425 325,951
Unqualified Nursing,HCA and Support6 177,796 185,687 192,370 198,868 200,615 205,207 193,208 187,349 189,936 197,035 196,472
ST&Ts7 110,384 115,767 122,903 130,043 137,789 143,606 144,899 147,583 155,174 164,563 169,499
Admin & Clerical 142,263 150,317 158,978 171,707 183,338 191,528 185,947 183,368 194,236 210,501 212,151
Maintenance & works 12,016 11,758 11,831 11,479 11,289 10,932 10,487 10,146 10,100 10,401 10,025
Ambulance Staff 15,755 16,320 17,076 17,455 18,627 19,610 21,703 21,706 23,109 24,475 25,025
Managers 24,253 26,285 30,914 33,810 36,007 37,549 35,041 34,955 37,937 42,509 39,931
Total remit8 739,399 773,141 813,854 855,799 889,973 916,548 899,091 893,087 926,210 972,220 979,364

Growth in HCHS workforce (FTE)1

2000/01 2001/02 2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/114

Qualified Nursing 1.4% 2.2% 3.9% 4.9% 4.5% 3.4% 1.9% -0.1% 0.1% 2.2% 1.1%
Unqualified Nursing,HCA and Support6 1.3% 1.7% 4.4% 3.6% 3.4% 0.9% 2.3% -5.8% -3.0% 3.7% -0.3%
ST&Ts7 3.4% 3.3% 4.9% 6.2% 5.8% 6.0% 4.2% 0.9% 1.9% 6.1% 3.0%
Admin & Clerical 3.0% 3.9% 5.7% 5.8% 8.0% 6.8% 4.5% -2.9% -1.4% 8.4% 0.8%
Maintenance & works -3.0% -2.6% -2.1% 0.6% -3.0% -1.6% -3.2% -4.1% -3.3% 3.0% -3.6%
Ambulance Staff 2.1% 3.3% 3.6% 4.6% 2.2% 6.7% 5.3% 10.7% 0.0% 5.9% 2.2%
Managers 7.0% 3.7% 8.4% 17.6% 9.4% 6.5% 4.3% -6.7% -0.2% 12.1% -6.1%
Total remit8 2.1% 2.4% 4.6% 5.3% 5.2% 4.0% 3.0% -1.9% -0.7% 5.0% 0.7%

Q
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ES:NOT
1. Figures are for NHS staff in England only, and exclude Agency staff.
2. Includes estimates for the breakdown of the paybill by staff group for Foundation Trusts (all years from 2004/05 onwards).
3. Pay bill figures from 2008/09 NHS Financial Returns and Foundation Trusts Consolidated Accounts.
4. Shaded figures are projections and therefore subject to change.
5. In 2004/05, responsibility for NHS Pensions Indexation shifted from HMT to NHS employers.
6. Unqualified Nursing, HCA and Support includes Ancillary staff (e.g. cleaners and porters).
7. Scientific, Therapeutic and Technical staff (ST&T) includes Allied Health Professionals and Healthcare Scientists.
8. This total includes a small number of 'Other' staff which do not fall into any of the above staff groups (0.03% of NHSPRB workforce in 2008/09).

10. These figures have been adjusted slightly since the previous version of the metrics in line with on-costs differentials using the NHS Accounts.

9. The workforce numbers are taken from published data which represents a snapshot as at 30th September for each specific year. It must be noted that the profile of 
workforce growth during each year may affect the average earnings and paybill per FTE. We are investigating how we can adjust for this in the future.

 
 
 



  

ANNEX B 
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ANNEX D 
 

DISTRIBUTION OF AGENDA FOR CHANGE STAFF ACROSS PAY BANDS 
 

Table 1: Proportion of FTEs by pay band by staff group (Sept 2009) 
 

%
ualified nursing 0.0% 0.1% 0.2% 0.2% 45.8% 31.0% 17.7% 3.5% 1.1% 0.3% 0.1% 0.0% 100 %
nqualified nursing, HCA and support 15.6% 46.9% 31.2% 5.4% 0.6% 0.2% 0.1% 0.0% 0.0% 0.0% 0.0% 0.0% 100.0%
T&Ts 0.2% 8.0% 8.6% 7.4% 16.3% 25.7% 20.0% 7.6% 3.4% 1.6% 1.0% 0.2% 100.0%

11.6% 8.7% 4.9% 1.5% 0.6% 0.2% 0.1% 0.0% 100.0%
Mainten  & works 4.3% 16.1% 15.4% 39.6% 13.2% 5.4% 4.5% 0.9% 0.5% 0.0% 0.0% 0.0% 100.0%
Ambulance 0.0% 1.3% 20.1% 19.3% 42.0% 13.3% 3.2% 0.4% 0.3% 0.1% 0.0% 0.0% 100.0%
Managers 0.0% 0.0% 0.2% 0.7% 2.1% 9.4% 21.3% 23.5% 19.3% 13.5% 7.8% 2.2% 100.0%

Band:
1 2 3 4 5 6 7 8a 8b 8c 8d 9 Total

All AfC Staff Groups 3.4% 16.1% 13.9% 9.5% 21.5% 17.1% 11.3% 3.8% 1.9% 1.0% 0.5% 0.1% 100.0
.0Q

U
S
Admin & Clerical 0.8% 21.7% 23.3% 26.7%

ance

 
 
Table 2 Number of FTEs by pay band by staff group (Sept 2009) 
 

aff Groups 31,384    148,849    128,576  88,209  205,379  163,929  108,058    36,644  18,536  9,861  5,326  1,370  946,122  
Qualifie rsing 3             207           542           679         140,461    95,142      54,362      10,753    3,393      1,057    249       38         306,887    
Unqualifi  nursing, HCA and support 29,074    87,682      58,190      10,089    1,160        407           139           29           8             6           1           1           186,786    
ST&Ts 265         13,193      14,178      12,204    26,753      42,280      32,918      12,480    5,593      2,699    1,620    381       164,563    
Admin & lerical 1,586      45,746      49,049      56,125    24,443      18,269      10,340      3,211      1,223      348       144       17         210,501    
Maintenance & works 450         1,671        1,604        4,115      1,375        565           473           92           48           5           2           1           10,401      
Ambulance 5             329           4,929        4,719      10,276      3,250        773           96           82           14         2           -       24,475      
Managers 2             20            85           278       912         4,015      9,053        9,984    8,189    5,732  3,308  931     42,509    
Note: Excludes paybill metric staff group 'others' as they are not identified in the ESR extract. This excludes 311 FTEs and 364 Headcount. Bank staff are also excluded.

: 

Band:
1 2 3 4 5 6 7 8a 8b 8c 8d 9 Total

All AfC St
d nu
ed

C
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portion of headcount by pay band by staff gro
 

Total

All AfC Staff Groups 4.3% 17.3% 14.0% 20.6% 17.0% 10.9% 3.5% 1.7% 0.9% 0.5% 0.1% 00.0%
Qualified nursing 0.0% 0.1% 0.2% 45.8% 32.1% 17.1% 3.2% 1.0% 0.3% 0.1% 0.0% 00.0%
Unqualified nursing, HCA and support 18.8% 46.0% 29.2% 0.6% 0.2% 0.1% 0.0% 0.0% 0.0% 0.0% 0.0% 00.0%
ST&Ts 0.1% 8.7% 9.0% 15.0% 25.6% 20.6% 7.6% 3.4% 1.6% 0.9% 0.2% 00.0%
Admin & Clerical 0.9% 25.1% 24.0% 2 10.4% 7.8% 4.4% 1.3% 0.5% 0.1% 0.1% 0.0% 00.0%
Maintenance & works 6.7% 16.3% 15.0% 3 12.7% 5.3% 4.4% 0.9% 0.4% 0.0% 0.0% 0.0% 00.0%
Ambulance 0.0% 1.4% 20.9% 1 41.6% 13.0% 3.1% 0.4% 0.3% 0.1% 0.0% 0.0% 00.0%
Managers 0.0% 0.1% 0.2% 2.2% 9.5% 21.6% 23.6% 19.1% 13.3% 7.6% 2.2% 00.0%

Band:

up (Sept 2009) 

1 2 3 4 5 6 7 8a 8b 8c 8d 9

1
1
1
1
1
1
1
1

9.1%
0.2%
5.2%
7.3%
5.4%
8.2%
9.3%
0.7%  

 
 
Table 4: Headcount number by pay band by staff group (Sept 20

 

4 5 6 7 8a 8b 8c d 9 Total

All AfC Staff Groups 46,945    188,322  152,  99,699   231,174  190,952  122,182  40,198  19,959  10, 62  1,438 1,109,774  
Qualified nursing 3             249                      781          161,836    113,416    60,455      11,314    3,505      1,     25      41    353,570       
Unqualified nursing, HCA and support 43,691    106,595    67      11,974     1,307        460           159           31           9                              1      231,874       
ST&Ts 283         16,739      17      14,163     28,955      49,479      39,763      14,792    6,507      3,     1,80   412  193,381       
Admin & Clerical 2,226      62,550      60      63,319     26,021      19,443      10,895      3,345      1,262              15      18    249,623       
Maintenance & works 732         1,794        1,        4,200       1,392        583           483           95           48                            1      10,981         
Ambulance 6             367           5,363        4,951       10,682      3,328        791           98           82           15                    -  25,684         
Managers 3            28           104         312        980         4,243       9,636      10,522  8,546    5,920   3,40  965 44,661        
Note: Excludes paybill metric staff group 'others' as they are not identified in the ESR extract. This excludes 311 FTEs and 364 Headcount. Bank staff are also excluded.

Band:

3   
3      
1      
7      
5      
2      
2      
2     

8

573 5,
086  

7     
172  
368  

5     

  

 

Table 3: Pro
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,309
,022
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ANNEX E 
 
USE OF GENERAL AND LONG TERM RRP BY STAFF GROUP AND AFC 
BAND 
 
Table 1: % FTEs receiving a General RRP by staff group 
 

Staff Group June 2009 June 2010
Add Prof Scientific and Technic 0.36% 0.29%
Additional Clinical Services 0.15% 0.11%
Administrative and Clerical 0.14% 0.16%
Allied Health Professionals 0.48% 0.43%
Estates and Ancillary 0.21% 0.21%
Healthcare Scientists 0.47% 0.60%
Nursing and Midwifery Registered 0.39% 0.38%
Students 0.06% 0.12%
No Staff Group specified 0.00% 0.00%
Total 0.27% 0.26%  
 

Chart 1. Distribution of total workforce against
 General RRPs received by staff group as at June 2010
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Table 2: % FTEs receiving a General RRP by AfC Band 
 

AfC  B and June 2009 June 2010
Band 1 0.00% 0.00%
Band 2 0.05% 0.04%
Band 3 0.20% 0.18%
Band 4 0.17% 0.17%
Band 5 0.32% 0.31%
Band 6 0.42% 0.43%
Band 7 0.37% 0.35%
Band 8a 0.40% 0.37%
Band 8b 0.25% 0.22%
Band 8c 0.32% 0.30%
Band 8d 0.36% 0.29%
Band 9 0.47% 0.97%
N o Band specified 0.63% 0.73%
Total 0.27% 0.26%  
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Chart 2. Distribution of total workforce against General RRPs received by 
AfC Band as at June 2010
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Table 3: % FTEs receiving a Long Term RRP by staff group 
 
Staff Group June 2009 June 2010
Add Prof Scientific and Technic 3.9% 3.9%
Additional Clinical Services 1.8% 1.8%
Administrative and Clerical 0.9% 0.9%
Allied Health Professionals 8.5% 7.9%
Estates and Ancillary 7.3% 7.2%
Healthcare Scientists 0.8% 0.7%
Nursing and Midwifery Registered 11.9% 11.2%
Students 1.8% 1.7%
No Staff Group specified 3.6% 3.9%
Total 5.8% 5.4%  
 

Chart 3. Distribution of total workforce against
 Long Term RRPs received by staff group as at June 2010
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Table 4: % FTEs receiving a Long Term RRP by AfC Band 
 
AfC Band June 2009 June 2010
Band 1 0.2% 0.2%

nd 2 0.4% 0Ba .4%
and 3 2.2% 2.1%

Ba
Ba
Ba 5.6% 5.3%

and 8b 3.6% 3.6%

Ba
Ba

o

B
Band 4 5.2% 4.9%
Band 5 9.0% 8.3%

nd 6 9.4% 8.8%
nd 7 9.7% 9.2%
nd 8a

B
Band 8c 2.5% 2.5%

nd 8d 1.8% 2.0%
nd 9 3.4% 3.5%
 Band specified 0.3% 0.4%N

Total 5.8% 5.4%  
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Chart 5: Distribution of total workforce against All RRPs received by 
staff group as at June 2010
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Chart 6: Distribution of total workforce against All RRPs received by 
AfC Band as at June 2010
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Use of General and Long Term RRPs by region 
 
Table 1: % staff FTEs receiving a General RRP by SHA region 
 

Standard 
SHA that hav
outside the

SHA June 2009 June 2010

Trust %s within 
each SHA (June 
2010)

standard deviatio
above the SHA a
(June 2010)

North East 0.06% 0.06% 0.1%
North West 0.02% 0.04% 0.1%
Yorkshire and the Humber

deviation of the 

% of Trusts within each 
e %s 

 normal range 
(i.e. more than 3 

ns 
verage) 

4.0%
4.7%

0.06% 0.08% 0.1% 0.0%
4.3%
4.4%
2.4%
2.7%
7.1%

1.20% 1.03% 3.7% 4.0%
outh West 0.26% 0.24% 1.3% 4.9%

8.3%

East Midlands 1.13% 1.11% 3.5%
West Midlands 0.07% 0.06% 0.2%
East of England 0.17% 0.19% 0.5%
London 0.11% 0.16% 0.4%
South East Coast 0.21% 0.20% 0.4%
South Central
S
Special Health Authorities 0.81% 0.60% 3.3%
Total 0.27% 0.26%  
 
Table 2: % staff FTEs receiving a Long Term RRP by SHA region 

SHA June 2009 June 2010 (June 2010) average) (June 2010
North East 1.2% 1.2% 1.5%
North West 1.1% 1.0% 1.6%

Standard deviation 
of the Trust %s 
within each SHA 

% of Trusts within ea
SHA that have %s ou
the normal range (i.e
more than 3 standar
de

ch 
tside 
. 
d 

viations above the SHA 
)
4.0%
4.7%
0.0%
0.0%

1.4% 2.4% 2.2%
0.0%
4.1%
0.0%
0.0%
0.0%
0.0%

5.8

Yorkshire and the Humber 0.7% 0.7% 0.6%
East Midlands 4.1% 3.8% 9.2%
West Midlands 1.4%
East of England 12.0% 10.7% 11.1%
London 2.7% 2.6% 4.5%
South East Coast 18.9% 18.0% 14.5%
South Central 15.7% 14.7% 13.3%
South West 11.2% 11.2% 16.1%
Special Health Authorities 5.5% 5.4% 4.4%
Total % 5.4%  
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Supplementary note investigating the proportion of eligible Agenda for Cha
receiving a Long Term Recruitment & Retention Premium 
 

nge staff 

1. It was found that 5.4% of all Agenda for Change staff were recorded on ESR as 

5 
es of post that are eligible

receiving a Long Term RRP in June 2010.  
 
2. Table 20 of the Agenda for Change Terms & Conditions of Service Handbook lists 1

different typ  for this type of payment based on prima facie 
ment 

 

 

 

ely 

or an RRP from similar 
 

• Problems obtaining the correct qualification of staff. E.g. there is currently no 
qualified staff, new entrants and team 

leaders; we would have to do further exploratory work to deduce the level of 

 (be it occupation 
bers 

t dependent on the methodology.  

6. eiving a National RRP varied across each 
e 

Crafts persons and Technicians, Estates/Works Officers and Chaplains. 
Biomedical scientists had a significantly lower proportion at 0.4%. These results will 
be subject to the isolation problems described above, 

 
7. The overall proportion of RRPs received by the ‘eligible’ subset appears low when 

compared to the proportion of all non-medical staff receiving a Long Term RRP. 

evidence from work on the job evaluation scheme and consultation with manage
and staff representatives. 

 
3. The following work investigates whether that 5.4% aligns with the proportion of staff 

receiving the National RRP who are eligible for it; and sets out to understand how this
is distributed across the different types of post. 

 
4. It was decided that the best method of identifying the different types of post in ESR

was by occupation code, given this is how staff are classified by the Information 
Centre in the Census publication. The NHS Occupation Code Manual v.8.1 created by
the IC was used to reconcile each of the 12 different types of post with the most 
appropriate occupation codes. 

 
Conclusions and Issues 
 
5. 3.9% of all staff eligible for a RRP received this payment in June 2010. This is lik

to be an underestimate of the actual proportion receiving an RRP due to: 
• Difficulties in isolating those specific posts eligible f

occupations. The occupation codes can cover more than one group of staff (a
list of the posts included within each occupation code are indicated in the 
‘Results’ section); 

differential occupation code for some 

staff i.e. by AfC band; 
• Data issues. The method of identification of staff in ESR

code, staff group, job role or area of work) leads to variations in the num
in each pos

 
The overall percentage of eligible staff rec
of the types of post. The table below details the proportion of RRPs received. Th
types of post receiving significantly higher proportions of RRP were Qualified 
Maintenance 
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However, nurses were not included in this analysis, and they (along with midwives) 
accounted for approximately 32% of the total workforce in June 2010 with 11.2% of 
staff receiving a RRP. This, coupled with the difficulty in excluding inappropriate 
pos count for the differences.  

 

portion of staff receiving a General RRP has 

 
 

ts from the analysis, is likely to ac

Results 
 
8. The table below shows the percentage of staff receiving a Long Term RRP against 

each type of post for June 2010. The pro
also been included to indicate whether this has been used as a payment instead of a 
Long Term RRP; however this does not appear to be the case. 

Eligi ypes of post Occupation codes used in ESR
1

ble t

receiving a 
Long Term 
RRP

% of staff 
receiving a 
General RRP

Chaplains S1X, S9X 16.6% 0.7%
0.1%
1.4%
0.1%
0.5%
0.2%

0.4% 0.5%
1.9% 0.5%

ified 41.9% 0.9%
ified 1.6% 0.6%

0.3%
0.5%

% of staff 

Clinical Coding Officers1 G2A, G2B 0.9%
Cyto-screeners T5B, T5U 6.1%
Dental Nurses, Technicans, Therapists and Hygienists S1R, S4R, S7R, S8R, S9R 1.0%
Estates/Work Officers1 G0B, G1B, G2B, G3B 23.2%
Financial Accountants, Invoice Clerks and Payroll Team Leaders1 G0A, G1A, G2A 0.9%
Biomedical Scientists T2A-T2F, T2U, T3A-T3F, T3U
Pharmacists SAP, S0P, S2P, S4P, S5P, S8P, S9P
Qual  Maintenance Craftspersons & Technicians1 G3B
Qual Medical Technical Officers T4A-T4H, T4J-T4N, T4P-T4U
Qualified Midwives (new entrants)3 N2C 11.0%
Qualified Perfusionists T6H, T6U 11.9%
Total (of all eligible job roles) 3.9% 0.3% 
 
Notes:
1.The occupation codes used as identifiers for these types of post cover a broad range of occupations i.e. Accountan

3.This group will include Midwives who are not new entrants.
staff (Central Functions) is used as an identifier for Clinical Coding Officers and Finance staff.

 
*Note that the results in the above table are not directly comparable to those in Annex 
as different methodologies of identifying staff typ

ts, Invoice 
Clerks and Payroll Team Leaders have been mapped to Admin and Estates Central Functions but they will only be a subset of 

ou  a result of this. 
 a co tion codes used i.e. G2A which relates to Admin & Clerical 

 

D 
e have been used in ESR. 

this gr p. The results for these types of post may be distorted as
2.As nsequence of point 1, there is overlap between the occupa
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 ANNEX F 
 

m provides employers with local flexibility to pay 

ment and retention premium is an addition to the pay of an individual post 
r 

fro in staff in sufficient numbers for the posts concerned 

Service Handbook)  

etention Premia (RRP) has 
already been approved for organisations in Scotland 1, Wales 2 and Northern Ireland3.  

hat you have difficulty recruiting to.  

Local premia may help to address difficulties in recruiting to posts which are particularly 
influenced by local 

LOCAL RECRUITMENT AND RETENTION PREMIA: TOP TEN TIPS FOR 
NHS ORGANISATIONS  
 
The Agenda for Change pay syste
recruitment or retention supplements in response to local labour market pressures.  
 
“ A recruit
or group of posts where local market pressures would otherwise prevent the employe

m being able to recruit or reta
at the normal salary for the job of that weight. (Paragraph 5.1 of the Conditions of 

 
Guidance on applying for and paying local Recruitment and R

In England the London NHS Partnership has developed Pan-London guidance with the 
aim of ensuring a consistent and collaborative approach to the payment and review of 
local RRP’s.  
 
These are the top ten issues which employers in collaboration with local staff side should 
be considering.  
 
1.  Consider the types of posts t

labour market pressures. These tend to be jobs for which there is also 
considerable demand outside of the NHS and the wider health sector. Examples of these 
could be jobs in IT, finance, HR, administration, estates and pharmacy.  

Local premia may enable the NHS to better compete with employers outside of the NHS 
for staff when individuals get better levels of pay outside of the NHS in their locality.  

The use of local premia will not necessarily be effective where there is a shortage in 
supply of a particular profession of skill.  

Ensure that there is information available on the current and future supply of a particular 
profession prior to making a decision to award a local premia. It will be important to 
ascertain whether such premia should be awarded on a short term basis where the 
requirement for RRP is expected to reduce in the forseeable future or on a long-term 
basis where the need for such a payment is not expected to reduce significantly in the 
foreseeable future.  
 
2.  Know your local labour market  

 
Local employers are best able to assess the local labour markets in which they operate, 
e.g. whether there are local skills shortages, the extent of external competition, what other 
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employers are paying for comparative jobs, whether new employers have been
established in the locality as well as housing and travel costs which can impact on 
recruitment.  

Information should be collected about pay and conditions offered by other employers in 
lude monitoring Information from local press recruitment 

lso advertising 
similar posts?  

Spe s and access the labour market intelligence that is 

be used to support funding of local RRPs. The staff index of the “Market Forces Factor” 

tions, is based on variation in wages in the private sector. The MFF takes into 

a whole. The staff index is the largest part of the MFF, 
rket 

 

the area. This may inc
advertisements or from the job centre. Which other local employers are a

ak to other NHS organisation
available from a number of sources including Strategic Health Authorities.  

Funding is available in local PCT budgets to reflect local labour market forces and could 

(MFF), an index of the relative differences in unavoidable costs faced by NHS 
organisa
account the direct costs of employing staff as well as additional expenditure associated 
with higher than average turnover and vacancies in areas where NHS pay rates are below 
the going rate for the area as 
making up 67% of it. Full details about the MFF can be found in PbR and the Ma
Forces Factor on the Department of Health website.  

3.  Advertise all new vacancies with NHS Jobs  

NHS Jobs attracts more visits than any other recruitment web site. Vacancies can be 

ewly 

 may include:-  

 

ation),  

advertised in real time thus eliminating any unnecessary delay.  

NHS Jobs also has a facility which enables newly qualified healthcare professionals to 
post their profiles. This enables recruiting organisations to be aware of the pool of n
qualified professionals that are seeking work within the NHS.  

4.  Consider why recruitment is difficult.  

Issues to consider
• The number and quality of the applications that were received.  
• Checking relevant national vacancy data to ascertain whether this is a local or 

national problem  
• The extent to which the level of pay is the problem and, if applicable, what other

sectors are paying for an equivalent post  
• Are there any non-pay improvements which could be made to the employment 

package (e.g. training opportunities, childcare, non-cash benefits, support with 
reloc
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• Are there any planned increases in the supply of staff within the profession that will 

 to whether a pay 

upport, 
een 

l, 
  

rship with local trade unions representatives  

 
ed 

r should consult in partnership 
he pay supplement. 

re 

l 
s 

nd reviewing any premium. The 
ions 

 RRP’s.  

d 

ll related 
rative 
ld 

negate the need for a longer term solution.  

5  Consider retention difficulties  

Where retention of staff is proving difficult consideration may be given
premium would improve the situation.  
• Is there any evidence of the reason why staff are leaving e.g. from exit interviews, 

staff surveys or other feedback sources  
• Is there evidence to indicate that pay is a major factor or can retention problems be 

addressed by other means e.g. ensuring non-pay benefits such as childcare s
training and development, improved job design and flexible working have b
developed within your organisation.  

• Is this a national or local problem? Are turnover/wastage rates consistent with loca
regional or national trends?

6.  Work in partne

It is important to discuss with local staff side representatives about how to address local
recruitment or retention problems. If it is agreed that the local problem can be address
most effectively through a pay supplement, the employe
with local staff side representatives about the appropriate level to set t
A decision should also be made on whether short term or long term supplements a
likely to be needed and what the agreed process will be for reviewing these.  

7.  Consult with Local NHS Organisations and the Strategic HA  

Where it has been decided that a local RRP be introduced, it is necessary to talk to loca
NHS employers perhaps via local HRD networks, the Strategic Health Authority, trade
unions and other stakeholders, before implementing a
aim should be to avoid wasteful competition between neighbouring NHS organisat
and to take a collaboration and consultative approach to the payment of local

8.  Remember Equal Pay considerations  

To be consistent with equal pay for equal value, it is essential that any decision to awar
a local RRP needs to be objectively justified. This means that local employers need 
evidence to support the case that paying a premium at the agreed level is necessary to 
address local recruitment or retention problems.  

It is essential that organisations ensure that a consistent policy for the payment and 
review of RRPs is agreed and adhered to across the organisation and that a
policy has been subjected to the appropriate equality impact assessment. It is impe
that all records of such payments and the evidence to formally approve them are he
centrally. 
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9.  Review Annually  

Once RRPs are awarded irrespective of whether they have been deemed short term o
long term, they should be reviewed annually to ensure that the RRP continues to b
needed. T

r 
e 

his should be done in partnership with the relevant service/department heads 
nd trade union representatives.  

nisations should put in place a formal monitoring process to 
scertain:  

• 

10.

Should local labour market conditions change or where an individual moves to a different 
n RRP, their entitlement to the additional payment should end. 

hort-term premia should be reduced or withdrawn as soon as possible consistent with 
d 

or w
red

a

To support this review orga
a
• whether the additional payments have allowed the NHS organisation to reduce its 

vacancy rates and turnover;  
the likely impact on vacancies of removing or reducing a recruitment and retention 
premium;  

• Any changes in local labour market circumstances such as supply and demand  
The impact of any service redesign or skill mix reviews  • 

 Change or adjust when recruitment or retention premia is no longer applicable  

post that does not attract a
S
the protection period in Section 5 of the Handbook. Long-term premia should be adjuste

ithdrawn for anyone offered a qualifying post after the decision to withdraw or 
uce the premium has been made. 
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ANNEX G 
 

EX

Recommen
re classified into three categories. These are to: 

aisal 

• 
s. 
tice 

The  
bel

and

 and 
PD ent.  

2  E

3. U  
app ivalent 

asp ored/adapted 

 E e 

can

a d

6. S to all trust chief 

usin
to i nts eg through specific question in National Staff 
Survey 

ECUTIVE SUMMARY OF THE REVIEW OF THE KSF     

dations  
Our recommendations a

• Clarify the strategy, policy direction and principles of the KSF and related appr
and development processes. 
Simplify the design and streamline the KSF components, paperwork and process, 
while also supporting greater flexibility and adaptation to suit local circumstance

• Increase and improve support to deliver the principles of KSF into operating prac
at the local level. 
 specific changes recommended under each heading are described in the Figure

ow.  

I. Strategy: Clarify the policy direction and principles of the KSF and related appraisal 
 development processes. 

1. Either define and promote a new integrated appraisal and development model 
approach, that can be tailored and adapted locally; or clearly specify how the KSF

R/P ideally should link in with other aspects of performance managem

. nsure in either case a new ‘front end’ of trust and personal objectives on the KSF 
process. 

pdate the KSF principles and specify that all AfC staff should have a two-way
raisal discussion and PDR/PDP at least once per annum, and KSF or an equ

competency framework needs to be an integral component. Clarify the common 
ects of the national framework and those which can/should be tail

locally. 

ither remove the direct link between KSF and pay, or make it only operate at th4.
second gateway point. Produce more specific guidance on when and how increments 

 be withheld. 

5. Conduct work nationally to facilitate links at the local level between use of KSF 
n  other CPD, revalidation and training frameworks and initiatives.   

trengthen accountability. Senior national NHS figure to write 
executives to reinforce need for all managers and staff to have appraisal and PDR/P 

g KSF or similar quality framework, and establish this as a KPI for trusts. Work 
mprove monitoring arrangeme

II
w

 Design: simplify and streamline the KSF components, paperwork and process, 
hi

1  M
dim whether and how 
some type of quality approval process for alternative competency frameworks might 

le also supporting greater flexibility and adaptation to suit local circumstances. 

. ake explicit that the specific dimensions are optional and decide if the core 
ensions are to be compulsory or voluntary. If voluntary, decide 
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operate. Focus on the core dimensions moving forward.  

eview and refresh the core dimensions. In particula2. r consider the need to 
incorporate more behavioural language/criteria and possibly re-brand them as 

petencies; whether a leadership/management dimension should be in

 R

m

3. Consider moving from levels and pler 

p
evi

nat
Lon
KS

orking party to update/improve/streamline the KSF/PDR/P 

 
des  
em

co cluded; and 
whether the equality and diversity dimension differentiates adequately. 

 detailed examples of each dimension to a sim
indicators/contra indicators format. Move away from detailed examples of application 
in ost outlines and in PDRs, relaxing the requirement for each example to be 

denced in favour of a broader, all round assessment of competence/contribution. 

4. Design a compressed/shorter, summary post outline format. Develop model 
ional band outlines and suggested post outlines for the most numerous jobs. 
ger-term, consider the integration of job profiles for evaluation purposes and the 

F post outlines. 

5. Form a small national w
paperwork as a whole. 

6. Make explicit that flexibility from year to year and between different types of job is
irable within the national KSF framework, rather than not permitted. In particular
phasise the need for quality two-way conversations. 

7. Develop a team- based adaptation of the KSF and PDR/P process. 

III 
ope

can

can

- bo

- st

3. C
Tar isal/KSF. 

eg 

4. D
10 c. 

d v
progress reports and guidance in newsletters, etc. Develop and provide model 

6. R  

Operation: Increase and improve support to deliver the principles of KSF into 
rating practice at the local level. 

1. Produce national training packages for KSF/appraisal for managers and staff that 
 be used/adapted locally.  

2. Produce a series of communication and operating guides to the KSF process which 
 be used/adapted locally, targeted specifically at: 

ards and chief executives (why it is important, how to achieve high coverage) 

- reviewing managers (route map through the process, do’s and don’ts, tips) 

aff (how to use it to best personal advantage). 

ontinue with improvements to the functionality and flexibility of the e-KSF. 
get marketing of it to trusts that are already improving coverage of appra

Consider the development of a range of alternative and simpler administration options 
using existing HRIS, spreadsheet packages etc. 

evelop and promote national operating best practice guidelines eg no more than 
staff reviewed by any one manager, reviewing managers have to be trained, et

5. Establish a re-launch communications campaign with national material 
e elopment but emphasis on regional and local delivery. Follow up with regular 

communications packs for managers and staff to use on appraisal/KSF. 

efresh the structure and resourcing of KSF support and decision making. Create
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sma
cov process. Attempt to increase resources at 

reg
squ

ller, more focused implementation teams with clear targets for increasing 
erage and quality of the KSF/appraisal 

the local level and encourage and promote web-based, self-help networks. Promote 
ional ‘buddying’ of high and low coverage trusts and creation of regional ‘hit 
ads’. 

 
The Executive Summary 

Institute for Employment Studies has undertaken an independent review of the NHS 
Knowledge and Skills Framework, the personal development and progressi
of the Agenda for Change pay reforms. The study was undertaken on beh

 
• 

on strand 
alf of the 

Exe
• The im he KSF and to make 

rec
• The work has been guided by a Project Management Group and has involved 

stakeholder interviews, an extensive literature review, a series of case study visits and 

Sta

 

• 
n a more flexible manner. A minority argued for 

the
• Oth  o 

hig   
• The KS iority, 

there w raisal and 
development processes and was supported by effective training. 

 

 

 
esses can have a major positive impact on service outcomes. But a 

mon changes made externally include: incorporating organisation and personal 
performance goals; simplifying the core process and competency frameworks; 
focusing on development rather than pay outcomes (competency-related pay 

cutive of the NHS Staff Council in the second half of 2009. 
 a s have been to identify barriers to the implementation of t

ommendations to support more widespread and effective use. 

a wider practice survey. 

keholder Interviews 
 
• There was near unanimous support expressed for the principles of the KSF and the 

view that the current inconsistent application was unacceptable. However, there were
widely differing opinions on the changes required. 
The majority felt that the KSF was an over-engineered and complex process which 
needs to be simplified and operated i

 KSF’s removal. 
ers believed that the KSF had largely suffered from poor implementation and s
her prioritisation, improved guidance and training support were necessary.

F was felt to have worked well where senior management made it a pr
as an appraisal culture, it was well integrated with other app

Literature Review 
 
• Earlier studies have highlighted that the KSF is key to delivering on the objectives of

AfC.  But, they also found implementation hampered by the complexity of the 
process, low prioritisation and weak management skills. The volume of criticism of
the process has grown. 

• There is powerful research evidence in the NHS and externally that staff development
and appraisal proc
significant number of large employers, from all sectors, are similarly frustrated with 
these processes for being complex and resource-intensive. 

• Com
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progression is still not common); involving and supporting line managers and 
employees; and allowing for local flexibility. 

ink to 
th job profiles for job evaluation purposes and 

ed using national data on the incidence of appraisal and PDRs, with the first six 

positioned as an integral part of a wider performance appraisal process in 

ment and HR 

k”, with less attention to 

troducing simplified appraisal and 

he 
e, but they do not want it to be withdrawn. 

• The KSF is unusual in that there is no personal objective setting component or l
wider goals. The use in the NHS of bo
KSF post outlines for development processes is also uncommon. 

Case Study Findings 
 
• Case research was carried out in 11 trusts from around the country. They were 

select
having high rates of coverage, and the second five relatively low rates.  

• The experiences and advice from the first phase trusts centred on “the universal 
basics” of good appraisal and development practice, pursued consistently and 
persistently. They all found KSF initially challenging, but senior management 
example-setting and regular monitoring helped to ensured widespread 
implementation. 

• KSF was 
these trusts, closely tied to personal and departmental and trust goals, helping to give 
direction and meaning to the KSF. 

• The KSF was also generally linked effectively to other develop
processes, such as professional competency frameworks and NVQs. 

• They had also practiced a partnership and two-way approach to the process, with 
extensive communications and staff involvement and training. 

• The approach to implementation and operation was described as “practical, 
pragmatic”, with simple, clear route maps provided. Most had simplified and 
standardised post outlines and concentrated on the core KSF dimensions.  

• A number had introduced variations to the national process to suit managers and more 
junior staff. Some had also developed their own operating rules. 

• The second phase trusts had often faced difficult financial and operating 
circumstances, but some had historically had high rates of appraisal coverage. 

• Most had attempted KSF implementation “by the boo
simplification and prioritisation. The complexity of the KSF and unclear relationship 
to appraisal had reinforced management scepticism of these types of process. 

• Often in conjunction with new leadership, the majority of the second phase trusts 
were already planning or making changes, in
development processes to support the trust vision and goals.  

• In doing so they had at best adapted the KSF and used it in an optional, supporting 
role, in some cases moved away from it altogether, devising alternatives they believe 
are more relevant and useful. 

Survey Findings 
 
• An internet survey was carried out to secure the views of a wider range of 

stakeholders and trusts. 330 respondents took part. More than two-thirds believed t
KSF requires chang
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• The poor quality of appraisals, PDRs and PDPs was seen as at least as important an
issue as the levels of overall coverage of the KSF.  

• Only 36% of respondents felt KSF was well integrat

 

ed with appraisal, and 87% felt 
t. 

eak. The 

al dimensions. Obtaining stronger senior manager commitment 

oving it. Stronger links to CPD and 
ees 

tual practice remains unacceptably wide. 

cover 

w. 
ports the core principles of KSF – 

 

 studies, and in this 
study we encountered plenty of examples of mangers we interviewed and staff we 

who had realised the benefits of using the KSF and were strongly committed 
s. But there needs to be far more of them enabled to do so. 

tmoded an implementation strategy 
ailed and relatively 

 increasing number of trusts are modifying, or 
 this trend will undoubtedly 

•  management 
and operating processes and cultures in the NHS has led to it’s, at best, patchy 

that it was not well integrated with other training and developmen
• Communication and employee understanding of the KSF was felt to be w

complexity of design and operation was by far the largest perceived barrier to 
implementing the KSF. 

• Desired changes were most commonly about simplifying the KSF, for example by 
removing the addition
was also seen as important, with greater ‘consequences’ for failure. 

• The KSF’s link to pay was not felt to operate in practice. More respondents wanted to 
see a strengthening of this link, rather than rem
revalidation processes were also regarded as key, along with training of employ
and reviewing managers. 

Conclusions on the KSF 
 
• This study has confirmed and extended the findings from earlier investigations to 

demonstrate that, five years after the principles of the KSF were set out, the gap 
between the intended policy and the ac

• In at least one-third of trusts key aspects of the KSF and appraisal processes are 
simply not happening at all, and the rate of expansion in coverage has been slow in 
recent years. Even where these processes operate, our survey found that they 
more than 75% of staff in only one in three organisations. 

• We also found commonly expressed concerns with the quality of the process. A 
quarter of those surveyed rated the quality of PDRs and PDPs in their trusts as lo

• Given that almost everyone consulted sup
essentially, to support service development by investing in the development of all
employees – then change is essential, in order to better achieve these intentions and 
overcome the current barriers. 

• The service and performance benefits of operating appraisal and development 
processes in healthcare settings are strongly evident from research

spoke to 
to the proces

 Changes to the KSF and its use are also essential to reflect changes in the NHS since 
2004, particularly the devolvement of authority to the local level and the growth of 

•

Foundation Trusts. This in our view renders as ou
based on securing compliance with a totally uniform, det
inflexible, NHS-wide KSF model. 

• Our case research clearly shows that an
even abandoning the KSF. Without changes, then
intensify. 
The juxtaposition of the sophisticated KSF system and the reality of the
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implementation. The operational challenges at the individual trust level have to be 
addressed by this review’s outcomes.  
It is also in the a• rea of policy objectives and intentions that we see some of the most 

to 

 

SF has in recent years has been akin to trying to move the whole ‘horse’ of 

ramework. In future, a more effective approach may be to: 

o commit in principle to every NHS employee having an at least annual 
appraisal meeting and a personal development plan; and  

o develop a national model for a fully integrated performance appraisal and 
development process (with KSF embedded in it). 

 
2. Is the KSF primarily a developmental or a pay-related process? We would support 

making the KSF unequivocally a support system for staff development. If any pay 
link is retained then this should only occur at the second gateway. 

3.   Is the KSF to be implemented as “tablets of stone” or used flexibly “as a supporting 
framework”? We believe that KSF needs to become the latter, for people to use and 
adapt because it is useful and saves them time and effort, rather than because they 
feel that they are forced to. Trusts should in future adhere to and be able to ‘buy in’ to 
the approach at a number of levels: 

o at a minimum to adhere to the core principles of the KSF; 
o optionally to use an improved KSF process, or to use an alternative which 

meets certain common standards. National frameworks could also be 
developed to address necessary differences in practice efficiently, for 
example, how the KSF could be applied in a team context. 

Recommendations 
Our recommendations are classified into three categories. These are to: 

• Clarify the strategy, policy direction and principles of the KSF and related appraisal 
and development processes. 

• Simplify the design and streamline the KSF components, paperwork and process, 
while also supporting greater flexibility and adaptation to suit local circumstances. 

• Increase and improve support to deliver the principles of KSF into operating practice 
at the local level. 

 
The specific changes recommended under each heading are described in the Figure 
below.  

important barriers to KSF implementation. We identify three key policy questions 
address. 

1.  How does the KSF relate to wider performance appraisal/management and should it 
form a part of one integrated process? It could be argued that all of the central effort 
behind K
performance management forward by just pulling one of its legs, the KSF 
competency f
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Figure: Recommended Changes and Actions 

I. Strategy
appraisal and development processes. 

: Clarify the policy direction and principles of the KSF and related 

1. Either define and promote a new integrated appraisal and development model 
approach, that can be tailored and adapted locally; or clearly specify how the KSF and 
PDR/P ideally should link in with other aspects of performance management.  

2. Ensure in either case a new ‘front end’ of trust and personal objectives on the KSF 
process. 

3. Update the KSF principles and specify that all AfC staff should have a two-way 
appraisal discussion and PDR/PDP at least once per annum, and KSF or an equivalent 
competency framework needs to be an integral component. Clarify the common aspects 
of the national framework and those which can/should be tailored/adapted locally. 

4. Either remove the direct link between KSF and pay, or make it only operate at the 
second gateway point. Produce more specific guidance on when and how increments can 
be withheld. 

5. Conduct work nationally to facilitate links at the local level between use of KSF and 
other CPD, revalidation and training frameworks and initiatives.   

6. Strengthen accountability. Senior national NHS figure to write to all trust chief 
executives to reinforce need for all managers and staff to have appraisal and PDR/P using 
KSF or similar quality framework, and establish this as a KPI for trusts. Work to improve 
monitoring arrangements eg through specific question in National Staff Survey 

II  simplify and streamline the KSF components, paperwork and process, 
while also supporting greater flexibility and adaptation to suit local circumstances. 

1. Make explicit that the specific dimensions are optional and decide if the core 
dim untary. If voluntary, decide whether and how 
som  quality approval process for alternative competency frameworks might 
operate. Focus on the core dimensions moving forward.  

2. Review and refresh the core dimensions. In particular consider the need to incorporate 
more behavioural language/criteria and possibly re-brand them as competencies; whether 
a leadership/management dimension should be included; and whether the equality and 
diversity dimension differentiates adequately. 

3. Consider moving from levels and detailed examples of each dimension to a simpler 
indicators/contra indicators format. Move away from detailed examples of application in 
post outlines and in PDRs, relaxing the requirement for each example to be evidenced in 
favour of a broader, all round assessment of competence/contribution. 

4. Design a compressed/shorter, summary post outline format. Develop model national 
band outlines and suggested post outlines for the most numerous jobs. Longer-term, 
consider the integration of job profiles for evaluation purposes and the KSF post outlines. 

5. Form a small national working party to update/improve/streamline the KSF/PDR/P 
paperwork as a whole. 

Design:

ensions are to be compulsory or vol
e type of
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6. Make explicit that flexibility from year to year and between different types of job is 
desirable within the national KSF framework, rather than not permitted. In particular 
em

7. Develop a team- based adaptation of the KSF and PDR/P process. 

phasise the need for quality two-way conversations. 

III Operation: Increase and improve support to deliver the principles of KSF into 
operating practice at the local level. 
1. Produce national training packages for KSF/appraisal for managers and staff that can 
be used/adapted locally.  

2. Produce a series of communication and operating guides to the KSF process which can 
be used/adapted locally, targeted specifically at: 

- boards and chief executives (why it is important, how to achieve high coverage) 

- reviewing managers (route map through the process, do’s and don’ts, tips) 

- staff (how to use it to best personal advantage). 

3. Continue with improvements to the functionality and flexibility of the e-KSF. Target 
marketing of it to trusts that are already improving coverage of appraisal/KSF. Consider 
the d pment of a range of alternative and simpler administration options eg using 
existing HRIS, spreadsheet packages etc. 

4. Develop and promote national operating best practice guidelines eg no more than 10 
staff reviewed by any one manager, reviewing managers have to be trained, etc. 

5. Establish a re-launch communications campaign with national material development 
but em llow up with regular progress reports and 
guidance in newsletters, etc. Develop and provide model communications packs for 
managers and staff to use on appraisal/KSF. 

6. Refresh the structure and resourcing of KSF support and decision making. Create 
smaller, more focused implementation teams with clear targets for increasing coverage 
and quality of the KSF/appraisal process. Attempt to increase resources at the local level 
and encourage and promote web-based, self-help networks. Promote regional ‘buddying’ 
of high and low coverage trusts and creation of regional ‘hit squads’. 

evelo

phasis on regional and local delivery. Fo

Next Steps 
 
In order to move forward we would envisage two further work phases being involved: 

• a re-design and development phase; followed by 
• a re-launch, communication and implementation phase. 
 
Imme ight be as follows: 

• Discuss, agree and prioritise recommended changes at national level with all 
stakeholders. Develop detailed development and implementation plan. 

diate next steps m
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• Reform national KSF structure into a tighter policy group and series of small action 
teams, with one focused on the re-design recommendations and one on the operating 
improvements. 

• Each team is briefed on the nationally agreed changes and then works through an 
intensive and compressed process of approximately three meetings to work up the 
agreed recommendations into actionable proposals. 

• Policy group agrees and integrates proposals and agrees final implementation plan. It 
also establishes success measures and monitoring arrangements for the revised KSF 
process. 

• Re- launch campaign and communications, probably with phased implementation of 
the changes. 



- 88 - 

H 
NHS STAFF BY OCCUPATION CODE STAFF GROUPS 2000-2009 - FTE 

 and percentages

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Change 

2000-2009 2
hange 
-2009

% Change 
2008-2009

Total employed non-medical staff 739,399 773,141 813,854 855,799 889,973 916,548 899,091 893,087 926,210 972,220 232,821 ,009 5.0%

Qualified nursing, midwifery & health visiting staff 256,276 266,171 279,287 291,925 301,877 307,744 307,447 307,628 315,410 322,425 66,149 ,015 2.2%

Total qualified scientific, therapeutic & technical staff 5 89,632 93,085 98,397 102,912 108,585 113,214 114,492 117,107 122,059 128,331 38,699 3. ,272 5.1%

Qualified Allied Health Professions 44,594 46,284 48,151 50,478 53,311 55,133 55,711 57,065 59,455 61,865 17,271 3 ,410 4.1%
Other qualified scientific, therapeutic & technical staff 45,038 46,801 50,245 52,434 55,274 58,082 58,782 60,042 62,603 66,466 21,428 4 3,863 6.2%

Qualified ambulance staff 14,104 14,255 14,978 15,355 16,587 17,417 15,723 16,535 16,889 17,214 3,110 2. 325 1.9%

Support to clinical staff 234,683 249,198 262,671 277,178 284,394 291,663 283,198 274,608 284,367 301,235 66,552 2. ,869 5.9%

Support to doctors & nursing staff 194,659 205,827 216,235 226,955 231,652 237,889 228,084 221,270 226,952 239,017 44,358 2.1 ,065 5.3%
Support to scientific, therapeutic & technical staff 32,594 34,982 37,920 41,481 44,089 44,708 43,906 43,113 45,533 49,129 16,535 4 ,597 7.9%
Support to ambulance staff 7,429 8,388 8,515 8,743 8,653 9,066 11,209 10,225 11,882 13,088 5,659 5 ,207 10.2%

NHS infrastructure support 144,048 149,598 158,026 167,916 178,098 186,137 177,871 176,858 187,177 202,703 58,655 3. ,526 8.3%
Central functions 65,965 69,277 72,730 78,784 85,498 90,387 87,856 86,772 92,106 101,983 36,017 4.5 ,876 10.7%
Hotel, property & estates 53,830 54,036 54,382 55,323 56,593 58,201 54,975 55,131 57,135 58,211 4,381 0.8 ,077 1.9%
Manager & senior manager 24,253 26,285 30,914 33,810 36,007 37,549 35,041 34,955 37,937 42,509 18,256 5 ,573 12.1%

Other non-medical staff or those with unknown classification 656 834 495 512 432 373 359 351 308 311 -345 -7. 2 0.8%

Notes:
Full time equivalent figures are rounded to the nearest whole number.
Nursing and midwifery figures exclude students on training courses leading to a first qualification as a nurse or midwife.
To make the census data comparable with the Review Body for Nursing Staff and Other Health Professionals definitions, qualified Allied Health Professionals (AHPs) now include
Speech & Language Therapists (previously these were included in Other Qualified ST&T staff).  For comparability historical data has been reassigned to match the revised definition.
The numbers of AHPs will not match those published in previous years.
In 2006 ambulance staff were collected under new, more detailed, occupation codes. As a result, qualified totals and support to ambulance staff totals are not directly comparable with previous years.

Copyright © 2010 The NHS Information Centre Non-Medical Workforce Census.  All rights reserved.
This work remains the sole and exclusive property of The NHS Information Centre and may only be reproduced where there is explicit reference to the ownership of The NHS Information Centre.
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EX I 
NHS STAFF BY OCCUPATION CODE STAFF GROUPS 2000-2009 - HC 

ANN

NHS staff by occupation code staff groups 2000-2009

England as at 30 September each year headcount and percentages

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Change 

2000-2009

Annual %
Change

2000-2009

2.5%

2.2%

3.5%

3.0%
4.0%

 
 Change 

2008-2009
% Change 
2008-2009

Total employed non-medical staff 919,252 962,528 1,013,199 1,063,846 1,101,797 1,130,949 1,092,886 1,085,524 1,120,548 1,176,831 257,579 56,283 5.0%

Qualified nursing, midwifery & health visiting staff 316,752 330,535 346,537 364,692 375,371 381,257 374,538 376,737 386,112 395,229 78,477 9,117 2.4%

Total qualified scientific, therapeutic & technical staff 5 105,910 110,241 116,598 122,066 128,883 134,534 134,498 136,976 142,558 149,596 43,686 7,038 4.9%

Qualified Allied Health Professions 54,788 57,001 59,415 62,189 65,515 67,841 67,483 68,687 71,301 73,953 19,165 2,652 3.7%
Other qualified scientific, therapeutic & technical staff 51,122 53,240 57,183 59,877 63,368 66,693 67,015 68,289 71,257 75,643 24,521 4,386 6.2%

Qualified ambulance staff 14,755 14,855 15,609 15,957 17,272 18,117 16,176 17,028 17,451 17,922 3,167 471 2.7%

Support to clinical staf

2.0%

  

 

 

f 307,225 325,890 344,524 360,666 368,285 376,219 357,877 346,596 355,010 377,617 70,392 22,607 6.4%

Support to doctors & nursing staff 257,136 271,978 287,098 298,752 303,630 310,441 291,098 281,894 286,254 303,424 46,288 17,170 6.0%
Support to scientific, therapeutic & technical staff 41,800 44,602 48,030 52,230 55,025 55,715 54,307 53,259 55,689 59,831 18,031 4,142 7.4%
Support to ambulance staff 8,289 9,310 9,396 9,684 9,630 10,063 12,472 11,443 13,067 14,362 6,073 1,295 9.9%

NHS infrastructure support 173,733 179,783 189,274 199,808 211,489 220,387 209,387 207,778 219,064 236,103 62,370 17,039 7.8%
Central functions 77,628 81,439 85,706 92,257 99,831 105,565 101,860 100,177 105,354 115,818 38,190 10,464 9.9%
Hotel, property & estates 70,849 70,920 71,274 72,230 73,932 75,431 70,776 71,102 73,797 75,624 4,775 1,827 2.5%
Manager & senior manager 25,256 27,424 32,294 35,321 37,726 39,391 36,751 36,499 39,913 44,661 19,405 4,748 11.9%

Other non-medical staff or those with unknown classification 877 1,224 657 657 497 435 410 409 353 364 -513 11 3.1%

Notes:
Nursing and midwifery figures exclude students on training courses leading to a first qualification as a nurse or midwife.
To make the census data comparable with the Review Body for Nursing Staff and Other Health Professionals definitions, qualified Allied Health Professionals (AHPs) now include
Speech & Language Therapists (previously these were included in Other Qualified ST&T staff).  For comparability historical data has been reassigned to match the revised definition.
The numbers of AHPs will not match those published in previous years.
In 2006 ambulance staff were collected under new, more detailed, occupation codes. As a result, qualified totals and support to ambulance staff totals are not directly comparable with previous years.

Copyright © 2010 The NHS Information Centre Non-Medical Workforce Census.  All rights reserved.
This work remains the sole and exclusive property of The NHS Information Centre and may only be reproduced where there is explicit reference to the ownership of The NHS Information Centre.
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ANNEX J 
 
SUMMARY OF THREE MONTH VACANCIES IN THE NHS IN ENGLAND BY 
MAIN STAFF GROUP AND AREA OF WORK 

Total alified nursing, midwifery and health visiting staff 1.9% 0.9% 0.5% 0.5% 0.7% 0.6%

neral care 1.7% 0.8% 0.4% 0.5% 0.6% 0.5%
aediatrics 1.7% 1.1% 0.7% 0.6% 0.4% 0.7%

Learning difficulties 2.3% 0.8% 1.2% 0.2% 0.3% 0.2%
0%
2%

.5%
9%

.4%

.4%

Total

Total
of wh
Qualif essionals 3.4% 1.6% 0.7% 0.5% 0.7% 0.5%

Chiropody/podiatry 3.0% 0.6% 0.7% 0.1% 0.6% 0.2%
Dietetics 3.1% 1.3% 1.1% 0.4% 0.9% 0.5%

Occupational Therapists 3. 0.6%
Orthoptics/optics 1 0.6%
Physiotherapists 2 0.3%

Diagnostic Radiographers
Therapeutic Radiographers 4.8 0.9% 0.7% 0.8%

herapists 1.3 0.4% 0.7% %
ge therapy 1.1 0.8% 0.6% 5%

Qualifi 1.5 0.9% 0.6% 4%
Clinical Biochemistr

England

Rate 2 Rate 2 Rate 2 Rate 2 Rate 2 Rate 2

 qu

Acute, elderly & ge
P

Psychiatry 2.8% 1.5% 0.7% 0.6% 0.9% 1.
Midwives 1.8% 1.0% 0.5% 0.8% 1.0% 1.

District nurses 1.8% 0.7% 0.5% 0.2% 0.5% 0
Health visitors 2.1% 0.6% 0.2% 0.3% 0.3% 0.
School nurses 1.9% 0.6% 0.4% 0.4% 0.5% 0

Other qualified nurses 1.5% 0.7% 0.8% 0.3% 0.8% 0

 unqualified nurses 1.1% 0.7% 0.4% 0.4% 0.4% 0.3%

 ST&T staff 2.4% 1.5% 0.8% 0.4% 0.7% 0.5%
ich:
ied Allied Health Prof

9% 2.3% 1.0%
.0% 0.5% 1.3%
.9% 1.1% 0.4%

1.6 0.7%

1.1% 0.7%
0.5% 0.5%
0.5% 0.3%
0.4% 0.4%3.4%

6.0%
%
%
%

0.6%
1.0%

Art, Music and Drama T
Speech & langua

3.0%
2.5%

0.8%
0.6%

0.3
0.%

ed healthcare scientists 2.1% % 0.6% 0.
y 1.8% 1.2 0.5% 0.4% 3%

yto/Histopatholog
% 0.5% 0.

C y 2.1% 1.7 0.8% 0.4% 3%
Cyto-screeners 2.2% 0.8% 0.9% 0.0% 0.0% 0.2%

Genetics 0.9% 0.5% 0.1% 0%
Haematolog

% 0.3% 0.

0.9% 0.4% 0.
y 1.9% 1.1 0.9% 0.6% 1%

Microbiolog
% 0.1% 0.

y 1.6% 1.0 0.8% 0.3% 2%
Other life sciences 1.8 1.5% 0.5% 2%

Audiolog

% 0.3% 0.
1.5% % 0.3% 0.

y 4.8% 3.2 0.8% 0.7% 4%
Cardiolog

% 0.8% 0.
y 3.2%

1.8%
1.9 1.8% 1.0% 3%

Renal Dialysis 1.4 0.0% 0.0% 0%
Respiratory Physiolog

%
%

1.3%
0.0%

1.
0.

y 1.2% 1.0 1.2% 0.5% 8%
Neurophysiolog

% 0.3% 0.
y 1.5%

1.5%
2.7 0.7% 1.2% 7%

Other Physiological Sciences 1.8 1.7% 4.6% 3%
Rehabilitation Engineering 0.6 1.5% 0.2% %

cine and Diagnostic Radiolog

%
%

2.0%
1.0%

0.
1.

0.5% % 0.4% 0.2
Nuclear Medi y 3.0% 1.2 1.4% 2.3%

Radiotherapy Physics 1.8 0.6% 0.3% %
quipment management and Development 2.1 0.6% 0.3%

Maxillofacial Prosthetics 1.6 0.0% 0.6% %
Other Physical Scien s 1.5% 5% 0.7% 1.5% 0.8% 0.1%

Other Healthcare Science Professions 1.1% .0% 0.8% 2.3% 0.8% 0.3%

Total T&T staff 0.5%
Multi-therapies

Clinical psychology 2.2 1.2% 0.9% 1.1%
Psychotherapy 1.8 0.8% 0.7% 0.6%

armacists 2.1 1.4% 1.5% %
y trainees 2.9 2.2% 1.6% %

macy staff 1.3 0.8% 0.5% %
Dental 0.9 1.0% 0.3%

rating theatre staff 2.4 1.6% 1.1% %
ualified ST&T staff 1.8% 0.7% 0.6% 0.4% 1.3% 0.6%

Total 0.8 0.5% 0.3% %

Total 0.8 0.6% 0.4%
sistants & support staff with LDP definitions 0.9 0.7% 0.5%

Other health care assistants and support staff 0.6 0.6% 0.3% %
Admin & estates staff 0.8 0.6% 0.4% %

Ambulance staff 1.4 0.3% 0.3% %
Other staff 1.9 1.7% 0.3% %

March 2005 March 2March 2006 March 2007 March 2008

% 0.5% 1.3%
2.8%
1.5%
7.7%

%
%
%

0.3%
0.7%
0.0%

0.3
0.3%
0.0

E

ce 1.
2

Other qualified S 2.2% 1.7% 1.1%
0.3% 8.6% 0.8%

1.0% 0.8%
0.0% 1.6%0.0%

0.5%
0.0%

2.7%
1.8%

%
%

Registered ph
Pre-registration pharmac

Other qualified phar

3.1%
2.3%

%
%

1.0%
0.3%

0.9
0.0

1.6%
1.7%
2.4%

%
%
%

0.2%
0.3%
0.5%

0.4
0.1%
1.2Ope

Other q

unqualified ST&T staff

all other staff 

1.0%

0.9%

%

%

0.3%

0.4%

0.4

0.3%
Health care as 1.5%

0.8%
%
%

0.7%
0.2%

0.3%
0.4

0.8%
0.7%

%
%

0.4%
0.1%

0.2
0.2

2.4% % 0.7% 0.6

March 2010009

 
 three month vacancies expres  percentage month vac s staff in post f

    pre medical workf uses (full tim lent)

 Perc  are calculated on unrounded figures
.. Not applicable

The N  Centre for health and social care Vaca

Notes:
2. Three month vacancy rates are

medical & dental and non-
sed as a  of three ancies plu rom the 

vious September orce cens e equiva

entages

HS Information ncies Survey March 2010  
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ANNEX K 
UMBER AND PROPORTION OF STAFF BY FTE EARNING UNDER £21K 
ER FTE BY PAY METRIC GROUP AND CONSOLIDATED SELECTED JOB 

ROLES (SEPT 2009) 

£2 Total
%  

% of 
Paybill 
Group in 
Job Role

N
P

Paybill Group Consolidated Job Role
Under 
£21k

Over 
1k

Under
£21k

% of 
bill Pay

Group 
Unde
£21k i
Job R

r 
n 
ole

Qualified Nursing Community Nurse
Community Practitio
Enrolled Nurse

146         37    37,880    12%
ner 14           13    13,251    0% 4% 1%

45           3      3,550      1%
Manager -          606         606         0%
Midwife & Related Roles 9             21    21,027    7%
Modern Matron 1             4      4,811      2%

sultant -          1      1,031      0%
ager 1             11    11,922    4%

3                    590         0%
ster/Charge Nurse 10           30    30,689    10%

t Nurse Practitioner 7             21    21,438    7%
rse 436         157  157,751  51%

Other 516         1      2,340      1%
Qualified Nursing 1,188    305 306,887 100% 1

Assistant 7,791      14           7,80      100% % 4%
Associate Practitioner
Clerical Worker %
Community Nurse %
Cook % 1%
Driver 1%
Health Care Support Worker 36,430     37,176 20% 20%

78,852     79,636 43%
3,598             3,660      2%
9,057             9,071      5%

se 2,954      1      4,185      2%
7,676             7,698      4%

583                588         99% 0% 0%
t Worker 1,929             2,051      1%

Staff Nurse 297         274         571         0%
Supervisor 1,394             1,504      1%
Support Worker 19,954           20,027    11%

me, Recovery Worker 621                672         0%
587                617         0%
674                682         0%

her 2,091             2,812      2%
alified Nursing, HCA & Support 182,194 4    186,786 100%

,734 0% 12%
,237
,506 1%

0%
4%
0%

,018
,810

0%
0%

1%
0%

Nurse Con
Nurse Man

actitioner

,031
,921

0%
0%

0%
0%

Pr
Si

587  
,679

1%
0%

0%
1%

Specialis
Staff Nu

,431
,314

0%
0%

1%
37%

,824
,699

22%
0%

43%
00%Total

5
5

4
0386         49           43         89%

2,948      25           2,974      99
528         182         710         74

1,790      63           1,853      97
2,051      9             2,060      100

% 0%
2% 2%
0% 0%

1%
1%%

98%
99%

    
    

746         
784         Healthcare Assistant

Helper/Assistant
Housekeeper

43%
2%
5%

62    
14    

98%
100%

Nursery Nur ,231 71%
100%

2%
4%Porter

Receptionist
Social Care Suppor

22    
4      

123  94%
52%

1%
0%

110  
73    

93%
100%

1%
11%

Support, Ti
Technician

lephonist

50    
30    

93%
95%

0%
0%

Te
Ot

7      
720  

99%
74%

0%
1%

Unqu
ST&Ts

Total ,592 98% 100%
Art Therapist & Related Roles 12                  376         0%
Assistant Psychologist 228                987         1%
Associate Practitioner 561                1,038      
Biomedical Scientist 85           12,663    12,74    1% % 0%
Chaplain
Chiropodist/Podiatrist & Related Ro
Clinical Psychologist
Counsellor 0%
Dental Surgery Assistant 1%
Dietitian & Related Roles 2% 0%
Health Care Support Worker 1% 3%
Healthcare Assistant 84         918  92% 1% 2%
Healthcare Scientist 9 3% 0%
Helper/Assistant 11,261     11,956 7% 31%

t 6,327      6,499 4%
lated Roles 278         13    13,301    8%

11                  751         0%
ist 168         7      7,443      5%

1,330             1,373      1%
elated Roles 227         17    18,097    1% 11% 1%

185         3,224      3,409      2%
Psychotherapist 21           1,290      1,311      1%
Diagnostic Radiographer & Related Roles 87           12    12,167    7%

c Radiographer & Related Role 9             2      2,083      1%
e Support Worker 433                639         0%
ker 44                  889         1%

ecialist Practitioner 18                  657         0%
and Language Therapist & Relate

364  3% 0%
759  
477  

23%
54%

1%
2%1%

8
0

8
60             556         55         0%

les 26           3,237      3,262      1%
39           6,754      6,793      1%
5             810         814         1%

710         1,183      1,894      38%
30           3,409      3,438      1%

1,074      155         1,229      87%
9 70                  
4      4,734

% 0%
2% 0%
4% 0%

0%
2%

           
    
      

4,640       
695         

        

2%
94%

Medical Laboratory Assistan
Occupational Therapist & Re

ts & Related Roles

173  
,023

97%
2%

18%
1%

Orthoptis
Pharmac

740  
,274

1%
2%

97%

0%
0%
4%Phlebotomist

Physiotherapist & R
Practitioner

43    
,870

5%
2%

1%
0%

,080
,074

1%
0%

0%
0%Therapeuti

Social Car
ocial Wor

s
206  68% 1%

S
Sp

844  
640  

5%
3%

0%
0%

Speech d Role 121         6      6,130      4%
473                1,192      1%

l Instructor 2,187             3,157      2%
Technician 7,232      19    26,600    16%
Trainee Practitioner 348         1      1,60      1%
Trainee Scientist 50           722         77         7% 0%
Other 1,369      4,376      5,745      24% 3% 4%

ST&Ts Total 35,888  128,675 164,563 22% 100% 100%

Es

Unqualified 

Estimated FT

Nursing, HCA and 
Support

,009
719  

2%
40%

0%
1%Students

Technica 970  
,368
,257

69%
27%
22%

6%
20%

1%5
3 0%
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NNEX K cont.. 

r 
Total

nder 
1k

% of 
Paybill 
Group in 
Job Role

A
Estimated FTEs

% of 
Paybill 

 

 
le

Group
Under 

b Role
Under 
£21k

Ove
£21k

% U
£2

£21k in
Job RoPaybill Group Consolidated Jo

Admin & Clerical Accountant
Adviser

249         71 2,120      12% 1% 0%
978           4,590      21% 2% 1%

Analyst 574           4,043      14% 2% 0%
Call Operator 949         1,209      78% 1% 1%

orker 69,141    42 82,983    83% 39%
ssistant 1,180      1,437      82% 1% 1%

anager 409         51 13,760    3% 7% 0%
l Secretary 8,492      50 17,542    48% 8% 7%

25,003    25 52,327    48% 25%
 Assistant 1,994      40 5,234      38% 2% 2%

Receptionist
Secretary
Senior Manager
Technician 1
Other 46 52% 2% 2%

Admin & Cle 100% 100%
intenance 

1,8      
3,612    
3,470    

260         
Clerical W
Control A

13,8    
257         

55%

M 13,3    
Medica
Officer
Personal

9,0      
27,3    20%

3,2      
           7,008      70 7,078      99%

7,937      1,925      9,862      80%
16           2,004      2,020      1%

596         1,854      2,449      24%
2,014      1,832      3,8      

l 126,540 2 210,5

3% 6%
5% 6%
1% 0%
% 0%

rical Tota 83,96  01 60%
Ma Assistant 825         8         9% 18%71           96 92%
& Works Building Craftsperson & C

Building Officer
arpenters 246         646         38% 6% 5%

29           291         10% 3% 1%
235         3   238         99% 2% 5%
142         630         23% 6% 3%

89           488         18% 5% 2%
Fitter 29           172         200         14% 2% 1%
Gardener/Groundsperson 359         28   386         93% 4% 8%
Housekeeper 177         177         100% 2% 4%

nce Craftsperson 857         19 2,475      35% 24%
73           359         20% 3% 2%

ainter/Decorator 123         234         53% 2% 3%
r 32           86 118         27% 1% 1%

339         339         100% 3% 7%
Supervisor 80           548         15% 5% 2%
Support Worker 457         73 530       86% 5%
Technician 7         656         763     14% 7% 2%

6         717         083    34% 10% 8%
4,565    5,835      44% 100% 100%

e

399         
262         

Driver           
Electrician
Engineer

488         
398         

        
-          

Maintena
Mechanic

1,6      
287         

19%

P 111         
Plumbe
Porter

           
-          
467         

             
    

10%
10

Other
Maintenance & Works Total

Ambulanc

36 1,  
10,401

Health Care Support Worker 895         8             904         99% 4% 12%
Healthcare Assistant 4,139      58           4,198      99% 17% 57%
Paramedic 159         9,060      9,219      2% 38% 2%
Paramedic Manager -          1,171      1,171      0% 5% 0%
Paramedic Specialist Practitioner -          821         821         0% 3% 0%
Technician 1,767      4,482      6,250      28% 26% 24%
Trainee Practitioner 54           762         816         7% 3% 1%
Other 233         864         1,097      21% 4% 3%

Ambulance Total 7,248    17,227  24,475  30% 100% 100%
Managers Accountant 1             793         794         0% 2% 0%

Adviser 3             347         351         1% 1% 1%
Analyst 3             327         331         1% 1% 1%
Clerical Worker 63           622         685         9% 2% 25%
Manager 83           21,051    21,134    0% 50% 33%
Officer 48           1,105      1,153      4% 3% 19%
Senior Manager 5             15,712    15,716    0% 37% 2%
Other 49           2,297      2,346      2% 6% 19%

Managers Total 256       42,253  42,509  1% 100% 100%
AfC HCHS Total 357,878 588,244 946,122 38% - -  

Note: Excludes paybill metric staff group 'others' as they are not identified in the ESR extract. This 
excludes 311 FTEs and 364 Headcount. Bank staff are also excluded. 
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ANNEX L 
 
NHS STAFF SURVEY 2009 
 
The NHS staff survey is an established key source of robust, independent and credible 
evidence on staff views of working in the NHS.  The 2009 NHS staff survey is the 7th 
annual survey of its kind.  Almost 290,000 NHS staff were invited to take part in the 
survey and approximately 160,000 employees responded – a 55% response rate (same as 
in 2008).     
 
Table A Staff Job Satisfaction 
 2007 2008 2009 

diff 2008/2009 

All NHS Staff (inc. medics) 3.44 3.51 3.53 0.03 
Qualified Nurses 3.39 3.45 3.50 0.04 
Unqualified Nurses and 
Assistants 3.39 3.48 3.49 0.01 
ST&T 3.47 3.53 3.55 0.02 
Admin & Clerical 3.45 3.53 3.54 0.01 
Maintenance 3.47 3.51 3.55 0.04 
Ambulance staff 3.07 3.10 3.08 -0.02 
Managers 3.70 3.79 3.77 -0.02 
     
Table B Staff Intention to Leave 

 2007 2008 2009 
diff 2008/2009 

All NHS Staff (inc. medics) 2.73 2.59 2.54 -0.05 
Qualified Nurses 2.80 2.69 2.65 -0.04 
Unqualified Nurses and 

sistants 2.63 2.48 2.42 -0.06 As
ST&T 2.71 2.59 2.56 -0.03 
Admin & Clerical 2.75 2.57 2.52 -0.05 
M intenance 2.53 2.45 a 2.35 -0.10 
Ambulance staff 2.66 2.57 2.55 -0.02 
Managers 2.73 2.57 2.59 0.02 
     

Table C Staff engagement with their jobs 
 2007 2008 2009 

diff 2008/2009 

All NHS Staff (inc. medics) n/a n/a 3.86 n/a 
Qualified Nurses n/a n/a 3.90 n/a 
Unqualified Nurses and 
Assistants n/a n/a 3.93 n/a 
ST&T n/a n/a 3.84 n/a 
Admin & Clerical n/a n/a 3.78 n/a 
Maintenance n/a n/a 3.89 n/a 
Ambulance staff n/a n/a 3.60 n/a 
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94 

taff working no 
additional PAID hours. 

 
 
 
Table D Percent of s

 2007 2008 2009 

Change (since 
2008) 

All NHS Staff (inc. medics) 71 70 73 2.4 
Qualified Nurses 68 66 67 0.9 
Unqualified Nurses and 
Assistants 

65 62 
64 1.8 

ST&T 75 75 75 0.1 
Admin & Clerical 82 80 82 2.2 
Maintenance 63 64 67 2.7 
Ambulance staff 19 21 21 -0.3 
Managers 87 86 88 2.5 
     
Table E Percent of staff working no 

additional UNPAID hours. 
 2007 2008 2009 

Change (since 
2008) 

All NHS Staff (inc. medics) 46 47 47 0.4 
Qualified Nurses 35 35 34 -1.1 
Unqualified Nurses and 
Assistants 

73 73 
74 0.7 

ST&T 42 43 44 0.9 
Admin & Clerical 62 63 63 0.4 
Maintenance 73 71 68 -3.3 
Ambulance staff 76 74 74 -0.7 
Managers 13 14 14 0.2 
     
Table F Percent of staff who do not disagree 

that their trust is committed to 
helping staff balance their work and 

home life. 
 2007 2008 2009 

Change (since 
2008) 

All NHS Staff (inc. medics) 78 80 81 0.9 
Qualified Nurses 73 76 75 -0.3 
Unqualified Nurses and 
A ants 

75 77 
79 1.4 ssist

ST&T 81 83 82 -1.0 
Adm n & Clerical 86 88 88 0.1 i
Maintenance 83 84 84 -0.3 
Am 50 52 51 -1.5 bulance staff 
Managers 80 84 84 -0.3 
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Table G Percent of staff who do not disagree 
that their immediate manager helps 
them find a good work-life balance. 

 2007 2008 2009 

Change (since 
2008) 

All NHS Staff (inc. medics) 82 83 84 1.0 
Qualified Nurses 80 81 82 0.7 
Unqualified Nurses and 
Assistants 

82 84 
84 0.7 

ST&T 84 85 85 0.0 
Admin & Clerical 87 88 88 -0.1 
Maintenance 81 82 84 1.5 
Ambulance staff 59 65 64 -0.5 
Managers 83 86 86 0.4 
Table H Percent of staff who do not disagree 

that they do not have time to carry 
out all their work. 

 2007 2008 2009 

Change (since 
2008) 

All NHS Staff (inc. medics) 74 73 72 -0.4 
Qualified Nurses 79 78 79 0.3 
Unqualified Nurses and 
Assistants 

65 63 
63 -0.6 

ST&T 76 75 75 -0.8 
Admin & Clerical 68 66 65 -1.7 
Maintenance 66 65 63 -1.8 
Ambulance staff 67 68 67 -0.4 
Managers 80 80 78 -1.8 
     
Source:  NHS Staff Surveys 2007, 2008 and 
2009 

   

 
 



 

ANNEX M 

ION CODES USED TO IDENTIFY THE DIFFERENT TYPES OF 
 
OCCUPAT
POST IN ESR AND OCCUPATION DESCRIPTIONS 

 

Eligible types of post
Occupation codes used in 
ESR Types of post the occupation codes relate to

Chaplains S1X, S9X Other ST&T staff (Therapists and Helper/Assistants)
Clinical Coding Officers G2A, G2B Admin & Clerical staff (Central Functions and
Cyto-screeners T5B, T5U Cyto-screener (Cyto/Histopathology, Other H

 Hotel, Property & Estates)
ealthcare Science Professions)

ental Nurses, Technicans, Therapists and Hygienists S1R, S4R, S7R, S8R, S9R Dental staff (Therapist, Technician, Tutor, Student/Trainee, Helper/Assistant)

at
Hotel, Property & Estates staff (Senior Manager, Manager, Admin & Clerical & 
Maintenance & Works)

a 0A, G1A, G2A Central Functions staff (Senior Manager, Manager & Admin & Clerical)

T2A-T2F, T2U, T3A-T3F, T3U
Biomedical Scientists (including Advanced Practitioners) - Life 
Sciences/Pathology and Other Health Care Science professions

SAP, S0P, S2P, S4P, S5P, 
S8P, S9P

Pharmacists (Consultant Therapist/Scientist, Manager, Scientist, Technician, 
Assistant Practitioner, Student/Trainee, Helper/Assistant)

ualified Maintenance Craftspersons & Technicians G3B Hotel, Property & Estates staff (Maintenance & Works)
iological Sciences, Clinical 

D

Est es/Work Officers G0
Fin ncial Accountants, Invoice Clerks and Payroll Team Leaders G

B, G1B, G2B, G3B

Biomedical Scientists

Pharmacists
Q

Qualified Medical Technical Officers T4A-T4H, T4J-T4N, T4P-T4U
Technicians (Life Sciences/Pathology, Phys
Engineering & Physical Sciences,Other)

Qualified Midwives (new entrants) N2C Registered Midwife
Qualified Perfusionists T6H, T6U Perfusionist (Cardiology and Other)  

 
 

 
Examples of Area of Work covered in ESR (Sept 2009) 
 
Area of Work % of FTEs below 21K
Catering 95%
Domestic Services 99%
Estates 48%
Facilities 78%
Finance 34%
Human Resources 38%
Linen Services 96%
Portering Services 97%
Security 82%
Telephone Services 90%
Transport 87%
Corporate 25%  
Notes 
1. Data was extracted from the ESR DW based on occupation codes G* and H2* which are the family of

codes representing Administ
 

ration and Estates Staff and Support Workers respectively, and the codes 
 groups. 

shot as at September 2009. 
3. Staff earning less than 21K were determined by their AfC spinal point.  

which most resemble the PNC
2. The data taken was a snap
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NMET COMMISSIONS 
 

ANNEX N 

Pre-Registration Nursing and Midwifery Training Commissions

2,638 3104 3252 4
17,383 18,652 19,704 0
20,021 21,75

3611
20,673 2

279
,737

3238 400
17,070 17,19

6 4062
3 15,290

426
16,40

2 5753
2 15,076

3,115
-2,307

118.1%
-13.3%

6 22,956 24,284 25,016 20,308 21,199

891 98
397 54

1,288 1,523
531 46

19,352

1,307
412

1,719
352

20,664

1,94

1,944
32

20,829

4 1,977
0 0

1,977
8 505

808

1,483
-604 -
879

-284

4.0%

0.2%
0.0%
0.1%
6.0%

494 621 709 895 3 30
604 525 724 744 0 10

1,098 1,146 1,433 1,639 8
789 732 677 735 7 -3

1,887 1,878 2,110

753
716

1,469
757

2,226 2,374 1,819 1,990 2,071 2,272 2,482 595
1,403

% i
20

2

Increase 
2000/01 to 
2009/10

3
21,908 23,634 25,066 7,390 9

18 month diploma

N&M TOTAL

Diploma

MIDWIFERY
Degree
Diploma

Total

Total

Sub Total

NURSING
Degree

Year 4/ 22000/01 2001/02 2002/03

1.5%
6.4%

ncrease 
00/01 to 
009/10

26,510 2

2002003/04

22,127 23,18

005/06 2006/07

21,423

2007/08

22,93

2008/09

6 23,311

2009/1005

 
 
Training commissions for Healthcare Scientists & Technicians

Increase 2000/01 Percentage
e since
0/01

.0%

.2%

2000/01 2001/02 2002/03 2003/04 2005/06 eas
00

Scientists 581 439 764 1,02 885 10
Technicians 702 1,420 2,491 3,18 3,498 365

Year Incr
2

1

to
2009/10

639
2,564

2009/10

1,220
3,266

2008/09

1,131
3,043

2006/07 2007/08

1,059 1,054
2,848 2,598

2004/05

9 1,200
3 3,478
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i  s 0/AHP Tra ning Commission 200 01 to 2009/10

% Increa /01
1/ 20 2004/ 05/06 2006/07 2007/08 2008/09 2009/10

20
P a 1,7 2,3 2,400 2,193 2,038 1,812 1,805 22
O n rapy 1,5 1,9 1,961 1,820 1,634 1,662 1,732 25
R h 94 1,4 1,555 1,398 1,306 1,423 1,447 90
D 73 1,1 1,241 1,090 1,038 1,128 1,108 85
T c 21 30 314 308 268 295 339 10
O 6 7 68 59 64 71 79 36
S erapy 55 74 797 758 770 794 804 44
Pr s & Orthotics 2 3 27 24 26 29 29 11
Di 237 30 386 413 384 388 385 77
C 345 55 446 438 428 401 393 13

T 5,513 7,4 7,640 7,103 6,650 6,580 6,674 3

Ye
se 2000
to
09/10
.5%
.1%
.1%
.6%

6.7%
.2%
.1%
.5%
.4%
.9%

8.4%

05 20

57
25
61
58
3

3
0

5
6
9

56

03/04

2,343
1,822
1,411
1,105
306
59
630
29

353
451

7,098

02 2002/03

80 2,157
63 1,692
8 1,227
0 942
8 285

0 45
3 597
7 30

279
427

6,454

2002000/01

1,473
1,385
761
597
164
58
558
26
217
345

4,823

py
al The
y

ar

hysiother
ccupatio
adiograp
iagnostic
herapeuti
rthoptics
peech Th
osthetic
etetics
hiropody

OTAL

 
 

 



 

ANNEX 
 

O 

HE PHARMACY STAFFING ESTABLISHMENT AND VACANCY SURVEY 

 
Background 
 
The Pharmacy Staffing Establishme d Vac Surve VS) i ed ou ally 
t  Education and opme mmitt HS P  with a us dat
of 31 May.   The survey sample is all Chief Pharm ists i  trus te and tal 
health) and primary care organisatio  Engla orthe land, S nd and les.  I
2010, a response rate of 100% was achieved.  ollec r pha ts, ph y 

ll the PEVS data is reported by Agenda for Change band.  The following information 
and 

s.  The full PEVS report will 
e published in November 2010. 

 
It should be noted that the PEVS data is often compared with the NHS Information Centre 
Workforce Census that routinely reports significantly lower vacancy rates – the datasets 
collected are compared by the NHS Pharmacy Education and Development Committee, see 
following paper “Differences between the National NHS Pharmacy Staffing Establishment & 
Vacancy Survey data (carried out by NHS PEDC) and the NHS Information Centre’s NHS 
Workforce Census and NHS Workforce Vacancy Survey data”.  It is likely that differences in 
data definitions (especially the definition of 3 month vacancy) and the timing of the data 
collection (May for the PEVS and March for the NHS IC census) mean that the situation 
reported in the PEVS data present a worst case scenario with regard to vacancies.  The data 
are however a valid indication of the position with regard to recruitment and retention of 
NHS pharmacists, giving useful trend information, now over three years. The PEV Survey 
also provides the detail necessary to isolate specific issues, e.g. junior pharmacists employed 
in NHS Trusts, which may otherwise be masked in more general NHS IC data. 
 
Other datasets analysed include training numbers and retention on registration for the 2008 
and 2009 – these are collected by the NHS PEDC annually and the 2010 figures are currently 
being finalised and validated. 
 
Key Findings for England 
 
• For NHS Trusts in England the Band 6 three month vacancy rate is 11% (7-20% range 

across SHAs) compared with 20% in 2009, with the position improving in 8 SHAs and 
worsening in 2.  

T
(PEVS) 2010 AND OTHER DATASETS 

nt an ancy y (PE s carri t annu by 
he NHS Pharmacy Devel nt Co ee (N EDC),  cens e 

ac n NHS ts (acu  men
ns in nd, N rn Ire cotla  Wa n 

Data c ted fo rmacis armac
 technicians, pharmacy assistants and administrative and clerical staff is as follows:

 
• staffing establishment (reported by chief pharmacists) 
• all vacancies (and 3 month vacancies) 
• locums*  
• frozen and dis-established posts* 
*new data for 2010. 
 
A
extracted from 2010 PEVS focuses primarily on 2010 data for pharmacists, in particular B
6 and 7, together with data from 2008 and 2009 to identify trend
b
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• The Band 7 three month vacancy rate for NHS Trusts in England is 13% (5-26% range 
across SHAs) compared with 14% in 2009, with the position improving in 5 SHAs and 
worsening in 5.   

• For primary care organisations across the 4 countries Band 6 posts are rarely if ever used; 
at Band 7 the Eng nth va s 13% range a ) 

it  in 2009.   
ge ac ngland 77% -89% range across SHAs) of NHS Trusts have no or 

and 6 va es, whilst 23 As) have 2 or more 
cies.  Sim range across SHAs) of NHS Trusts have no 
 vacancies and 20% (5-54 ve two or m cancies.   

There continues to be significant variation in vacancy rates across the SHAs in England 

 
sed by around 18% between 2008 and 2010, with a small decrease in Band 6 posts 

over the same period and a significant fall in Band 5 (pre-registration) posts in 2007/08.   
ting around 3% of the Band 6 and 7 

establishment, have been either frozen or dis-established since May 2009.  This suggests 
that improvements seen in 2010 vacancy rate f are due largely to ved 
recruitment and retention. 

• There has been a 45% increa nd in s  a te 
improvement in retention on registratio  2 os p
vacancy level at Band 6.  Preliminary (and as ye ) data from the 2010 exit 

 those registering currently suggests that retention in the NHS at registration 
fal 1 ge of ons are prov ed.   

 vacancy data 

 ch stra onth vacancy rates for NHS Tr ts in each St egic 
ity (SHA) and the total for England, and compare these data with the vacancy 
d, lan ales.  The 2010 data are comp  with 2008 a  
 6 d B able 2 Table 3 details the data used to generate 

2. 

land 3 mo cancy rate i (0%-35% cross SHAs
compared w h 19%

• On avera ross E  (53
one B
vacan

canci
ilarly at Band 7 80% (46-95% 

% (11-47% range across SH

or one %) ha ore va
• 

and between the four UK countries.  This year the data have been analysed to identify 
variations between individual trusts across England indicating local, as well as regional 
and national, variation in recruitment and retention. 

• Band 7 and 8 posts in both NHS Trusts and primary care organisations in England have
increa

• A total of 52 Band 6 and 45 Band 7 posts, represen

igures  impro

se i  Ban  5 train
n since

g posts acros
008, with a p
t incomplete

England
itive im

nd a modera
act on the 

surveys of
may have 

 
len back in 20 0 – a ran reas id

Band 6 and 7
 
The following arts demon te the 3 m us rat
Health Author
rate in Scotlan
2009 for Band

 Northern Ire
 (Table 1) an

d and W
and 7 (T

ared nd
).  

tables 1 and 
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Table 1  NHS Trusts: Band 6 three month vacancy rates 2008 – 2010  

Band 6 Three-Month Vacancy Rates

2008 2009 2010
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For NHS Trusts in England the Band 6 three month vacancy rate is 11% (range across SHAs 
7-20%) compared with 20% in 2009, with the position improving in 8 SHA’s and worsening 
in 2.  
 
Table 2 NHS Trusts: Band 7 three month vacancy rates 2008 – 2010 

Band 7 Three-Month Vacancy Rates
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oss SHAs 

-26%) compared with 14% in 2009, with the position improving in 5 SHAs and worsening 

ns across all four countries Band 6 posts are rarely if ever used.  
owever, at Band 7 the England 3 month vacancy rate is 13% (range across SHAs 0%-35%) 

The Band 7 three month vacancy rate for NHS Trusts in England is 13% (range acr
5
in 5.   
 
For primary care organisatio
H
compared with 19% in 2009.  See Table 9 for the datasets. 
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Data collected relating to posts dis-established and “at risk” in 2010 (see Table 11) 
demonstrates that whilst there has been a small reduction in the number of band 6 and 7 posts 

eing recruited to (circa 3%), since the last data collection in 2009, this will have had little 

th vacancies 
ere filled with a locum in England.  The use of locums varies from 9 to 100% of vacancies 

or 

ariations in vacancy rates 
 
There continues to be variation between SHA vacancy rates (See Tables 1 and 2 above and 
Table 9) and between country vacancy rates at Band 6 and 7 in both NHS Trusts and Primary 
Care Organisations.  There is also variation between 3 month vacancy rates across the four 
countries – see Table 3. 
 
Table 3: Three month vacancy rates in NHS Trusts across England, Northern Ireland, 
Scotland and Wales: 

 2008
Band 7

2008
Band 6

2009
Band 7

2009 
Band 6 

2010 
Band 7 

2010 
Band 6

b
impact on the overall vacancy rate.  Improvements seen in 2010 figures are therefore due to 
improved recruitment and retention. 
 
Locum use 
 
In 2010, 57% of Band 7 three month vacancies and 58% of Band 6 three mon
w
across the different SHAs and bands, with locum use highest at Band 7.  See Table 12 f
details.  
 
V

England 9% 16% 14% 20% 13% 11%
Northern Ireland 10% 16% 17% 14% 3% 4%
Scotland - - 11% 39% 7% 20%
Wales 5% 2% 13% 9% 6% 11%
UK Total* 9% 15% 14% 21% 11% 12%

*Scotland is excluded in 2008 as Scotland did not participate in the 2008 survey. 
 
Furthermore, there is considerable variation between vacancy rates in individual Trusts across 
all SHAs, indicating that there are local/ geographical issues in relation to recruitment and/or 
retention.  On average across England 77% (range 53-89%) of NHS Trusts have no or one 
Band 6 vacancies whilst 23% (range 11-47%) have 2 or more vacancies.  Similarly at Band 7 
80% (range 46-95%) of NHS Trusts have no or one vacancies and 20% (range 5-54%) have 
two or more vacancies.  The range data is illustrated below in Table 4.  See also Table 13. 
 
Thus, whilst overall Band 7 vacancy has dropped from 14% to 13% in England, looking 
across England, 80% of Trusts have no vacancies at this level. 
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able 4: Band 6 and 7 three month vacancy rates in Trusts for different SHAs 

Band 7 Band 6 
SHA 0 or 1  

vacancy 
2 or more 
vacancies 

0 or 1  
vacancy 

2 or more  
vacancies 

East Midlands 46% 54% 78% 22% 
South West 95% 5% 53% 47% 
Yorks & 
Humber 

75% 25% 89% 11% 

England 80% 20% 77% 23% 
  
The variation is further highlighted by comparing the positions for individual NHS Trusts 
between 2009 and 2010; four examples are highlighted in the Table 5 below.  This 
demonstrates that the vacancy position in individual trusts can vary between years with some 
trusts maintaining consistently high or low rates and others reversing the position over 12 

onths. m
 

able 5T : Band 6 Vacancy numbers 2009 and 2010 
 

   2009 2010 
 SHA Trust 

 
Total 
Posts 

Posts 
Vacant for 
more than 
3 months 

Total 
Posts 

Posts 
Vacant for 
more than 
3 months 

Consistently 
low vacancy Yorkshire & 

Humber Trust A 24
rate 

0 22 0

Consistently 
igh vacancy 
te 

East 
Midlands Trust B 8 6 8 4h

ra
High rate ’09 

 low rate in 
0 

North East Trust C 17 10 16 1to
‘1
Low rate in 

9 to high 
te in ‘10 

North West Trust D 6 0 8 4’0
ra
*Figures rounded to whole numbers 

stablished posts: trends  

able 6 below demonstrates the changes in establishment numbers between 2008 and 2010 
r NHS Trust Bands 5 (pre-registration trainees), 6,7, 8 (a, b, c and d) and 9 in England.  
here has been a significant growth in Band 7 and 8a posts in NHS Trusts between 2008 and 
010, but no growth in Band 6 posts.  Table 7 shows the number of additional posts in 
rimary care organisations.  Full PCT datasets are provided in Table 14. Furthermore, Band 7 
nd 8 posts in PCTs have increased, but, as primary care organisations train very few Band 5 
nd Band 6 pharmacists, they recruit heavily from amongst the NHS Trusts.  See Table 15 
nd 16. 

 
E
 
T
fo
T
2
p
a
a
a
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The DH strategy to increase the commissioning of Band 5 pre-registration posts, and to 
prove in the NHS retention on registration, has eased the situation somewhat at Band 6, but 

nd PCTs have limited the overall impact 
at Band 7, where supply is just is potentially lagging behind demand. 
  
Table 6: Trend in Number of Established Posts in Trusts 

im
increases in band 7 and 8 establishments in Trusts a

 

0

500

1,000

1,500

2,000

002,5

2008 2009 2010

Band 9 Band 8d Band 8c Band 8b Band 8a Band 7 Band 6 Band 5
 

 
Addition umbers is provided in 
Table 17
 
Table 7:

al information, not plotted in Table 6 relating to training n
. 

 Number of Established Posts in 2010 
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2,000
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Band 9 Band 8d Band 8c Band 8b Band 8a Band 7 Band 6 Band 5

Trusts PCTs
 

 
Discussi
 
Overall the trends revealed in 2010 PEV survey ar

of Band 6 and 7 three month vacancy rates.   Steps to increase 
training numbers (at Band 5) and retention at registration have positively influenced Band 6 

on 

e heading in the right direction with regard 
to the immediate challenge 
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three-month vacancy levels.  Three month band 7 vacancy rates have also improved slightly, 
despite significant increases in establishment at this level in Trusts and PCTs across England. 
 
There continues to be variation in three month vacancy rates at national level between 
England, Northern Ireland, Scotland and Wales and across England at SHA and Trust level.  

wide 
ariation between three month vacancy rates across different Trusts in each SHA. 

ata relating to frozen and dis-established posts indicate that improvements in three month 

so 
 

g posts in 2012, but as yet there 
r 

and for 

 It 

t run significantly ahead of supply in the future.. 

For the first time this year the data has been analysed at trust leve,l demonstrating 
v
 
D
vacancy rates can be attributed to improvements in recruitment and retention, not simply to a 
falling establishment level. 
  
Training numbers at Band 5 have increased significantly since the low point in 2007 and 
far have been sustained at pre 2009 levels for 2011. There are early signs that education and
training cuts may impact on the recruitment to Band 5 trainin
is no sign that demand for Band 6 and 7 posts is falling. Current levels of dis-established o
frozen posts do not indicate a reduction in demand in 2009/10.   
 
Analysis of establishment figures, as well as vacancy rates, this year indicate that dem
Band 7 and 8 posts grew in 2008, in both trusts and PCTs in England.  This would have 
contributed to the three month vacancy rates noted by the NHS PRB.  This has, to some 
extent, been ameliorated by increasing supply of Band 6, newly registered, pharmacists. 
does, however, indicate the need for better strategic planning of the pharmacist workforce to 
ensure that demand does no
 
It is not possible from the PEVS data to identify turnover amongst Band 6 and Band 7 
pharmacists, but this should be considered as part of the ESR project.       
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Differences between the National NHS Pharmacy Staffing Establishment & Vacan
Survey data (carried out by NHS PEDC) and the NH

cy 
S Information Centre’s NHS 

Workforce Census and NHS Workforce Vacancy Survey data 

he NHS Pharmacy Education & Development Committee (NHS PEDC) has surveyed the 
HS pharmacy workforce for several years; the activity started because workforce 

ally (e.g. English SHA data) and from HR departments was 
roving to be incomplete and/or inaccurate. The purpose of the National NHS Pharmacy 

es within NHS organisations (the Staffing Establishment), 
nd the extent of the vacancy rates within this requirement, both of which can then be used to 

ning and education commissioning of trainee places at 
HA/home country level.  

 NHS Information Centre’s (NHS 
’s) NHS Workforce Census and NHS Workforce Vacancy Survey for England, and those 

d 
 work 

 the discrepancies between the two English data sets. The two 
rganisations have met on three occasions over the last 12 months and carried out some 

his paper serves to explain the discrepancies and 
ctions being taken to try to streamline some activities. 

 
Background  
 
T
N
information made available centr
p
Staffing Establishment & Vacancy Survey is to provide a picture of workforce requirements 
to provide NHS pharmacy servic
a
inform workforce planning activity and, in turn, discussions at local and SHA/home country 
level, to inform both workforce plan
S
 
Issue  
 
As a result of differences between the data reported by the
IC
reported in the National NHS Pharmacy Staffing Establishment & Vacancy Survey carrie
out by the NHS PEDC, the Department of Health in England asked the NHS PEDC to
with the NHS IC to explain
o
subsequent work (see below and attached). T
a
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Table 8. Key differences between the two data  

 NHS Information Centre National NHS Pharmacy 
 Staffing Establishment and

Vacancy Survey  
1. Dat
collec
date  

a Staff in post 30 September 2008; Vacancy rates 31 March 2009  
tion 

31 May 2009  

2. Dat  source  Human Resources departments in NHS organisations, using the ESR Pharmacy departments /  
 NHS 

a
Chief Pharmacists in
organisations  

3. Ho
vacan
calcu

vided by the (FTE staff in 
).  

th ratio is expressed as a percentage. 
re taken from the workforce census 

results that were collected in the previous September.  

 

eadcount 

w is 
cy rate 
lated?  

Total vacancy rates are calculated using:  
(total number of FTE vacancies) divided by the (FTE staff in post 
plus total number of vacancies).  
Three month vacancy rates are calculated using:  
(number of 3 month FTE vacancies) di
post plus number of 3 month vacancies

Number of vacancies (FTE) as
percentage of Staffing 
Establishment (FTE). H
numbers are not collected.  

The resulting total or three mon
The FTE staff in post figures a

4. Ho
vacan
define hich has lasted three 

ctively trying to fill as at 
 vacancies which employers are 
rmal staff turnover.  

introduction of the total vacancies, 
d total vacancy rate 

comparability the above methods have been used.  

 
employed 

member of NHS staff”.  
Actual vacancies and 3-month 
vacancies are collected.  

w is a 
cy 
d?  

A vacancy is defined as one which employers are actively trying to 
fill as at 31st March.  
A three month vacancy is defined as one w

 which employers are a

“A post which is not currently
filled by a permanently-

months or more and
31st March. Thus the emphasis is on
finding hard to fill, rather than on no
It is acknowledged that with the 
the denominator for both the three month rate an
should be based on staff in post plus total vacancies however in 
order to preserve the time series of three month data for 

5. De
and c
issues  

nician  
• Pre-registration Trainee 

rainee 
chnician  
istant  

 
Clearly understood by the 
pharmacy community.  

finitions 
oding 

Terms / Codes used are not always clearly defined e.g.  
• Manager – Pharmacy  

• Pharmacist  
• Pharmacy Tech

• Pre-registration Pharmacy Trainee  
• MTOs  
• Technicians  

Pharmacist  
• Pre-registration T

 Pharmacy Te
• Pharmacy Ass

6. Dat
collec

n into 
  
ly for 

ted.  

a 
ted  

NHS Vacancy Survey covering NHS staff (medical and dental, and 
non-medical) for all NHS organisations.  
Total numbers in group only e.g. total number of pharmacists  

Above groups broken dow
Agenda for Change Bands.
Data are collected separate
acute & mental health NHS trusts 
and PCTs, and then amalgama

7. Re
carryi
the su

ramework Targets at 
ply and demand of 

orkforce 
requirements to provide NHS 
pharmacy services within NHS 

 

asons for 
ng out 

ey  

The vacancy survey supplies evidence to Nursing Pay Review Body 
and to monitor NHS Planning and Priorities F
national and regional level to help balance sup

To provide a picture of w

rv

ESR = Electronic Staff Record  

workforce numbers.  
The Workforce Census collection informs the national workforce 
planning agenda and key customers and stakeholders include the 
DH, the 10 SHAs, Deaneries, NHS Employers and other national 
workforce planning bodies.  

organisations, and to inform 
workforce planning activity &
discussions.  
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Note: The NHS IC is unlikely to carry out its vacancy survey/report in this way beyond 2010; it is consider
getting its vacancy information from alternative administrative sources (e.g. NHS Jobs) in the future, but this
not yet confirmed. NHS IC is likely to continue to look at posts which are being actively recruited into (N.B.

re-registration trainee pharmacist posts ar

ing 
 is 
 

e recruited using the National Recruitment Scheme and NOT via 
HS Jobs) 

ns being taken  

. Data collection dates  

ather than duplicating data collection activity, the NHS IC requests vacancy information on 
31 March each year and uses the Staff in Post figures from the census in September of the 
previous year to calculate the percentage of vacancies. The NHS IC acknowledges the 
limitations of this (see below), and as the Electronic Staff Record (ESR) develops, more 
frequent and timely data collection will be carried out.   The NHS PEDC asks for Vacancy 
data and Staffing Establishment data on 31 May each year.  
It is acknowledged that data collection at this time of year is likely to reflect some of the 
highest vacancy rates in the calendar year, just before the cohorts of pre-registration trainee 
pharmacists and pre-registration trainee pharmacy technicians qualify, particularly for Band 6 
pharmacist posts and Band 4 pharmacy technician posts. 31 May continues to be the 
preferred data collection date as accurate trend data over the last few years would be lost if 
the date is changed. The NHS IC and NHS PEDC are in agreement with this; because other 
things are different, particularly the definition of a vacancy and the methods of vacancy 
calculations, a direct comparison between the two sets of data would still not be possible even 
if the dates were aligned.  
 
In addition, following a meeting early in 2009, it was agreed that the NHS PEDC would 
collect data from two or three trusts in each SHA (a District General Hospital-type trust and a 
large teaching trust) on 31 March 2009 as well as 31 May 2009 so that the data obtained 
could both be compared with the NHS IC report based on data from 31 March, and also with 
the NHS PEDC data collection exercise on 31 May (see separate report).  
 
2. Data source  
 
Whatever the data source, NHS staff completing returns need to have been appropriately 
trained and/or have access to clear guidance notes for definitions and coding usage to enable 
consistent usage and a meaningful return. HR departments have to deal with a host of NHS 
posts whereas pharmacy departments will have a deeper understanding of pharmacy 
workforce issues. (See below).  
 
3. How is vacancy rate calculated?  
 
The NHS IC calculates the total vacancy rate as the total number of FTE vacancies on 31 
March 2009 as a proportion of the sum of FTE staff in post as at September 2008 plus total 
number of vacancies in March; i.e. vacancy figures and staff in post figures are collected at 
different times of the year. The NHS IC acknowledges that this definition is limited because 
it does not take into account vacant posts in September 2008 or use Staffing Establishment, 
which better reflects the workforce required. NHS IC aspires to using the Electronic Staff 
Record (ESR) to obtain Staffing Establishment data and change its calculation of vacancy 
rates to being a proportion of Staffing Establishment in the future. (The ESR already has the 

P
N
 
Further explanations / implications of the differences & actio
 
1
 
R
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ability to capture Staffing Establishment information; however, the ESR is not currently 
being used for this purpose by many NHS organisations).  

NHS PEDC calculates the vacancy rate on 31 May as a prop f Staffing Estab
on 31 May, er reflects th es o af ire e
s
 
 
4 acancy defined?  
 
T ines a vacancy as “ ancy ined a  whic loyer ctive
t 1st March”.  
 
T defines a vacancy  post  is no ently by a nentl
e HS staff”.  
 
U NHS IC only co  3-m acan a. A t onth cy is
defined as “one which has lasted three months re and which em rs are ly 
t t March”. Thus the empha  on v ies wh ployers are 
f o fill, rather than on no l staff ver.  

, both 
itating more 

1. Limitations of the e

ions to f th ove in ions of anc
er of reasons why an NHS orga tio y not be actively recruiting into a 

s already  fi u new u bent s not yet started. This  
or Ban ar t p  as pre-regis harmacists are often 
he ne  the same r on registration.  

s f f cia r  fisca  generally) mean that the 
u to

ng fille  a orary basis by locum/agency staff. This is often the 
armacists, as  

icult to recruit into Band 6 posts between summer periods when newly qualified staff 
eir training, or e N a n  investing in recruitment 

unds which they perceive as likely to be unsuccessful.  

aternity leave 

 post filled by a member of staff who is on maternity leave would be classed as a vacancy 
nder the NHS IC definition if a short-term recruitment process is under way to cover the 
/L, but not if it isn’t.  

 
ortion o lishment 

so bett
me.  

e vacanci  as a prop rtion of st fing requ d to deliv r 
ervices at the ti

. How is a v

he NHS IC def A vac  is def s one h emp s are a ly 
rying to fill as at 3

he NHS PEDC  as “A which t curr filled perma y-
mployed member of N

ntil recently, the llected onth v
 or m

cy dat hree m  vacan  
o ploye

i
active

rying to fill as at 31s sis is acanc ch em
inding hard t rma  turno

 
he NHS PEDC only collected actual current vacancy rates. For the last two yearsT

organisations have collected actual and 3-month vacancy data, thus facil
eaningful comparisons.  m

 
4.  abov  definitions.  
 
There are limitat
There are a numb

both o e ab  def it a vac y:  
nisa n ma

vacant post on the date of the survey:  
 
1. The post ha
is often the cas

 been lled b t the  inc m ha
e f

recruited early in t
d 6 ph macis osts, tration trainee p
w year to fill posts in August of  yea

 
2. Financial pressure
post is not being recr

(end o i
.  
nan l yea  or l climate

ited in
 
3. The post is bei d on temp
case for ph
it is diff
complete th  theref e prev nting HS org nisatio s from
ro
 
M
 
A
u
M
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The post would not be classed as vacant using the NHS PEDC definition, as it is currently 
ermanently employed member of NHS staff (who happens to be on M/L).  

ency staff  

A post filled by a locum ncy ou e ncy under the NHS IC 
definition if a recruitm ss  wa ot if t.  
T e post would be cla ca th D ion, as it is not currently 
f nently d m of NHS staff.  
 
This difference is impor ne  pha managers report that the use of 
l y staff can l ir se rovision, particularly during evening / weekend 
s m staff ch n t to
In addition, it is more difficult to cover a vacancy at more senior levels, where specialist 
e onsis t is d to r a pa r service; often more senior 
vacancies are left vacan  re
 
5. Definitions and coding issues  
 
T mmu s  t ree oups requiring professional 

aining and or registration to meet with professional body requirements, who may be in 
e groups:  

 Qualified pharmacist  
• Pre-registration trainee p t  
• armacy techni
• n trainee pha chnicia
• acist assistant (who ay n training)  
 
The NHS Information Centre’  guida rs to pharmacy staff collectively. To 
t  pharmacy comm it is u hat is meant by terms such as:  

harmacy (c  a pha  or not?)  
gistration pharmac ee (co ither a pre-registration trainee 

t or pre-regis aine )  
ld be y te  or another type of technician)  

 
A
 
1. NHS PEDC has met with the NHS IC’s Wo e Information Review Group (WIRG) 
a ewing c itio ide clear guidance of codes to be used 

pleted in the first half of 2010, 
fter which HR departments should have clearer coding guidance, and pharmacy departments 
ill be better equipped to work with HR departments to achieve greater consistency and 

ccuracy of pharmacy workforce information.  

. The NHS IC intends to gather workforce data more frequently and in a more timely way in 
ture. E.g. from July 2010 onwards, the current proposal out for consultation is for monthly 

taff In Post figures to be made available using an extract taken directly from ESR (April’s 
gures will be available in July, May’s figures available in August, and so on). NHS PEDC 
ill be able to request access to this information when required. In the longer term, NHS 
EDC could use it to feed the workforce staff in post numbers into the vacancy survey data. 

filled by a p
 
Locum/ag
 

 or age
ent proce

staff w
 is under

ld be class d as a vaca
 it isn’y, but n

h ssed as va nt using e NHS PE C definit
illed by a perma  employe ember 

tant as a cdotally, rmacy 
ocum/agenc imit the rvice p
hifts, as locu oose whe they wan  work rather than when the service is required. 

xpertise and / or c tent inpu  require  delive rticula
t for this ason.  

he pharmacy co nity under tands that here are th staff gr
tr
training, making the following fiv
•
 harmacis
 Qualified ph cian  
 Pre-registratio rmacy te n  
 Pharm may or m ot be in 

s coding nce refe
hose within the unity nclear w

• Manager – p ould be rmacist
• Pre-re y train uld be e

pharmacis tration tr e pharmacy technician
• Technician (cou  a pharmac chnician

ctions:  

rkforc
nd is currently revi oding defin ns to prov

for various staff groups. This piece of work should be com
a
w
a
 
2
fu
S
fi
w
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This would ensure pharmacy departments work with HR departments to ensure accurate 
ollection and coding of pharmaceutical staff at source and reduce pharmacy departments 
urden on completing the survey.  

nderstanding and streamline processes as far as is practicable.  
 
 
 
 

c
b
 
3. NHS PEDC and NHS IC have agreed to continue to work together to increase mutual 
u
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Table 9 Datasets: NHS Trusts Band 6 and 7  3 month vacancy rates 

0 2010 

 
 
 2008 2 09 

SHA Band 7 and 6 Band 6 Band 7 Band 6 B Band 7 
East Midlands 9% 7% 15% 17% 17% 10%
East of England 23% 14% 16% 8%8% 29% 
London 6% 8% 12% 12% 5% 7%
North East 13% 20% 10% 20% 9%38% 
North West 7% 26% 12% 36% 14% 15%
South Central 11% 7% 19% 11% 14% 17%
South East Coast 19% 18% 16% 7%7% 22% 
South West 12% 21% 8% 8% 20%14% 
West Midlands 13% 15% 18% 19% 15% 14%
Yorkshire & Humber % 16% 17%15 13% 26% 10%
England 9% 16% 14%  13% 11%20%
Northern Ireland % 16% 17%10 14% 3% 4%
Scotland - - 11% 7% 20%39% 
Wales 5% 2% 13% 9% 6% 11%
UK Total* 9% 15% 14% 21% 11% 12%

*Scotland is excluded in 2008 as Scotland did not participate in the 2008 survey. 

Table 10 Datasets:  Band 6 and th vacancy 
 

 
PCT/LHB  7  3 mon rates 

  Band 7 Band 6 
  2008 2009 2010 2008 2009 2010 
East Midlands 11%   7% 0% 0% 0%
East of England   7% 8% 9% 0% 0%
London 27% 18% 26% 23% 28% 0%
North East 100%       0% 0%
North West 15% 11%     22% 0%
South Central 15% 26%     0% 0%
South East Coast 23% 26% 14% 0% 0% 0%
South West 45%   6% 0% 0% 0%
West Midlands 36% 0% 35%   0%   
Yorkshire & Hum  ber 15% 27% 22%       
England Total 1 13% 16% 10%9% 19% 15%
Northern Ireland       0% 0% 0%
Scotland    19% 12% 53% 11%
Wales      0% 17%
UK Total 18% 19% 12% 16% 21% 10%
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Table 11 Datasets: Number of Posts De-established and “At Risk” since 31st May 2009 

 Trusts 

NHS 
Tr

NHS Primary
e 

Primary 
re 

in
 

 usts Trusts Car ca
  Band 7 Band 6 nd 7 and 6Ba B  
East Midlands (126) 5 1) 1 (9) 1 (1) (8 1
East of England (148) 4 )4 8) 1 (2) (101 (1 0
London (403) 8 )16 (5) (317 (30) 3 1
North East (91) 2 4) 3 (3) 0 (0) (5 0
North West (207) 9 8) 6 47) 3 (0) (16 ( 1
South Central (113) 4 7) 8 14) 0 (0) (8 ( 0
South East Coast (108)2 8) 2 13) 0 (1) (8 ( 0
South West (127) 4 7) 5 13) 0 (1) (10 ( 0
West Midlands (120) 3 0) 3 (3) 0 (0) (11 0
Yorkshire &

ber 
 

Hum (136) 6 (0) 0(105) 4 (15) 5
England Total (1578)45 (1218)52 (166) 11 (10) 3

 
able 12 datasets: Locum UT se 

 
  Band 7 Band 6 
East Midlands (21) 13 (8) 1
East of England 4) 17 (8(2 ) 9
London (21) 33 (23) 21
North East (18) 3 (5) 5
North West (29) 16 (26) 9
South Central (16) 7 (15) 4
South East Coast 8) 10 (6) (1 13
South West (10) 4 (21) 3
West Midlands (18) 15 (15) 10
Yorkshire & Humber (10(35) 3 ) 5
England (209) 120 (137) 80
Northern Ireland (6) 2 (3) 3
Scotland (15) 14 (27) 6
Wales (4) 1 (8) 0
United Kingdom (234) 137 (174) 89

(Number of 3-month vacancies in brackets) 
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T
 

able 13 Datasets: Proportion of Trusts in Each SHA with a Band 7/6 Vacancy Problem 

  Band 7 Band 6 
SHA 0 or 1 

vacancy 
2 or more 
vacancies 

0 or 1 
vacancy 

2 or more 
vacancies 

East Midlands 46% 54% 78% 22% 
East of England 82% 18% 77% 23%
London 83% 17% 90% 10%
North East 88% 13% 82% 18%
North West 71% 29% 76% 24%
South Central 33% 80% 20% 67%
South East Coast 17% 80% 20% 83%
South West 47% 95% 5% 53%
West Midlands 25% 76% 24% 75%
Yorkshire & Humber 75% 25% 89% 11% 
England 80% 20% 77% 23% 
Northern Ireland 50% 50% 80% 20% 
Scotland 69% 31% 64% 36% 
Wales 88% 13% 67% 33% 
UK Total 79% 21% 76% 24% 

*Excludes those with no posts in the appropriate band 
**Posts vacant for more than 3 months 
 
Table 14 Datasets;  NHS Trusts Number of Established Band 7/6 Posts in each SHA 
 
  2008 2009 2010 
  Band 7 Band 6 Band 7 Band 6 Band 7 Band 6 
East Midlands 117 79 124 76 126 81
East of England 122 115 146 111 148 101
London 353 351 377 342 403 317
North East 83 62 84 62 91 54
North West 155 191 193 173 207 168
South Central 97 87 104 83 113 87
South East Coast 84 80 100 78 108 88
South West 108 99 117 99 127 107
West Midlands 110 101 112 107 120 110
Yorkshire & Humber 120 112 125 112 136 105
England Total 1,349 1,277 1,481 1,242 1,578 1,218
Northern Ireland 144 80 182 88 182 85
Scotland - - 268 158 223 131
Wales 79 57 70 62 77 71
UK Total 1,572 1,414 2,001 1,550 2,060 1,504

*Scotland is excluded in 2008 as Scotland did not participate in the 2008 survey 
**Figures rounded to whole numbers 
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Table 15 Datasets: Number of Band 7 & 6 Posts in PCT/LHBs*** 
 
  Band 7 Band 6 
  2008 2009 2010 2008 2009 2010
East 9 8 9 0 10 1Midlands 
East of England 15 12 18 0 1 2
London 24 29 30 9 10 5
North East 1 1 3 0 0 0
North West 47 44 47 2 0 0
South Central 12 12 14 1 0 0
South East Coast 13 16 13 1 1 1
South West 12 16 13 0 2 1
West Midlands 3 2 3 0 2 0
Yorkshire & Humber 18 18 15 0 0 0
England Total 155 156 166 12 25 10
Northern Ireland 4 2 2 0 0 0
Scotland - 34 43 - 5 8
Wales 7 2 - 0 0 -
UK Total 166 194 210 12 30 19
 

e 16 Datasets: Number of Band 8 Posts in PCT/LHBs*** Tabl

 
***Data was not collected for Scotland in 2008. Data is not available for Band 5 for 2008. In 

010 data for LHBs for Wales was provided with the trusts data. Figures may not add up due 

 
 
 

   8b Band 8a 

 

Band 8d Band 8c Band
  2008 2009 2010 2008 2009 2010 2008 2009 2010 2008 2009 2010
East Mid  39lands 6 6 6 13 16 15 31 32 27 33 38
East of Englan 47 43d 12 16 16 19 18 20 18 23 23 37
London 85 8625 29 27 20 21 20 40 46 45 78
North East 39 275 5 4 3 3 5 24 28 29 34
North West 14 16 17 16 57 55 56 59 81 8515 15 
South Central 10 9 9 10 5 7 17 19 22 25 30 34
South Ea 46st Coast 6 9 12 9 10 12 20 18 16 35 53
South West 20 458 6 8 7 10 11 15 9 22 18
West Midlands 80 84 7 12 14 13 15 20 25 21 24 68
Yorkshire & H 63 69 71umber 3 7 6 20 20 19 18 18 17 
England Tota 561l 96 115 115 130 135 144 266 270 281 451 541
Northern Irelan 1 1 3 3 6 4 2 17 10 23d 4 1 
Scotland - 13 17 - 15 16 - 52 59 - 146 125
Wales 9 - 1 0 - 18 18 - 6 8 - 35 3
UK Total 736 709101 129 133 149 171 163 278 334 342 503

2
to rounding. 
 
 
 

 115



 

 
 
Tabl 7
 
SHA  Planned 

(Aug 10) 

e 1  datasets: (Band 5) Pre-registration commissions 2006 - 2010  

    

 06/7 07/8 08/9 9/10 10/11 11/12 
East Midlands  36 37 38 39 38 
East of England  49 66 68 75 72 
London  118 185 194 216 205 
North East  26 35 40 39 37 
North 52 64 68 74 72  West  
South Central  34 32 39 44 44 
South East Coast  34 37 38 44 44 
South West  2 34 35 6 28 40 
West Midlands  2  45 4  45 51 51 
Yorks & Humber  57 55 62 71 64 
         Total 540 477 581 626 693 662 
 
Table 18 datasets: retention rates at regis ion  

 

SHA 
% Retention 
07/08 

% Retention 
08/09 

% R ion 
09/10 

trat
 
 etent

East Midlands 76 73 76* 
East of England 74 63 59* 
London 49 50 47* 
North East 64 82 68* 
North West 73 74 67* 
South Central 63 85 73* 
South East Coast 60 75 55* 
South West 85 83 88* 
West Midlands 64 74 61* 
Yorks &Humber 43 55 51* 
Overall 60 64 59* 
* Still to be confirm
 

ed 
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CHAPTE
 
6.1 T  

Direc
Depa

 
6.2  

unity and primary care 
services and staffing. In addition, the significant financial challenges now facing the 

on 

 
6.3 olicy is increasingly focusing on health care delivered closer to home; through 

integrated working across health and social care; with greater involvement of patients in 

 
.4 The NHS reform programme has created seven integrated Local Health Boards and 

 
ive Year Service, Workforce and Financial Strategic Framework 

6.5 d 

itical to 
e engagement of staff and their representatives in the development of 

jointly owned solutions. 

6.6 sform health services, to create 
a health system that is fit for purpose, one that is not just clinically and financially 

 the patient at the centre 
of its planning. It sets out what is required to improve health outcomes, system 

y 

 
6.7  make 

ability and deploy workforce rationally to meet the activity 
demands required locally. 

otal Staffing 
 
6.8 As at
 

• th visiting staff in post, 159 (0.7%) 
more than the previous year; 

R 6: EVIDENCE FROM THE WELSH ASSEMBLY GOVERNMENT 

his Chapter represents the contribution from the Health and Social Services 
torate (NHS Wales) and complements the Chapters from the other Health 
rtments. 

 
NHS Reform in Wales 

There are many factors converging which require NHS Wales to urgently work to
modernise, redevelop and balance front line hospital, comm

whole of the UK economy over the forthcoming years require urgent and radical acti
to be taken in order to create a sustainable health service for Wales. 

Health p

decisions about their health and health care, as well as more public accountability and 
engagement of patients and communities in the design and delivery of services. 

6
three Trusts which abolish the boundaries between different organisations within the 
Health Service which hinder achievement of the above policy.  

F
 

The Framework develops coherent local, regional and all-Wales service, workforce an
financial plans for the next five years. Delivering workforce change to empower the 
front line and modernise the workforce is a key component of this work and cr
its success is th

 
The aim of the Framework is to improve health and tran

sustainable but that embeds excellence in all it does and places

performance and financial sustainability identifying workforce modernisation as a ke
area for achievement. 

Empowering the front line will require modernising and aligning the workforce to
it more sustainable. There is a need to ensure the necessary skill-mix of workforce to 
provide required care sustain

 
T

 30 September 2009 there were: 

 21,585 qualified nursing, midwifery and heal
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•  the 
p

• 1 han the previous 
year but a decrease in senior managers of 95 (8.9%) to 970 and a decrease in 

 
Redu
 
.9 The latest information on NHS posts as at 30 September 2009 that have been vacant for 

NHS T
30 Sep 2009 30 Sept 2008 31 March 2008 

 11,202  scientific, therapeutic and technical staff in post, 360 (3.3%) more than
revious year; and 
6,151 administrative and estates staff in post, 95 (0.6%) more t

maintenance & works of 50 (4.1%) to 1,174. 

ction in Vacancies 

6
three months or more, shows that the overall number of vacancies reported continues to 
fall. 170 posts had been vacant which represents a 24% decrease on the 224 vacancies 
reported 6 months earlier. 

 
rust staff vacancies 

  Per Cent Number Per cent Number Per cent Number
All qualified nurses, m 102.3idwives and HVs 0.2 36.2 0.2 35.3 0.5
Unqua
Visitors 13.7

lified Nurses, Midwives and Health 
0.0 0.0 0.0 1.3 0.2

All qualified 32.6 Allied Health Professionals 0.4 17.1 0.4 17.2 0.8
All qualified
staff (a) 22.7

 Scientific and Technical 
0.3 6.3 0.5 12.3 1.0

  
All qu 14.3alified Healthcare Scientists  0.2 5.0 0.7 15.2 0.7
All unq
staff 0.4 7.5

ualified Scientific and Technical 
0.2 2.0  

All other staff (excluding medical and 
dental 0.1 29.5 0.3 81.8 0.7 172.8
 
 

6.10 ws: 
 

30 Sep 2009 30 Sept 2008 31 March 2008 

Looking in more detail at Allied Health Professionals Group, the figures are as follo

 mber Per cent Number Per cent Number Per cent Nu
Qualified A
Profession

llied Health 
als:       

Chiropodis -ts 0.4 1.0 0.4 1.0 - 
Diagnostic 4.8Radiographers 0.4 4.0 0.1 0.7 0.6 
Therapeutic 2.7 Radiographers 3.3 4.5 0.6 0.7 2.3 
Dietet cs 1.0 1.0 2.5i 0.2 0.6 0.4
Occup 8.1ational Therapists 0.4 5.1 0.6 6.5 0.8 
Ortho 1.0ptists/Optics 0.0 0.0 0.0 0.0 1.5 
Physiothera 7.4pists 0.1 1.0 0.2 3.0 0.6 
Speech and  6.0 language therapists 0.2 1.0 1.1 4.4 1.6
Pharmacis 8.2ts - - 1.0 4.8 1.9 
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Staff Earning Under £21,000 
 
6.11 The following table shows the number of staff (26,826) as at April 2010 by band and

spine point who earn less than £21,000.  

AfC Band AfC Spinal TOTAL Basic 

 

 
 

 
 
 
 
 

ic 
ace 

 through a shift from 
hospital to community a re supported by an increased proportion of the 
workforce who deliver care out of hospital. This should not only focus on future 
commissioning b n train 
exis ng staff fo  

 
6.13 The e w e moderni tio ram  to: 
 

• p a str iew of the wo  conf tion and workfo mbers 
d to m ure, high quali zen c  service need, i ing 

solutions and facilitating implementation  

Point FTE Salary  
 

Band 1 147 £    13,653  1 .72
Band 1 2 £413.71     14,008 
Band 1 3 1429.47 £    14,364 
Band 2 1 1034.87 £    13,653 
Band 2 2 £    1186.09 14,008 
Band 2 3 990.67 £    14,364 

 
 
 Band 2 4 3 £    1 80 .02 4,779 

Band 2 5 2475.47 £    15,194  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Band 2 6 1584.44 £    15,610 
Band 2 7 663.61 £    16,145 
Band 2 8 4538.79 £    16,753 
Band 2 no spine point 2.60  
Band 3 10 1056.77 £    15,610 
Band 3 11 1136.08 £    16,145 
Band 3 12 2749.40 £    16,753 
Band 3 6 577.02 £    17,118 
Band 3 7 758.99 £    17,604 
Band 3 8 1439.15 £    18,152 
Band 3 9 897.84 £    18,577 
Band 4 11 349.94 £    18,152 
Band 4 12 430.78 £    18,577 
Band 4 13 989.19 £    19,250 
Band 4 14 706.63 £    19,933 
Band 4 15 466.47 £    20,554 

Workforce Strategy 
 
6.12 The overall direction of change is the development and implementation of a strateg

workforce modernisation framework to ensure that NHS Wales has strategies in pl
to re-balance the workforce to support whole systems change

nd primary ca

 numbers 
r new and

ut also clearly demo
extended roles. 

strate progress to develop and re
ti

 aims of th orkforc sa n prog me are

develo
require

ategic v
eet fu

rkforce
ty, citi

igura
entred

rce nu
dentifyt
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• promote and encourage systems/processes where staff can be appropriately 
eloped, supported and empowered to deliver new models of care 

• promote policies that will ensure that NHS Wales as part of the wider public 
sector, b s an employer of choice which will be essential to a and retain 

itted a te rce. 
 

be established to m progress against a number of 
erfor r  ple: all organ  ected to work towards 

achievem  a 1 ncre e in th or f s ovidin ces
community setting, to be achieved between 2010 to 2013. 

 
6.15 Last year we launched a new framework to provide guidance to nurses to help them 

develop fulfilling careers within the NHS in Wales and support modernising of services 
to improve patient care. The framework was developed in association with frontline 
nurses. 

 
6.16 The Post Registration Career Framework sets out for the first time clear guidance for 

nurses in planning their future careers and provide opportunities for a highly skilled 
workforce. 

 
6.17 New roles will be developed including a new ‘rural practitioner’ under the Rural Health 

Plan – multi-skilled professionals who will cover services across NHS Healthcare and 
social care to serve rural communities. 

 
6.18 In the last year, a further 148 nurses, pharmacists and other health professionals 

commenced non medical prescribing programmes. This has led to these practitioners 
being able to conduct their own clinics which releases medical resources to be devoted 

ervice 

6.19 D e
patie

 
Annual O
 
6.20 All o emonstrate changes to skill mix across all grades and bands 

w
Chan  
deplo
exper  staff in Bands 1-4 of 3% per 
a

 
6.21 Progr
 

d grade 

• the number of medical staff positions; and 

trained, dev

ecome ttract 
a comm nd compe nt workfo

6.14 An agreed b
p

aseline will 
mance ta

easure 
isationsgets, for exam are exp

ent of 0% i as e prop tion o taff pr g servi  in a 

to other more urgent clinical needs, meaning enhanced efficiency and s
improvement. 

 
ev lopment of a new role of a Maternity Care Support Worker is also improving 

nt care by freeing up the time of more senior staff. 

perating Framework Target for Workforce Redesign 

rganisations must d
hich maximise the use of flexibilities available under the provisions of Agenda for 

ge and medical contracts. This skill mix change must ensure that staff are only
yed in roles and in a band which require their level of skill, knowledge and 
ience. This skill mix change must reflect growth in

nnum between 2010-2013. 

ess will be assessed through: 

• baseline analysis of the full time equivalent and basic pay by A4C band an
for medical staff, in the 12 month period to 1 April 2010. This will be repeated in 
the 12 month period to 31 March 2011; 
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• analysis of average basic pay per employee, which will be expected to have 
reduced by 1% between 1 April 2010 and 31 March 2011. This figure will be 
adjusted to take account of pay awards and incremental drift. 

a more 

 factors; however the requirement to demonstrate change is 
essential. 

.23 Staff in all A4C bands should be supported to develop competencies to the maximum of 
ould be expected for those 

roles banded at assistant practitioner (band 4). 

6.24 target refers to the whole workforce and all professions.  

ducation and Tra  Commissioning 

6.25 The nom l e p  c e  to d h wha , 
ommitted o ensu i ropriate numbers of training places are availab

 number of training p encin t
S d ned wi th q nts for 2 and d

urses, bring the 
th last year’s figure of 6387.  

mmunity health nursing from 123 in 2009/10 to 170 
%, reflecting the NHS restructuring and the shift to 

Agen

.28 Evidence since then indicates that only about 20-30% of staff have used the system to 
record personal development reviews using eKSF. This has coincided with the period of 
NHS Reform in which the great majority of our NHS organisations have been through 

rs with consequent changes in management arrangements. Concerns had also 
xpressed that the KSF documentation was daunting and inflexible. We have 

 
6.29 

 challenges facing NHS 
e coming years. This is expected to report by Spring 2011. 

 
6.22 This target represents intent to see a shift from the current pattern of skill mix to 

balanced workforce utilising all staff appropriately. The annual percentage will be 
dependent upon local

 
6

the band descriptors. Additional competencies and training w

 
The AOF 

 
E ining
 

 current eco ic c imat rovides new
ng app

hall nges o more wit t we have
but we are c
The

t r le. 
 based laces for the academ

etermi
ic year comm

eir re
g Sep ember are

on what the NH  have ll be uireme 013 beyon . The 
new places, in conjunction with students already undertaking training co
number of students in training to 6419 compared wi

 
6.26 The places include an increase in co

in 2010/11, an increase of 38
provide more services closer to people’s homes. 

  
da for Change 

 
6.27 Good progress was made in agreeing KSF Post Outlines prior to the recent NHS 

Reforms in Wales with over 70% of staff having an agreed Outline as recorded via 
eKSF. 

 
6

merge
been e
therefore been waiting for the outcome of the Institute of Employment Studies work as 
commissioned by the Social Partnership Forum in England. 

Now that the report is available and been accepted by the NHS Staff Council, the Welsh 
Partnership Forum has commissioned a small Task Group to recommend the way 
forward in Wales under the direction of our National Leadership and Innovation 
Agency on making effective use of the KSF as part of our staff performance and 
development processes and in the context of the significant
Wales as a whole in th
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Pharmacy Vacancies Managed Service 2008-2010 
 
.30 Pharmacy in the managed service continues to have difficulty in recruitment due to 

petition from the community sector for pharmacists. Some recent work has been 
undertaken comparing the vacancy rates for pharmacists in Wales with elsewhere in the 

 
Over

 

6
com

UK.  

all vacancy rates for pharmacists in England vs Wales from 2008-2010: 
2008 2009 2010 

 

o. fill posts 

N
o filled

posts 

N
o filled

c No. FTE 
established 

posts 

N Vac 
rate 

No. FTE 
established 

Vac 
rate 

No. FTE 
established 

Va
rate 

ed   

Engla % nd  6612.66 
 

5693.98 13.9% 7064.53 6035.17 14.6% 7329.18 6459.12 11.9

Wales    499.43 
 

479.93 3.9% 522.38 488.60 6.5% 539.88 501.74 7.1%

 
6.31  

dministration in the UK. 
Overall pharmacist vacancy rate in Wales remains lower than any other region or
devolved a

 

Staffing Establishments/Vacancy Rates
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Rate of growth of established pharmacists posts 2008-2010 England vs Wales 
 
6.32 Rate of growth in FTE posts has decreased in 2009-2010 compared to 2008-2009 

however there has been consistent growth from 2008-2010. 

 2008 – 2009 2009 -2010 
 

 
 Increase 

in FTE  
posts 

% increase of 2008 
posts 

Increase 
in FTE 

% increase of 2009 
posts 

 posts  
England  451.87 6.8% 264.65 3.7% 

 
Wales  23.95 

 
4.6% 17.5 3.3% 

 
Band 6
 

 

 
 Pharmacists 

2008 2009 2010 
 

 
No. FTE 
established 
posts 

N
o. 

filled 

Vac 
rate 

No. FTE 
established 
posts 

N
o 

filled 

Vac 
rate 

No. FTE 
established 
posts 

N
o 

filled 

Vac 
rate

England  977.01 23.4 1241.95 938.87 24.4% 1218.09 1027.29 15.7%1275.64 
Wales 57.4 57.4 0 62.30 56.20 9.8% 70.50 55.31 21.5%

 
 

Wales Band 6 posts
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elsh vacancy rate for Band 6 pharmacist in 2010 is 21.5%.  
  
6.33 W
 

• Most Band 6 pharmacist posts in Wales are training posts and carry a requirement 

 us well in 
s 

to study for the Diploma in Clinical Pharmacy. They are 2 year posts fixed term. 
• These posts are partly funded by NLIAH. This principle of funded band 6 posts 

attached to a Diploma in Clinical Pharmacy course of study has served
Wales and has attracted many recruits eg in 2008 the vacancy rate for band 6 post
in Wales was 0% 
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• Workforce returns resulted in an increase in the number of commissioned band 6
posts in the 2009 intake however the pre-reg pharmacist commissioned posts 
number, our main recruitment pool to 

 

band 6 pharmacist, did not increase until the 
following year due to the recruitment time lines.  

ly 
yed 

th 

 In
-  
th

 
6.35 W

o
th

 
and 7 Pharmacists 

6.36 T
 
6.37 T

in
 
 

• Last year a delay in the allocation from NLIAH combined with increasing
complicated recruitment procedures at Health Board level resulted in dela
advertisement of posts compared to those in England or those in community 
pharmacy.  

• The result was an inability to recruit to all the posts advertised plus some 
commissioned posts did not even get to advert as they were blocked by the Heal
board and therefore increased the vacancy rate. 

 
6.34 creasingly pre-registration pharmacists – our main recruitment pool into band 6 posts 

 state increasing student debt and the need to earn more money as reasons for leaving
e NHS and moving to community.  

e believe that this increase was brought about by the particular circumstances 
utlined above and should not be repeated  next year but we will continue to monitor 
e position closely. 

B
 

he rate of vacancies at band 7 has fallen from 2009-2010. 

he number of band 7 posts although increased from 2009 levels is still not as high as 
 2008.  

2008 2009 2010 
 No. FTE 

established 
posts 

N
o. 

filled 

Vac 
rate 

No. FTE 
established 
posts 

N
o 

filled 

Vac 
rate 

No. FTE 
established 

N
o 

filled 

Vac 
rate 

posts 
England     1577 1283.68 18.63%
Wales 10.9%86.86 81.72 5.9% 72.4 58.2 19.6% 77 68.6 
Informatio ta
National NHS
National NHS
National NHS lishment and Vacancy Survey 2008 
 
Action t k
 
6.38 P m

se i  
team

 O
q
su

 
 
 
 

n ken from:  
 Pharmacy Staffing Establishment and Vacancy Survey 2010 (personal communication) 
 Pharmacy Staffing Establishment and Vacancy Survey 2009 
 Pharmacy Staffing Estab

a en by Health Boards 

har acy in Wales is active in reviewing skill mix and constantly reviews which 
rv ce delivery roles can be undertaken by different members of staff in the pharmacy

. 
 
6.39 fficials are currently looking at the gap in employment packages/salaries for newly 

ualified pharmacists between community and the managed sector with a view to 
ggesting an alternative remedy to recruitment and retention premia. 
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Midwives 

6.40 T
w
d  on 
p e 
in eans that 
so
co wte vacancies at 30/09/2008 (0.2%).    

 
6.41 In ntly 

b
 
Financ
 
6.42 A

5 e for a reduction of 
3% a year from 2011/12 onwards. Normal operational cost pressures add 3.5-4.5% to 
N
p
p

 
.43 Patient demands are becoming more complex overall, with an upward pressure on 

av
tr
p
o
co
in

 
6.44 E

im -
ev  
N
eq revenue budget over the next three 
years in addition to the current years target. 

6.45 F
ta l of the 
se  The 
to y around 3.1% per year on 
average and by 12% over the coming 4 years.  This means that the Budget in 2014/15 
w

 
6.46 T  end 

of
2 ary to start to 

 
he number of midwifery training places has increased in each of the last three years, 
ith an increase from 110 in 2009 to 123 in 2010 indicating an identified increasing 
emand for midwives based upon anticipated retirement patterns of current staff and
redicted increase in the birth rate. In terms of numbers employed there were 1227 wt
 2009 compared with 1322.8 wte in 2008 – the re-configuration of services m
me management posts have been merged. There were no vacancies at 30/09/2009 
mpared with 3.0 

 
NHS Wales Staff Survey 

 view of the major reorganisation of NHS Trusts and LHBs, consideration is curre
eing given to the format and timing of the next All Wales NHS Staff Survey. 

e 

nnual growth in the Health and Social Services revenue budget has reduced from 
.2% in 2007/08 to 2.6% in 2010/11.  The planning assumptions wer

HS operating costs each year, so the increasing gap between costs and funding is 
ushing up the requirement for savings well beyond the reach of basic efficiency and 
roductivity savings. 

6
erage “per capita healthcare costs” as a consequence of changing demography (this 

end is expected to accelerate with the projected growth in the over 85 cohort of the 
opulation). In addition NHS cost inflation typically runs at 1-2% above RPI  because 
f the impact on nationally negotiated pay awards and its dependence on high cost 
nsumables (eg blood products) which are subject to high levels of annual cost 
flation. 

ven with growth of 2.6% in 2010/11 there was insufficient new funding to meet the 
pact of previous NHS pay awards. The NHS is targeting savings of £436m to break
en this year. Planning assumptions for the next 3 years from 2011/12 will require
HS organisations to reduce their costs by 7%pa or 19.6% over this period. This 
uates to a reduction of £1.1 billion on the current 

 
ollowing the announcement of the Comprehensive Spending Review, it is likely to 
ke a number of weeks for the Assembly Government to work through the detai
ttlement and to make difficult decisions about its individual portfolio budgets.
tal Assembly Budget (capital and revenue) is set to fall b

ill be £1.8 billion lower in real terms than it is this year. 

he scale of the real terms reduction for the Health budget will become clear by the
 November/ beginning of December and at that point the outline financial plans for 

011/12 and beyond will need to be reviewed and revised as necess
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.47 On the key issue which the NHSPRB is asked to consider this year, the Assembly 

G nd 
c
a
o n. 

 

ogress next year’s resource planning process (service capacity, workforce and 
nance) to be able to target its completion by early in the new calendar year.  

mendation 

6
overnment agrees with the arguments set out in Chapter 4 of the Evidence a

onsequently believes it would be appropriate for a flat rate increase of £250 to be 
warded to NHS staff in Wales earning less than £21,000 for 2011/12.  On the basis 
f the figures in paragraph 6.9 this would cost about £8.0 millio
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CHAPTER 7: EVIDENCE FROM THE SCOTTISH GOVERNMENT HEALTH 

TORATES  DIREC

 
7.1 

formed by NHSScotland employers.  It confirms the 
Scottish Government’s endorsement of evidence given elsewhere that represents a 

n position. 

 confirmed that, for 
2011/12, the Scottish Government has announced a pay freeze for all public sector 

 

announced that no member of staff in the public sector should be earning less than the 

crease of 
endation on the 

level of uplift to be applied to those Agenda for Change staff who earn under £21,000 

 
7.3 

band 
ith 

F. Employee Experience, Morale and Motivation 
G. Issues From Previous Reports (Pharmacists) 
H. Conclusions 

Section
 
7.4 

made available by Spending Review outcomes.  The constraints of the Spending 
s in 

 
7.5 

d staff where possible.  
As well as designing a pay policy which supports these aims, the Scottish 

ff 
f 

 
Introduction 

The following evidence has been prepared by the Scottish Government Health 
Directorates (SGHD) and in

Great Britai
 
7.2 The Scottish remit letter from the Cabinet Secretary for Health and Wellbeing to the 

NHS Pay Review Body (NHSPRB) submitted with this evidence,

staff earning basic salaries of over £21,000 per annum.  The Scottish Government has
also made a commitment to protect those staff on low incomes and has already 

living wage of £7.15 per hour.  We have also announced that staff earning basic 
salaries of less than £21,000 per annum should receive a minimum annual in
£250.  The remit given to the NHSPRB, therefore, seeks a recomm

per annum.   

The NHSPRB has also stated that it would wish to consider again the issue of a 
national recruitment and retention premium payment for hospital pharmacists at 
6 and 7 level of Agenda for Change.  Our evidence this year, therefore, is in line w
the remit and is set out as follows: 

 
A. The Scottish Context 
B. Resources, Affordability and Pay 
C. Economic and Labour Market Conditions in Scotland 
D. Workforce 
E. Workforce Planning 

 
 A – The Scottish Context 

All pay policy for NHS staff in Scotland must be set within the context of the finance 

Review already mean that efficiency savings will have to be delivered by Board
Scotland and this is addressed in more detail in the Resources, Affordability and Pay 
section of our evidence.   

The Scottish Government recognises the need to exercise pay restraint in the public 
sector over the next few years whilst supporting the lowest pai

Government wishes to go further in protecting the most vulnerable members of sta
and has therefore announced the introduction of a minimum “living wage” rate o
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£7.15 per hour for all public sector staff in Scotland.  For Agenda for Change staff, 
this will mean not using Point 1 on the pay scale and ensuring all staff are 
Point 2 which equates to £7.16 per hour. 

In facing the challenges of the future, we are also committed to ensuring that 
resources are concentrated on frontline services.  With this in mind, we have 
announced that we intend to reduce the number of senior managers in NHS Scotlan

on at least 

 
7.6 

d 
by 25% over the next 4 years.  This will  mainly affect the NHSScotland Executive 

it of the Pay Review 
Body, although some of the target group for this exercise may include more senior 

 
7.7 

 

the life of this Parliament; secondly, that quality of 
care will continue to be the guiding principle behind all decisions; and, thirdly, that by 

 
7.8 ntinues to set 

an ambitious agenda for continuous improvement in the NHS.  NHS Scotland’s 

and Senior Management cohorts and is therefore outwith the rem

non-clinical band 8 and 9 Agenda for Change staff. 

In the context of tightening budgets, a stable and committed NHS Scotland workforce 
will be key to delivering the Scottish Governments policy objectives.  Recognising
the concerns that staff may have currently, the Cabinet Secretary for Health and 
Wellbeing has given three key assurances.  First, that there will be no compulsory 
redundancies in NHS Scotland for 

the end of the current Parliament there will be more people working in NHS Scotland 
than there were at its beginning. 

Even in times of serious financial challenge the Scottish Government co

Healthcare Quality Strategy (which can be found at: 
www.scotland.gov.uk/Publications/2010/05/10102307/8) was launched in May 2010 
setting out the drivers for realising the shared aim of delivering the highest quali
healthcare services to the people of Scotland.  These drivers are framed around three 
Quality Ambitions: Safe, Effective and Person Centred care. The Quality St

ty 

rategy 
builds upon existing foundations of quality in NHS Scotland and is a development of 
the policy direction set out in Better Heath, Better Care ( 2007).  The Quality Strategy 
is based on three key Quality Ambitions. These are;   

• Mutually beneficial partnerships between patients, their families and those 
delivering healthcare services which respect individual needs and values and 
which demonstrate compassion, continuity, clear communication and shared 
decision-making. 

• No avoidable injury or harm to people from healthcare they receive, with an 
appropriately clean and safe environment provided for the delivery of healthcare 
services at all times. 

• The most appropriate treatments, interventions, support and services provided at 
the right time to everyone who will benefit, with wasteful or harmful variation 
eradicated. 

.9 The approach used to implement the Quality Strategy is grounded in the principles of 
nd co-production, working with and through people to create and sustain a 

culture where quality thrives and where the contribution of every individual is 

 

 
7

mutuality a

recognised and valued at all levels.  This reinforces the values of cooperation and 
collaboration with staff, patients, public and partners.  Staff are valued and it is 
important that leadership is recognised at all levels and supported to do what they 
came into the NHS Scotland to do.  
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7.10 o make 

the changes needed to provide the highest quality healthcare. In order to achieve this, 

 

 
.11 The Scottish Government is establishing the Quality Alliance Board to begin to make 

ork 

 
.12 An implementation framework is being developed to support three ambitious Quality 

d 

 
7.13 mme 

he 
r 

 and 
uring 2009-10, 15 NHS Boards participated in the first year of this work 

by procuring and delivering patient experience surveys involving randomly selected 
 

 September, with 15 Board reports and 96 site level reports 
finalised and released in October.  These Boards are all developing action plans 

e areas that patients have told them should be improved.  A second 
en in 2010-11.   

 
7.14 Further work is being led by this programm  regarding the quality of the experience 

of patients living with long term conditions s well as considering how to access and 
gather the experiences of those not included in the two national surveys.  The 
programme is also tasked with leading work on developing a mixed portfolio 
approach to gathering and analysing patient experience. 

 
7.15 Person centred care can only be delivered i

and understood and therefore this programm  of work will continue to mature to 
ensure that staff and their partners have the capacity and capability to undertake 
consistent and reliable activities to gather and understand patient experience and that 
they are mainstreamed and sustainable across the whole system. 

The implementation of the Quality Strategy will mean staff will be supported t

we will need to have a renewed focus on issues fundamental to our professional and 
clinical values such as clinical excellence, empathy and compassion for everyone 
working with and for NHSScotland. Staff who feel valued, respected and involved
have been shown to deliver higher quality care for their patients.  There is a 
recognised correlation between staff experience and wellbeing, and patient experience 
and wellbeing.   

7
the necessary changes to  streamline structures and reporting arrangements to 
maximise impact around quality.  Everyone working with and for NHSScotland, 
Scottish Government Health Directorates, and all those working in partnership with 
NHSScotland throughout each patient’s journey in Local Authorities and in the Third 
Sector, will be invited to be part of the Quality Alliance. Functioning as a virtual 
community, it will enable people to exchange ideas, share developments and netw
to maintain engagement, momentum and pace towards our Quality Ambitions.  The 
implementation of the Quality Strategy is a shared responsibility.  

7
Programmes, each aligned to one of the three Quality Ambitions. Each will be linke
to the Quality Alliance Board.  A number of high level Quality Outcome Measures 
are being developed as part of the Quality Measurement Framework.  

Linked to this, the Better Together Programme is a national improvement progra
central to the delivery and achievement of the principles and ambitions laid out in t
national Healthcare Quality Strategy.  The programme supports NHS Boards to gathe
and use patient experience data to influence and inform service planning, delivery
redesign.  D

patients that had an overnight stay in an acute care setting between October 2008 and
September 2009. The 15 surveys have been analysed and collated into one document 
which was published in

focusing on th
inpatient survey will be undertak

e
 a

f the patient experience is fully explored 
e
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7.16 A Force for Improvement published at the beginning of 2009 is the workforce 
framework for NHSScotland and implementation has been steadily progressing to 
ensure cohesion and coherence in delivering care by developing existing practice
extending best practice to fill gaps in delivery, evidencing change and ensuring 
consistency across NHSScotland. 

 and 

 
.17 The workforce framework works in synergy with the NHS Scotland Healthcare 

ges 

 
7.18 aintain and develop skills, morale and 

motivation and involving staff in making changes work in every setting including 
 and agency boundaries.  We recognise the importance of knowing what 

impact the workforce is making and to demonstrate that we are developing workforce 

e wider public 

Section

.19 This section sets out the financial context including assumptions on funding available 
in 2011-12. It also highlights the challenges the Scottish Government Health 
Directorates face in a period of reduced funding growth whilst demand for services 
continues to increase alongside higher expectations of service quality. 

ackground

7
Quality Strategy. The framework is being used as a tool to support workforce chan
underpinning improved services for patients and their families and seeking to achieve 
best value through a sustainable, affordable and safe workforce. 

We are investing in the workforce to m

across team

measures as part of the Quality Measurement Framework. We already have a wealth 
of evidence from NHS Boards about the progress they have made against the actions 
in the framework and we need to sustain that progress and build on it working in 
partnership across the health and social care agenda and across th
sector. 

 
 B – Resources, Affordability And Pay 

 
7

 
B  

.20 In June 2010 as part of the UK Emergency Budget, the Chancellor set the scene for 
public sector pay over the next two years announcing a pay freeze for public sector 
staff earning in excess of £21k.  The budget also heralded increased costs in respect of 
both standard rate VAT (increase from 17.5% to 20% from January 2011) and 
changes to national insurance contributions thresholds. 

.21 The scale of the total reduction in the Scottish Government budget for 2011-12 has 
uired tough decisions to be taken about expenditure across government and careful 

nsideration of pressures and priorities in all portfolios. However, the health budget 
has received the full Barnett consequentials of £280 million towards its resource 

gy 
s.  

 
7.22 

 

 
7

 
7

req
co

budget. This has lifted the resource budget by 2.7% to £10.8 billion. Notwithstanding 
the increase in NHS funding, issues such as the ageing population, new technolo
and the cost of drugs mean that the NHS will still face considerable budget pressure

These pressures mean that the NHS will need to deliver maximum value from our 
investment through a focus on increased efficiency while protecting the quality of 
care.  

 131



 

7.23 Conditions in the Scottish labour market have deteriorated significantly since the 
economy fell into recession. Weaker demand in the economy has contributed to a 
decline in employment levels. 

 
.24 Recent developments again point to an uncertain economic picture. While the 

recovery in the UK and the euro-area has gained momentum, in countries that were 
quicker to come out of recession, such as the US and Japan, there are increasing signs 
of a slowdown in activity.  

inancial Position

7

 
F  

.25 The financial position in 2010-11 is already challenging and requiring NHS Boards to 
make savings of 3.1% in 2010-11 to ensure financial breakeven. 

.26 The full extent of additional funding available to NHSScotland was confirmed at the 
Draft Budget 2011-12 announcement on 17 November 2010. 

.27 NHS Boards will have around 1% additional cash funding in 2011-12 after taking 
account of Government priorities and commitments such as the abolition of 
prescription charges, to meet cost pressures and service demands. 

.28 First call will be meeting known cost pressures within the system; these include 

 
7.29 

und 
 services, training of new nurses, role of local general 

Pay

 
7

 
7

 
7

 
7

increased costs in respect of pay, supplies, drugs etc.  Due to significant operating 
pressures such as demographics, drugs and technology together with cost pressures 
arising from incremental pay progression, NHSScotland will not survive on the 
funding uplift alone. In 2011-12, it is expected that these NHS cost pressures will 
significantly exceed the formula consequences discussed above.  

It is therefore estimated that NHS Boards will again need to deliver and retain a 
minimum of 3% efficiency savings to achieve financial balance. To achieve these 
efficiency savings required consideration will require to be given to real issues aro
staff reductions, sustainability of
hospitals, and so on – issues which will put NHSScotland under pressure   

 
 

 
7.30 

 Change staff 
y 

 
7.31  

etween 
1.2% and 1.8%.  In 2010/11 there are an estimated 51,000 whole time equivalent staff 
earning less than £21,000 and who would, therefore, qualify for the £250 flat rate 
uplift.  This equates to some 40% of all Agenda for Change staff.  The estimated cost 
of applying the £250 uplift in Scotland would be some £17m. 

 
7.32 This is a significant cost for the NHS Scotland budget given the current financial 

climate and the need for Boards in 2011/12 to find savings to ensure a financial 

Against the background described above, the NHSPRB has been asked to provide a 
recommendation on the level of uplift to be applied to those Agenda for
who earn under £21,000 per annum taking account of the Scottish Government’s pa
policy which recommends a minimum £250 flat rate uplift across the public sector.   

For  NHSScotland Agenda for Change staff, a £250 flat rate increase for those
currently earning less than £21,000 would equate to a percentage increase of b

 132



 

breakeven position as highlighted in the evidence above.  These affordability issues 
are central to the Scottish Government’s evidence this year.  The Scottish 

 

0.   
 

ection C – Economic And Labour Market Conditions In Scotland 

7.33 e to 
ic 

st advanced economies acted to accelerate the return to GDP 
growth and support private sector activity.  Conditions within the financial sector 

cal 

 
7.34 

put 

 
.35 However, the recovery stalled in Q1 2010 with Scottish GDP falling by 0.2%, 

latility of output in the early stages of recovery. This was followed 
by strong growth in Q2 2010, with Scottish output expanding by 1.3% over the 

 
 

 
 
 
 
 

rowth Forecasts

Government has already made a commitment to the lowest paid by introducing a
living wage of £7.15.  Taking this into account, as well as the healthy recruitment and 
retention situation, and contrasting this with the constrained financial position which 
NHS Scotland will face, the Scottish Government considers the 2011/12 uplift for 
NHS staff earning under £21,000 a year should be a flat rate not exceeding £25

S
 

In the middle of 2009, the recession associated with the global financial crisis cam
an end with the world economy entering the recovery phase. Unprecedented econom
stimulus packages in mo

have improved since the recession, although the intensification of fears over the fis
position of a number of euro-area economies led to a degree of instability in financial 
markets in the first half of 2010.   

The Scottish economy exited recession during Q4 2009 with growth of 0.1% after five 
consecutive quarters of decline. Over the course of the recession, the Scottish 
economy has performed marginally better than that of the UK, with Scottish out
declining by 5.7% during the downturn compared to 6.4% for the UK. 

7
highlighting the vo

quarter, broadly similar to growth of 1.2% for the UK. Provisional data for UK GDP 
for Q3 2010 indicate that the recovery continued at a robust pace of 0.8%.  

 
 

 
 
 
 
 
G  

7.36 
nnual contraction of 

the post-war period. However the recovery is expected to be driven by emerging 
economies rather than advanced economies. Indeed, advanced economies are 

 
The International Monetary Fund (IMF) forecast that global growth will rebound 
strongly in 2010 and 2011, having declined in 2009 – the first a
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expected to grow by just 2.7% and 2.2% in 2010 and 2011 respectively, compared to 
7.1% and 8.4% in emerging and developing countries over the same period.    

.37 owth in the near 
and medium term. Fears that high levels of government debt may lead to sovereign 

f
cou
the e, 
stil of fiscal 
reb

 
7.38 On

Review (CSR) which details how the UK Government will meet the cuts in spending 

fro g 
tax
bal
sus aken into account. The impact that these spending cuts and tax 
increases will have on the economy is one of the key risks to the economic outlook in 

nd Scotland.  

K 

pected to be 
stronger than previously forecast as a result of higher private sector investment. 

n the 

 
7.40 xpect growth in output of around 1% in 2010. 

The recovery is then expected to gain further momentum in 2011, with growth in 

he Labour Market

 
7 Considerable uncertainty remains surrounding the outlook for GDP gr

de ault and difficulties in meeting interest payments in some peripheral euro-area 
ntries caused uncertainty in financial markets. These fears were eased following 
 intervention from the EU and IMF, although many countries, in particular Greec
l face inflated yields on debt and will continue to do so until the process 
alancing is complete.  

 the 20th October, the UK Chancellor delivered his Comprehensive Spending 

outlined in the June 2010 Budget. The majority of budget tightening (73%) will come 
m reductions in government spending, the rest (27%) will come through increasin
es. The plan is to eliminate the structural budget deficit by 2014/15, implying a 
anced budget when the effects of fluctuations in growth around its long-term 
tainable rate are t

the UK a
 
7.39 In the June 2010 Budget, the Office for Budget Responsibility judged that the UK 

economy would grow by 1.3% in 2010 as the private sector recovery takes hold. U
GDP growth during 2011 and 2012 has been revised down given the lower 
contribution expected from the public sector. Medium term growth is ex

However, if the private sector is not able to offset the planned retrenchment in the 
public sector, there is a risk that cutting public spending to the degree outlined i
Budget could potentially lead to further falls in GDP and a possible ‘double-dip’ 
recession. 

For Scotland, independent forecasts e

output of around 2%.  
 
T  

 
 
 
 
 
 
 
 
 
 
 
 

Unemployment Rate (16+), Scotland and UK

6

7

 R

10

8

9

at
e 

(%
)

0

1

2

3

4

20
00

200
1

2002
200

3
2004

2005
200

6
2007

20
08

200
9

2010

U
ne

m
pl

oy

5m
en

t

Scotland UK

 

 134



 

7.41 The decline in Scottish output during the recession led to a sharp deterioration in the 
Scottish labour market. Despite the economy emerging from recession in the final 

w 
ts with the UK as a whole where 

unemployment has remained broadly stable at around 8% for the past year.  

7.42 
 into 

e point last year. 

quarter of 2009, conditions within the Scottish labour market have continued to 
weaken over the first seven months of 2010. The Scottish unemployment rate is no
8.6%, up from 4% prior to the recession. This contras

 
The continued rise in unemployment in Scotland has also been associated with an 
increase in employment. This is due to an increase in the flow of people moving
the labour market, with some gaining employment whilst others continue to seek 
work. However the overall level of employment in Scotland remains around 50,000 
lower than at the sam

 
Wages 
 
7.43 Falling GDP growth and unemployment rates led to a significant reduction in nomina

wage growth. In the year to April 2010, annual wage growth (excluding bonuses) 
slowed significantly before recovering slightly to just under 2%. 

Annual growth in UK earnings including bonuses was less than consumer price 
inflation from May-July 2008 until December-February 2010, meaning that during 
this period the purchasing power of wages declined in real terms. 

l 

 
7.44 

 
 
 

 
 
 
 
 

io

 
 

 
 
 
Inflat n 

Consumer price inflat
 
7.45 ion fell sharply during the economic downturn, in line with the 

contraction in demand associated with constrained credit and greater economic 

bee of 
2% rary factors, 

3.5
to s

uncertainty. Inflation has since risen to a peak of 3.5% but has since fallen and has 
n stable at 3.1 % since July 2010, (more than 1% point above the inflation target 
). The reason that inflation is so high is due to a number of tempo

including rises in food and fuel prices over the past year. The fall from the peak of 
% indicates that the impact of some of these temporary factors may be beginning 
ubside.  
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7.46 Yet inflation is expected to remain above the UK Government target of 2% in the 
medium term as higher import costs and the rise in VAT at the beginning of 2011 feed 

 

 
 

 

 

 
 
Outloo

into higher prices. However throughout 2011 inflationary pressures are expected to
ease as the continued weakness in consumer spending weighs down on prices.  

 
 
 

 
 

 
 
 

k 
 
7.47 There is cons

economies. B
iderable uncertainty surrounding the outlook for the UK and Scottish 
usiness surveys, which give an indication of conditions in the economy 

hich GDP growth will create jobs is also uncertain. Although the 
my exited recession during Q4 2009, the labour market is yet to show 

.49 PI
 

som
n

 

before official statistics are published, report that growth in Scotland may have 
ther weakened in Q3 2010, particularly towards the end of the quarter. Looking fur

forward, the key risk to the outlook is the impact of fiscal consolidation on GDP 
growth as there is a risk that the measures outlined in the June Budget and 
Comprehensive Spending Review could lead to further contractions in GDP. Scottish 
forecasters expect growth to remain below trend during 2010 before the recovery 
gathers pace in 2011 and 2012. 

 
7.48 The extent to w

Scottish econo
convincing signs of stabilisation. Low levels of employment in the medium term 

 to imply that the weak pay growth observed over the past year could continue, leading
a reduction in real wages if growth continues at a rate below inflation. 

 
7 C  inflation is expected to remain above the UK Government’s target rate in the  

short term, particularly as a result of the planned VAT increase at the start of 2011. As
e of the more temporary factors feed through, the continued weakness in 
sumer spending is expected to weigh down on prices in the co medium term. 
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Section
 
7.50 

en compiled using data collected by 
our Information and Statistics Division (ISD) who, as part of NHS National Services 

tab
refe

 
7.51 We

of having detailed information on all staff groups within its remit and have been 
progressively working with analytical colleagues on the detail and transparency of 

  

 
ented in Scotland to the extent 

necessary to facilitate meaningful data gathering using Agenda for Change 

200
this ke comparisons can 

a a
first in whole time equivalent (WTE) and then in headcount form. 

 D – The Workforce 

This year we have again supplied the tables on which statistical elements of the  
Workforce narrative are based.  All tables have be

Scotland provide a national specialist intelligence service for NHS Scotland.  The 
les can be found at the back of the evidence and individual tables are cross 
renced, as appropriate, in the text. 

 have noted the Review Body’s comments in previous reports on the helpfulness 

information gathered. 
 
7.52 It should be noted that data has  been collected in its current form only since 2007

when Agenda for Change was considered to be implem

classifications.  It is therefore not always possible to make direct comparisons to pre-
7 data.  Whilst this has been done where it is possible and appropriate, contrasts in 
 section are generally limited to 2007 onwards, when like for li

be made.  The information in the following section is based on the most recent 
v ilable data which is from September 2009 and is presented throughout this section 

 
General Workforce Data 
 
7.53 For general background, Tables 1 and 2 give information on the overall numbers of  

staff in NHS Scotland as well as those groups which fall under the Agenda for 
Change system.  These tables show a general upward trend in staff numbers over the 

ll
 

ber of staff working in NHS Scotland as at September 
2009 was 148,281.  This is an increase of 3,340 (2.3%) over the September 2008 

7.54 
investment made to date in building capacity across NHSScotland.   

 
Turnover

last few years.  The key points to note with regard to Agenda for Change staff are as 
fo ows: 

• The number of WTE Agenda for Change staff working in NHS Scotland as at 
September 2009 was 123,100.5.  This represents an increase of 2,813.4 (2.3%) 
over the September 2008 figure and 5,461.9 (4.6%) over the September 2007 
level.   

• In headcount terms, the num

figure and 6,350 (4.5%) over the September 2007 level.  
 

The steady increase in staff numbers over this period reflects the significant  
 

 
 
7.55 We have again included inform

a
 

ation on turnover (Table 3).  As can be seen, the 
overall level of turnover in NHS Scotland has steadily gone down over the last three 
ye rs from 11.5% in 2007 to 10.9% in 2008 to 8.8% in 2009.   
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Nursing and Midwifery Staff 

  
 
 

• In WTE terms there were 58,429.1 nursing and midwifery staff working in NHS 

 to make 

, 
the September 1999 figure reveals an increase of 7,055.6%, (13.7%) over 

that time period. 
t, there were 68,681 nursing and midwifery staff working 

in NHS Scotland in September 2009.  This represents an increase of 716 (1.1%) 

 of 

Vacanc

 
7.56 The nursing and midwifery workforce in Scotland reached a record level of 58,429.1

WTE (68,681 in headcount) as at September 2009 (Tables 4 and 5).   

Scotland in September 2009.  This figure represents a rise of 679.5 (1.2%) over 
the September 2008 level.  Because nurses and midwives have been monitored 
closely as a discreet group of staff for some time it is possible
comparisons with more historic figures (Tables 6 and 7).  Comparing the 2009 
WTE figure with the September 2004 figure reveals an increase of 3,908.2 (7.2%)
and to 

• With regard to headcoun

over the September 2008 level.  Comparing the 2009 figure to September 2004 
reveals an increase of 3,859 (6.0%), and to September 1999 gives an increase
7,054 (11.4%). 

 
y Rates 

 
7.57 vacancies (Tables 8 and 9) has remained  

ember 2008 to 1,476.3 (2.5%) in 
oth 5 years previously (3.7% in September 

tember 1999) (Table 10).   

ree  
month vacancy rate, which we believe gives more of an indication of trends in 

) and 
September 1999 (1.0%) (Table 11). 

59  seem to indicate that NHSScotland is not experiencing  
difficulties in recruiting and retaining nursing and midwifery staff 

ank Usage

The overall level of nursing and midwifery 
virtually unchanged from 1,471.5 (2.5%) in Sept
September 2009.  This is lower than b
2004) and 10 years previously (2.8% in Sep

 
7.58 The vast majority of these vacancies are for less than three months.  The over th

recruitment and retention, has also stayed more or less stable recently, increasing 
marginally from 0.6% in September 2008 to 0.7% in September 2009.  Again, this is 
low in historical terms when compared to the level at September 2004 (1.1%

 
7. The forgoing figures would
 
 
B  

7.60  to,  
ve 

 
7.61 

 
l of 1,613.5 WTE nurses.  However, Bank usage 

still only accounted for 5.5% of the total NHS Scotland nursing and midwifery 

 

 
It is Scottish Government policy to utilise the flexibility offered by the nurse bank
among other things, secure value for money by decreasing the use of more expensi
agency staff.    

The number of people registered as bank nurses has increased in NHS Scotland.   
Bank use in 2009/10 represented 3,526.2 WTE nurses (6.88 million hours divided by 
1,950 – the equivalent of one WTE nurse).  See Table 12.  This is slightly down on 
the 2008/09 level of 3,565.8: but taking a longer term view is part of a considerable
upward trend from the 2001/02 leve

capacity in 2009/10. 
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Agency Usage 

It is Scottish Government policy to reduce the usage of agency staff and a national,  
i.e. Scottish, contract (Best Procurement Initiative) was introduced to ensure best 
value and savings against the use of agency nurses.   

 
7.62 

 
.63 Spend on Agency nursing staff has fallen steadily every year since a high of £29.7m  

ncy staff now only account for 0.3% 
of the total nursing and midwifery capacity (Table 14).  The use of the national 

 
Pre-Re

7
in 2003/04 to £8.18m in 2009/10 (Table 13). Age

contract has already realised savings and ceasing the use of “premium rate” agencies 
will encourage nurses and midwives to register with local nurse banks or contracted 
agency providers.   

gistration Students in Training 

The Scottish Government controls annual intake numbers for student nurses and  
midwives. The annual intake is usually determined by running a supply and deman
model based in part on longer term (5 years) demand projections from NHS Boards 
and analysis of current stock in training, student attrition and retirement rates. T
input from key stakeholders including the professional organisations (RCN, RCM a
Unison) and from Care Homes, Hospices, practice nurses, the Scottish 

 
7.64 

d 

here is 
nd 

Prison Service  
and  independent hospitals.  Wider  uncertainties  around the whole of the public 

 

ore 

 
7.65 

line from a high of 9,909 in 2006/07, but in the 
longer term is 513 (5.7%)  above the number of students in training 5 years ago in 
2003/04 (8,986) and 2612 (37.9%) above the number 10 years ago (6,887).  More 

sector landscape and finances have made it more difficult for NHS Boards to make
meaningful workforce projections this year for the longer term. The basis on which 
student nurse and midwife intake for 2011/12 will be determined this year is theref
still under consideration. 

Student numbers are provided on a financial year basis with figures published the  
following October.  The latest published figures available, therefore, are for the 
financial year 2008/09 and show there were 9,499 students training across 
NHSScotland.  This shows a dec

detailed information is provided at Table 15.   
 
Allied Health Professionals 
 
7.66 

guage Therapy services 
(Tables 16 and 17).   

 

S 
 

 
 

The Allied Health Professionals (AHP) group is made up of staff delivering Art  
Therapy, Dietetics, Occupational Therapy, Orthoptics, Orthotics, Physiotherapy, 
Podiatry, Prosthetics, Radiography and Speech and Lan

 
• In WTE terms, as at September 2009 there were 9,579.5 AHP staff working in 

NHS Scotland.  This represents a rise of 336.7 (3.6%) over the September 2008
level and a rise of 628.8 (7.0%) over the September 2007 level. 

• In headcount, as at September 2009 there were 11,777 AHP staff working in NH
Scotland.  This represents a rise of 435 (3.8%) over the September 2008 level and
a rise of 796 (7.2%) over the September 2007 level. 
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Vacancy Rates  

7.67 
ble 

there were 377.4 vacancies (equating to 3.9% of the establishment), and a 
notable decrease since September 2007 (Table 20) when there were 453.4 vacancies 

enting 4.8% of the establishment.   

 

 
7.69 

ar to have difficulties in recruiting and retaining AHP staff. 

e 

the percentage figure.  Vacancy rates in Orthotics have been consistently above the 

Other S f

 
The number of AHP vacancies as at September 2009 (Table 18) stood at 336.3 or  
3.4% of the total establishment.  This is a small decrease from September 2008 (Ta
19) when 

repres
 
7.68 With regard to long term vacancies (over 3 months) these have increased slightly to 

120.8 (1.2%) in September 2009 from 91.6 (1.0%) in September 2008, but decreased
slightly from the September 2007 level of 180.8 (1.9%). 

The figures quoted above are within a range to be expected from year on year 
variability and do not show any significant upward trend.  NHS Scotland does not, 
therefore, appe

 
7.70 As can be seen from Tables 18,19 and 20, within the AHP job family there is som

variability in vacancy levels year on year.  It is important to bear in mind that as these 
are small staff groups, a relatively small number of vacancies can have a big effect on 

AHP average over the three year period but at 7.2% currently this is not at a level 
which would cause alarm.   

 
taf  Groups 

 
7.71  basis to 

currently collected for staff groups other than nurses, midwives and AHPs.  It is worth 

nformation Services Division with the 
first set of data being available at September 2010 – to be published in January 2011.  

 
Healthc

Whilst we will continue to work with statistical colleagues on an ongoing
develop effective information gathering in NHS Scotland, vacancy data is not 

highlighting that vacancy data on hospital pharmacists, however, is expected to be 
collected annually by statistical colleagues at I

Evidence on other staff groups is only presented in terms of staff numbers. 

are Scientists 

The Healthcare Science staff group is made up of staff delivering Biomedical Science,
Clinical Psychology, Clinical Science, Clinical Technology as well as othe

 
7.72  

r highly 
specialised healthcare science services (Tables 21 and 22). 

r 
 

• In headcount, the September 2009 figure of 6,290 represents a rise of 509 (8.8%) 
07 

ic Staff 

 
• As at September 2009 there were 5,593.8 WTE healthcare science staff in post in 

NHS Scotland.  This represents and increase of 435.4 (8.4%) over the Septembe
2008 level and 441 (8.6%) over the September 2007 level.

over the September 2008 level, and a rise of 530 (9.2%) over the September 20
level. 

 
Other Therapeut  
 
7.73 Under the heading Other Therapeutic Staff is grouped staff delivering Clinical  
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Psychology and Counselling, Genetic Counselling, Optometry, Therapeutic Play and
Pharmacy services (Tables 23 and 24).  Pharmacy staff are included in the general 
figures for this group but pharmacy staffing more generally is dealt with in Se
which picks up on issues from previous Reports. 

• As at September 2009 there were 3,322.2 WTE other therapeutic staff in post in 
NHS Scotland.  This represents an increase of 187.1 (6.0%) over the September 
2008 level and 568.6 (20.6%) over the September 2007 level. 

• In headcount, the September 2009 figure of 3947 represents

  

ction G 

 

 a rise of 225 (6%) 
over the September 2008 level and a rise of 682 (20.9%) over the September 2007 

 
Persona

level. 

l & Social Care Staff 

The Personal and Social Care staff group covers Chaplaincy, Health Promotion,  
Sexual Health and Social Work (Tables 25 and 26).   

• As at September 2009 there were 763.3 WTE personal and social care staff in
in NHS Scotland.  This represents an increase of 70.9 (10.2%) over the Sep
2008 level and 213.4 (38.8%) over the September 2007 level. 

• In headcount, the September 2009 figure of 901

 
7.74 
 
 

 post 
tember 

 represents a rise of 75 (9.1%) 
ber 2008 level and a rise of 197 (28.0%) over the September 2007 over the Septem

level. 
 
Medical and Dental Support Staff 
 
7.75  
 
 

he 
September 2008 level and 595.1 (55.5%) over the September 2007 level. 

ount, the September 2009 figure of 1,928 represents a rise of 261 (15.7%) 
over the September 2008 level and a rise of 690 (55.7%) over the September 2007 

 
Admin

This staff group is made up of Physician Assistants, Theatre Services staff and Dental 
Care Practitioners (Tables 27 and 28).   

• As at September 2009 there were 1,667.4 WTE medical and dental support staff in 
post in NHS Scotland.  This represents an increase of 227.8 (15.8%) over t

• In headc

level. 

istrative and Support Services 

This heading encompasses Central Function and Administrative Clinical Suppor
Staff.  Also General Services, Hotel Services, Maintenance and Estates Staff and 
Sterile Services Staff (Tables 29 and 30).   

• As at September 2009

 
7.76 t  

 
 there were 39,474.5 WTE administrative and support 

services staff in post in NHS Scotland.  This represents an increase of 1,592.5 
 the September 2008 level and 2,531.8 (6.9%) over the September 

2007 level. 
) 

 

(4.2%) over

• In headcount, the September 2009 figure of 50,269 represents a rise of 1,931 (4%
over the September 2008 level and a rise of 3,172 (6.7%) over the September 
2007 level. 
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Emergency Services 

Emergency Services staff include Ambulance Care Assistants, Drivers, Emergency
Medical Dispa

 
7.77   

tch Centre Controllers, Paramedics and Technicians (see Tables 31 and 
32).   

• As at September 2009 there were 3,703.5 WTE emergency services staff in post in 
ber 

.2%) 

 
ection E – Workforce Planning 

7.78  

 

 
.79 More detailed background can be found at - www.healthcareworkforce.nhs.uk. 

.80 Work is continuing on a Nursing and Midwifery Workload and Workforce Planning 

 
7.81 alth 
  
 

 

NHS Scotland.  This represents an increase of 145.8 (4.1%) over the Septem
2008 level and 173.7 (4.9%) over the September 2007 level. 

• In headcount, the September 2009 figure of 3,836 represents a rise of 155 (4
over the September 2008 level and a rise of 181 (4.9%) over the September 2007 
level. 

S
 

In NHSScotland The “Six Steps Methodology to Integrated Workforce Planning” is
the high-level approach endorsed by the workforce planning community across 
Scotland.  The six steps comprise: 

Step 1 – Defining the plan 
Step 2 – Mapping Service Change 
Step 3 – Defining the Required Workforce 
Step 4 – Understanding Workforce Availability 
Step 5 – Developing an Action Plan 
Step 6 – Implement, Monitor and Refresh 

7
 
7

Tool for each workforce area.  Although development continues, the tool as it stands 
is being utilised and is proving to be useful in informing staffing numbers. 

Similar work is being undertaken for the Allied Health Professions and the He
Care Science Professions. 

NHS Board Workforce Projections 
 
7.82 

re 
 
 

ork 
e needs and policy drivers, Midwifery 2020 and 

reshaping the medical workforce.  

7.83 

Future demand for NHS staff groups is estimated by NHS Boards in their workforce  
plans and workforce demand projections, which take into account factors such as 
changing models of care and patient demography.  Following agreement with the 
Cabinet Secretary for Health and Wellbeing it has been decided to review the current 
workforce demand projection process.  This is to ensure that in planning the futu
NHS Scotland workforce, it is fully integrated within Boards, and that we understand
the implications when actions taken for one group have unintended consequences for
others.  Board planning also needs to take into account the potential impacts of w
underway, including future servic

 
This review is being taken forward using examples from NHS Education for 
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Scotland’s work on dental workforce modelling to consider how best service-based
workforce scenario plan

 
ning could be taken forward at a national level: and to 

consider how best to develop a national model for building balanced skill mix within 
e of this review will have a positive impact on workforce 

and service planning in that we are moving towards Boards being able to project their 

 
NHS B

clinical teams.  The outcom

future workforce needs by service area instead of the current silo approach.  

oard Projected Staff in Post Changes in 2010-11 
 
.84 All NHS Boards were asked to provide workforce projections for 2010-11, to enable 

ills 

ons are in 

 group to see an increase (0.25).  
The reduction in whole time equivalent posts will be achieved largely through 

evi
 
7.85 We

ben ctions in workforce costs should have no impact on 
n

NH onal 
Scr t Secretary on 
3 June, was set up to monitor Boards’ progress with planned workforce changes and 

ng 
is scheduled for 10 November.  

 
Section
 
7.86 

o 

 
.87 This approach is strengthened by the long standing commitment to partnership 

, of which we are proud. This leads to better informed and 
shared decisions, which in turn deliver a better standard of service to patients and 

nd how 
 

careful assessment because it is the most established national partnership agreement 

and  services, and it receives significant 
ntatives.  

7
the Scottish Government and NHS Boards to assess the current workforce and sk
mix to ensure this is appropriate to meet current and future needs.  The statistics 
provided by NHS Boards, which are projections based on management information, 
show that Boards are projecting an overall reduction across all staff groups of 3,790 
whole time equivalent by the end of this year. The largest percentage reducti
management (7.5%), Administrative Services (4.1%) and Support Services (4.0%). 
The largest whole time equivalent reduction is in Nursing and Midwifery of 1523 
WTE (-2.6%).  Dentistry staff groups were the only

vacancy management and natural turnover.  As mentioned at the beginning of this 
dence, there will also be a 25% reduction in senior manager levels. 

 have made clear to NHS Boards that any proposals for service redesign must 
efit patients and that any redu

fro tline services or the quality of patient care. To ensure that quality is delivered 
S Boards workforce plans will be scrutinised by the newly convened Nati
utiny Group.  The National Scrutiny Group, as announced by Cabine

to ensure full staff side engagement in the change process. The NSG has now met 
twice (4 August and 9 September), chaired by Cabinet Secretary and the next meeti

 

 F – Employee Experience, Morale And Motivation 

The Scottish Government is clear that, although there is a reduction in the level of  
recruitment across NHSScotland, there is a need to ensure that NHSScotland is able t
provide high-quality safe and effective care through an empowered and flexible 
workforce which understands the diverse needs of the population and which chooses 
to work for, and remains committed to, NHS Scotland. 

7
working in NHSScotland

their families. Nottingham University is undertaking research to understa
partnership operates in NHS Scotland. NHS Scotland's partnership approach merits

in the NHS, it provides for ambitious levels of staff involvement, it creates important 
 distinct institutions for modernising health

support from the Scottish Government, employers and staff represe
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7.88 Tog undertaken to support the  

employee experience across NHSScotland, which in turn will lead to benefits in the 

 
Staff S

ether, in partnership, a programme of work is being 

patient experience.  Much of this work is based on the NHS Scotland Staff Survey 
findings. 

urvey 
 
7.89 The NHS Scotland 2008 staff survey took place between 20 October 2008 and 21st 

November 2008. This survey was significantly shorter than the last survey to ensure 
that staff were encouraged to participate. It consisted of 31 national questions and u
to 10 Board specific questions that ensured that the survey was relevant to staff a
focused on local issues. This year, for the first time, NHS Scotland was able to

p 
nd 

 
compare the results of the survey with the 2006 results thus allowing the development 

 
7.90 

 
7.91 n, the following 

improvements can be noted: 

 

makes good use of their skills and abilities (72%); 
• 76% feel that they have the information they need to do their job well (75%). 

.92 The number of staff to say they are clear about what they are expected to achieve in 

 
7.93 

ings are 
7% (70%) of respondents intended to be working for their 

NHS Board in a year’s time, 55% (43%) would recommend NHS Scotland as a good 

 
7.94   

f 

 
7.95 
  
 
Workin

of trend data. 

The overall response rate had improved compared with the 2006 response rate of 
33%, and the final response rate for the 2008 Staff Survey was 37%. A total of 58,381 
staff completed the staff survey compared with 49,206 in 2006 - an increase of 9175. 

When comparing the questions highlighted in last years submissio
  
 

• 76% are satisfied with the support they get from work colleagues compared with
74% in the 2006 survey; 

• 73% feel their job 

 
7
  their job remains at 80% across both surveys. 

There is also evidence that staff continue to be satisfied with the overall benefits 
package increasing from 58% to 62%; and that staff felt that they had an increased 
sense of equality of opportunity rising from 45% to 62%.  These positive find
reflected in the fact that 7

place to work and 85% would “go the extra mile” when asked to at work. 

There is also a 10% reduction in the number of staff stating that they had experienced
a violent incident in the last 24 months.  However it is recognised that the 2008 rate o
18% is still unacceptable and NHS Boards are continuing to develop interventions 
that will address this issue via their staff survey action plans. 

The staff survey for 2010 took place in November although the results will not be 
available until December. 

g Well  

A total of 42 projects across 19 NHS Board
 
7.96 s were supported by the £1m Working 
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Well Challenge Fund 2009/10.  These projects encompassed action to influence the 
workforce culture, the engagement and commitment of staff, health and wellbeing and 
staff safety; including a specific focus on reducing incidents of violence and 
aggression against staff.  Implementation of the Healthcare Quality Strategy means 
that a healthy, motivated and engaged workforce will be even more crucial in helping 
to deliver the sustainable delivery of quality healthcare over the longer term.  Su
provided to NHSScotland through the Working Well Challenge Fund enables NHS
Boards to develop and share good practice in re

pport 
 

lation to the employee experience, 
which in turn leads to improvements in the patient experience. 

97 otland employers and the 
Scottish Government jointly established the OHSS Forum to oversee occupational 

 

 
o 

and 

 
Dignity

 
7. Complementing the Working Well programme, NHSSc

health and safety services for staff working in NHSScotland and to develop a new
strategy for occupational health and safety for staff within NHS Scotland.  This 
Strategic Framework, which is being developed in partnership, will make the linkages
and demonstrate the contribution which occupational health and safety makes t
ensuring a good working experience through promoting health and well-being, 
helping to prevent illness, and supporting people to return to work from illness; 
recognising that work can be part of the recovery process.  High standards of 
occupational health and safety across NHSScotland will benefit employee health 
wellbeing and lead to a better patient experience.  

 at Work 

The Dignity at Work project was a national project established to provide NHS 
Scotland employers with practical tools to tackle negative behaviors in the workplace 
and promote dignity at work.  One of the main thrusts for the work of the pro

 
7.98 

ject was 
a recognition that the reported levels (perceived or actual) of bullying across the 

n 

 
Nation

organisation are unacceptable both in terms of personal cost to individuals as well as 
organisational costs associated with sickness absence, lost productivity and reputatio
damage.  NHS Boards received the Dignity at Work Toolkit in January 2010. 

al Uniform 

The delivery of a consistent, cost effectiv
 
.99 e National Uniform across NHS Scotland 

provides staff with the professional corporate image that they deserve.  The new 
 in 7 

amination.  Bulk purchasing from a 

 
Absence Management

7

uniform replaces the previous 250 styles and 100 colours with one unisex style
shades.  We have met the needs of staff by providing a better quality, fit for purpose 
uniform.  The consistent colour coding across NHSScotland meets the needs of 
patients and the public to identify staff by their role.  The short-sleeved style helps 
minimise the risk of infection and cross cont
single supplier suggests savings of 33% on previous spend, accounting for inflation 
and same demand level.  

 

.100 For the third successive year in a the annual Sickness Absence rate fell. It is now at  
4.75%, down from 5.55% in 2006/07.  Scottish Government and NHS Boards are 
working in partnership with the trades unions to promote attendance rather than just 
managing absence. NHS Scotland’s approach to promoting attendance is moving 
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from reactive interventions to proactive health promotion and support for staff. NHS 
Boards will continue to be supported by Scottish Government through a national 

 

 
Migrat

programme of sharing best practice and developing new approaches to attendance
management. 

ion Advisory Committee 
 
7.101 NHS Scotland Boards have fully delegated authority over employment issues, 

services to ensure high quality patient care, Boards are actively managing their 
workforce to minimise vacancies. However, where vacancies do occur, some of these 
may be filled either through redeployments or by advertising the posts, while some 
others may be left unfilled. 

 
7.102 Bi-annual submissions of hard to fill vacancy numbers and supporting evidence were  

made to the Migration Advisory Committee (MAC) who are commissioned by the 
UK Government to recommend occupations to be included in a National and Scottish 

ards to 
 

, 

he 

those successful 
professions were given the opportunity to recruit from outwith the EEA ensuring there 

 
Knowl

including how they manage unfilled posts.  In their work to restructure and redesign 

Shortage Occupation Lists (NSOL & SSOL).  This process involved asking Bo
help with the collection and analysis of long term and hard to fill vacancy data and
evidence.  Working with NHS Boards, Skills for Health and devolved administrations
a comprehensive list with supporting evidence was submitted on 2 occasions during 
the year, to ensure that the position across NHSScotland was taken into account in t
development of the shortage occupation lists.  Although not all hard to fill 
professional occupations were accepted for inclusion on either list, 

was sufficient staff to provide the necessary person centred care. 

edge and Skills Framework 

Implementation of the Knowledge and Skills Framework (KSF) in Scotland is being 
performance managed and

 
7.103 

 is progressing very well.  KSF was a Health Efficiency 
Access Treatment (HEAT) target for all Health Boards who were required to ensure 
that all substantive, permanent staff in post at 31 March 2008 had a Personal 

 

 
7.104 n 

-line tool 
ts the KSF processes and is known as “e-ksf”.  The e-ksf system will 

hold information relating to staff competence levels, development review, as well as 
learning and development information.  This information will be invaluable for 
service and workforce planners and will realise many benefits from the investment.  
In addition, key equality and diversity reporting in respect of access to learning and 
development will only be available through e-ksf, as will information related to 
progress through pay gateways. 

.105 It is expected that the effect (impact) of having KSF and eKSF fully implemented will 
be improved training and job satisfaction for staff which will result in improved 
recruitment and retention.  Through time, the KSF will help manage role redesign to 

Development Plan (PDP) in place by 31 March 2009.  This target has been achieved
which is a key milestone towards full implementation of the KSF. 

The next phase of implementation involves a new KSF HEAT target which has bee
agreed for delivery by March 2011.  This requires that at least 80% of AfC staff have 
development reviews and PDPs completed and recorded on the electronic on
which suppor
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at new roles required to enable service redesign can be appropriately and 

 
NHS Pension and Total Rewards

ensure th
effectively developed. 

 
 
7.106 ales, the NHS pension scheme in Scotland continues to be an 

uneration package and is considered an invaluable 
ent and retention tool. Pension benefits and employee contributions in the 

S Pension Scheme mirror that of the scheme in England and Wales.  
 
7.107 mber contributions vary from 5% to 8.5% of pay with higher earners 

y re for their benefits.  The current employer contribution rate is 13.5% of 
ales, arrangements have been put in place so that 

ay be shared between employer and employees.  
e is currently undergoing its 4 yearly valuation and any resulting 

ected to be implemented from April 2012.  However, it 
ent’s recent announcements have somewhat 

 this picture.  Specifically, these were: 

 one based on the Retail Price Index to one 
er Price Index (July 2010) (see para 7.111);  

 used to assess pension scheme liabilities as part of 
rmines pension contributions (October 

 staged introduction of increases in employee contribution rates from 
 pensionable pay (UK Government 

 October 2010) (see para 7.113): 

 Rate is expected to be concluded by 
e work on scheme valuations has been suspended.  

me in Scotland are currently part of an 
to move their benefits to “2008 section” 

more beneficial to them. The exercise is 
ristics of the 2008 section of the scheme 

 (1/60th); a facility for members to take part of their pension 
; and a normal pension 

 the 1995 section between 1 April 2008 and 30 
ave been eligible for the choice exercise) can rejoin 

ension after a waiting period which in most cases 

As with England and W
integral part of the NHS rem
recruitm
Scottish NH

Current m
pa
pay. Again, as with England and W
future increases in scheme costs m
The schem
contribution changes are exp
should be noted that the UK Governm
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• 

• 

• 

A consultation on the review of the Discount
March 2011 but in the meantim

Mem
exercise through which those eligible can opt 
of the scheme, if they believe it would be 
alm
are: a higher accrual rate
from
age of 65.  Those who retired from
Septem
the 2008 section and accrue further p
will be 2 ye

e
o

p

ing

p

a change in annual indexation from
based on the Consum
a review of the discount rate
the schem
2010) (see para 7.113); and  
the expected
April 2012 of an average of 3.2 % of
Com

ost complete in Scotland.  Key characte

 age 55 and to continue work and accrue further pension
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ers in the “1995 section” of the sche

ber 2009 (who will not h
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Changes – current and potential

e valuation process that dete

rehensive Spending Review

ars. 

 

UK Government and three significant 
n ade  that have a bearing on the NHS pension scheme: 

er Price Index (CPI) 

ents for pensions tax relief; 

 
7.110 
  
 

Pensions policy is reserved to the 
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• 

e ts have been m

a m
rather than the Retail Price Index (RPI);   
proposals for a change in arrangem

ove to annual indexation of benefits based on the Consum
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• an independent review of UK public service pensions by the Independent Public 
Service Pensions Commission, led by Lord Hutton. 

Though the CPI can be higher than the RPI, in recent years it has been lower.  Indeed, 
it has been estimated that, on average, the annual differential is 0.75 percentage points 
and Lord Hutton’s Commission recently estimated that this could reduce public 
service pension expenditure by over 10% by 2030.  

Under  proposed changes to pensions tax relief, the new annual tax allowances for tax 
relief on pension contributions is to be set at £50,000 from April 2011. As
assessment the increase in a defined benefit scheme pension will be converted to a 
notional contribution so that it can be measured against the new allowance. It is 
expected that this is most likely to affect those earning in excess of £100,000. 

 
7.113 Lord Hutton’s independent review has completed its initial stage, which cu inated in 

publication of an interim report on 7 October 2010.   The report m
Commission believes that the status quo is not tenable and that public sector pension 
provisions need to be reformed for the longer-term.  It also suggest
workers should be expected to pay more for their pensions in the short-term and that 
the Discount Rate used in unfunded scheme valuations should be reviewed both of 
which  were included in the UK Government Spending Review.   

 
The Scottish Government welcomes the thoroughness of the report and intends to 
continue to engage fully on the review.  The Scottish Government’s engagem
include discussing both the interim and final report with key stakeholders, including 
trade union partners.  

 Issues From Previous Reports 

The recommendation in the PRB’s 24th Report for an RRP for Band 6 and 7  
Pharmacists was rejected by all four Health Departments at the tim
addressed the issue as part of their consideration on whether to seek a remit to reopen 
the three year pay deal in 2010-11.  In the document published on 10 Decem
the Review Body suggested “the Government and other parties m
reconsider the matter”.   

We recognise the importance of this issue and, following on from
comments, the Scottish Government has done considerable further work in 
reconsidering our decision not to apply a national RRP.  We have, as detailed in the 
Cabinet Secretary’s letter to the Review Body of 21 January this year, developed an 
Action Plan around Band 6 pharmacist staffing.  The Action Plan suggests a range of 
short term measures which we feel have enabled all parties to gain a be
understanding of the issues involved and thereby consider the mo
for addressing any recruitment and retention difficulties which are highlighted.  The 
plan also shares some ideas around best practice for recruiting Band 6 level 
pharmacists and offers further ideas around how recruitment may be i
copy of the plan has already been shared with the NHSPRB.  Dr 
for Health Workforce in Scotland, also attended the NHSPRB away da
2010 and gave a presentation on progress. 
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Part of the Action Plan involved the collection of quarterly establishment and vacancy 
data.  The vacancy data collected over the course of the year revealed a certain pattern 
which saw Band 6 vacancy levels rising in Spring and Summer as staff gained 
promotion or moved on and then falling in Autumn as new graduates emerged to take 
up posts in the service.  The 40.5% Band 6 vacancy rate in May 2009 revealed by the 
PEVS survey therefore fell to 19% in October 2009.  According to the data we 
collected, Band 6 vacancy levels then rose slightly to 24.5% in April 2010 before, 
encouragingly, falling back to 18.9% in July.   

We have also been collecting data on Band 7 vacancies this year which reached a high 
of 15.2% in April before falling back to 7.6% in July. 

.119 It is also worth noting the variability of the situation around the country.  As at  
31 July, for instance, whilst Lothian had a 40% Band 6 vacancy rate, Greater Glasgow 
and Clyde had a rate of 3.29%.  And this pattern is repeated around the country with 
comparable Boards reporting very different positions.  For example, Borders, 
Dumfries and Galloway, Fife and Lanarkshire Health Boards are all reporting no 
vacancies at band 6 or 7 level which confirms there is no Scotland wide recruitment 
issue.  We do recognise there may be some local issues, however, and as such it 
remains open to any Board to apply for a local RRP through the agreed Scottish 
procedure if this was felt appropriate.  NHS Western Isles made an application for a 
local RRP for pharmacists earlier this year but following discussions in the Scottish 

taff e 
nt n a r  b ov g in rvice in conjunction 

ith NHS eater Glasgow an lyde would provide a more sustainable long term 
solution.  The two Boards are currently working to take this approach forward and the 
results will be shared across Scotland as a further example of good pr ce. 

We recognise the im o acy establishm
t d e n rk  w ou nformation Services Di
put a ngements in place to collect specific pharmacy establishment and vacancy 
data as part of their ongoing statistical monitoring of NHS Scotland.  They are 
currently collecting data on the position as at 30 September 2010, although this will 

ot b ue to onitor the 
tua n f  a e e w . 

The Review Body will also wish to be aware that over the last year, both the Cabinet 
Secretary and Scottish Government officials have met with Scottish st
pharmacy representatives on several occasions to discuss the pos acy 
vacancies an s a harm  
to holding furt discuss s ec ary. 

Given the falling vacancy levels, the variab  the position around the country and 
the questions which have been rehearsed in

er a national RRP is necessary, ottish Governm ins firmly 
of the view that a national RRP is not t  
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 Conclusions 

In formulating our evidence to the Review Body we have taken into account the 
information available to us on recruitment and retention for the groups covered by the 
Pay Review Body, the non-pay employment environment which NHS Scotland staff 
are working in and the considerable financial challenges which NHS Scotland faces 
over the coming years. 

On recruitment and retention it is clear that staff numbers across groups covered by 
the Review Body have increased considerably in recent years.  Whilst overall 
numbers are projected to decrease slightly, there remains more staff in post in NHS 
Scotland than there were in 2007.  Vacancy rates in the staff groups where this is 
monitored are low in historical terms and it seems reasonable to assume that an 
increased emphasis on vacancy management locally where staff numbers are 

asing will put further downward pre
ore appear to be in a strong pos nt s. 

 regar to non-p emp ment issues, the Scottish Government rem
comm i  N
st tur hich we have developed in 
all sides.  By allowing staff to be involved hem  help to 
cr e a in nd mmitte wo for d thr gh prog mmes such as 
Working Well and Dignity at Work we promote a supportive working envir ent 
where staff are encouraged to be healthy, m

In financial term oug he NH as en ded from the d ee o
required of other pub nd is still faced with having to make 
3.1% savings in 2010/11 and it is anticipated the service will have to make a further 
3% s in 20 .  A  as 
Boards seek to balan resources to meet their objectives in the 
provision of healthcare.   

The Scottish Governm ade a commitment to the lowest paid by 
introdu  
recruitment and retention situation, and contrasting this with the constrained financial 
position which NHS Scotland will face, the Scottish Government considers the 
2011/12 uplift for NHS staff earning under £21,000 a year should be a flat rate of 
£250.  The Scottish Government also feels there remains no case for the introduction 
of a national recruitment and retention premium payment for Band 6 and 7 
Pharmacists. 
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Table 1 - NHS Scotland: Overall Workforce Summary (Whole Time Equivalent) by Year 

2000 2001 2002 2003 2004 2005

..

2006 2007 2008 2009

 NHSScotland staff (including GPs & GDs) .. .. .. .. .. ..
All NHSScotland staff (excluding GPs & GDs) .. .. .. .. .. .. 130,245.0 133,095.3 135,757.9

Medical (Hospital, community and public health services) 7,70 7 ,7 .0  9,600.0  10,251.6  10,752.6  10,680.5

G neral medical practitioners (GPs) 1  3,876.3  3,941.3  3,941.9 ,991.3  3,99  4,065.2 .. .. .. ..

Dental (Hospital, community and public health services)  46 4  49 .1  560.9  569.1  603.7  641.4

General dental services 2,3 .. .. .. .. .. ..

M na

All .. .. ..
..

 1.4  8,004.  8,586.6  8 93.4  9,063  9,261.6

e  3 1.7

2.7  459.  485.9 8.7  504  523.1

.. .. .. ..

a gement Grades (non AfC)  1,785.8  1,451.9  1,335.6

All for Change Staff  117,638.6  120,287.1  123,100.5

x x x  1,072.3  1,439.6  1,667.4

Nur  51,291.6 4  53,177.5  54,097.0 9  55,434.3  56,783.9  57,050.4  57,749.6  58,429.1

Allie  6,955.9 7  7 8,089.3 .2  8,842.2  8,951.5  9,242.8  9,579.5

Oth

Agenda 

Medical and dental support x x x x

sing and midwifery  52,214.  54,520.

d health professions 4  7,230. ,655.3   8,277  8,593.9

er therapeutic services x x x x x  2,753.6  3,135.1  3,322.2

al and social care x x x  549.9  692.4  763.3

cience x x x x x  5,152.8  5,158.4  5,593.8

Eme  2,631.7 1  2,8 ,091.3  3,139.3 ..  3,529.8  3,557.7  3,703.5

Adm es 6  18,943.8 9  21 ,318. 6  ..  22,950.9  23,514.2  24,713.3

Sup  11,942.2  11,2 2  11,599 ,341.0 0   12,645.1  13,961.9  14,367.9  14,761.2

x x x  1,665.5  1,429.4  567.2

x x

Person  x x x x

Healthcare s x x

rgency services 5  2,743. 73.8  3  3,240.6

inistrative servic  19,819. ,106.9  22 5  23,235. 24,275.8

port services 53. .2  12  12,246. 12,506.7

Unallocated / not known x x x x

 
N      
1. WTE ical service is not available for 2006 onwards.  Historical GP TE figures are coded a  careful interpreta ht of the c .  This is explained further at http://www.isdscotland.org/isd/3842.html under “Whole Time Equivalent 
( TE)”.  
2. Due to improvements in the collection of information on the salaried service, figures for 2005 include salaried dentists not y recorded.     
3. Inf rking hours of dentists in the General Dental Service.         
4. To 7 information, adjustments have been made. For the peri 997 to 20 lists and reha al suppor cluded. 
5. To allow a comparable trend with 2007 information, adjustments have been made. For the pe control cers have been 006 information is not available due to discrepancies with these data.   

allow a comparable trend with 2007 information, adjustments have been made. For the pe control rs have been ex esent 2006 information is not available due to discrepancies with these data.  
Source:              

      
       

General Dental Services workforce information is sourced from the Management Information and Dental Accounting System (MIDAS) - 2009 extract taken 30th October 2009.   
Medical and dental workforce information for hospital, community and public health services (HCHS) is sourced from the medical and dental workforce census (MEDMAN) prior to 2008.  

otes:        
information for general med W nd need tion in the lig oding system

W
previousl

ormation is not collected on the wo
 allow a comparable trend with 200

 
od 1 06 play staff/specia bilitation/clinic t assistants have been ex

riod 1997 to 2005 ambulance 
riod 1997 to 2005 ambulance 

 offi
 office

 included.  At present 2
cluded.   At pr6. To 

Scottish Workforce Information Standard System (SWISS) - 2009 extract taken on 12th October 2009.   
GP workforce information is sourced from the GP Contractor Database (GPCD) - 2009 extract taken 5th November 2009.
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Table 2 - NHS Scotland: Overall Workforce Summary (Headcount) by Year 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

All NHSScotland staff (including GPs & GDs) .. .. .. .. .. .. .. 162,113.0 165,551.0 168,994.0
All NHSScotland staff (excluding GPs & GDs) .. .. .. .. .. .. .. 155,668.0 158,978.0 162,266.0

Medical (Hospital, community and public health services)  8,714.0  9,038.0  9,608.0  9,773.0  10,023.0  10,212.0  10,500.0  11,128.0  11,783.0  11,797.0

General medical practitioners (GPs) 1  4,253.0  4,346.0  4,360.0  4,447.0  4,456.0  4,553.0  4,626.0  4,721.0  4,916.0  4,942.0

Dental (Hospital, community and public health services)  611.0  606.0  648.0  634.0  635.0  659.0  701.0  695.0  752.0  812.0

General dental services 2,3  2,002.0  2,048.0  2,078.0  2,112.0  2,156.0  2,267.0  2,434.0  2,546.0  2,703.0  2,761.0

Management Grades (non AfC)  1,914.0  1,503.0  1,377.0

All Agenda for Change Staff  141,931.0  144,941.0  148,281.0

Medical and dental support x x x x x x x  1,238.0  1,667.0  1,928.0

Nursing and midwifery  61,560.0  62,357.0  63,335.0  64,293.0  64,822.0  65,781.0  67,099.0  67,345.0  67,965.0  68,681.0

Allied health professions 4  8,484.0  8,825.0  9,294.0  9,829.0  10,078.0  10,495.0  10,845.0  10,981.0  11,342.0  11,777.0

Other therapeutic services x x x x x x x  3,265.0  3,722.0  3,947.0

Personal and social care x x x x x x x  704.0  826.0  901.0

Healthcare science x x x x x x x  5,760.0  5,781.0  6,290.0

Emergency services 5  2,739.0  2,848.0  2,981.0  3,202.0  3,267.0  3,370.0 ..  3,655.0  3,681.0  3,836.0

Administrative services 6  22,142.0  23,173.0  24,697.0  26,196.0  27,380.0  28,773.0 ..  27,452.0  28,252.0  29,635.0

Support services  17,598.0  16,543.0  16,977.0  17,991.0  17,731.0  18,054.0  18,229.0  19,645.0  20,086.0  20,634.0

Unallocated / not known x x x x x x x  1,886.0  1,619.0  652.0

 
Notes:             
1. WTE information for general medical service is not available for 2006 onwards.  Historical GP WTE figures are coded and need careful interpretation in the light of the coding system.  This is explained further at http://www.isdscotland.org/isd/3842.html under “Whole Time Equivalent 
(WTE)”.  
2. Due to improvements in the collection of information on the salaried service, figures for 2005 include salaried dentists not previously recorded.     
3. Information is not collected on the working hours of dentists in the General Dental Service.         
4. To allow a comparable trend with 2007 information, adjustments have been made. For the period 1997 to 2006 play staff/specialists and rehabilitation/clinical support assistants have been excluded. 
5. To allow a comparable trend with 2007 information, adjustments have been made. For the period 1997 to 2005 ambulance control officers have been included.  At present 2006 information is not available due to discrepancies with these data.   
6. To allow a comparable trend with 2007 information, adjustments have been made. For the period 1997 to 2005 ambulance control officers have been excluded.   At present 2006 information is not available due to discrepancies with these data.  
Source:              
Scottish Workforce Information Standard System (SWISS) - 2009 extract taken on 12th October 2009.         
GP workforce information is sourced from the GP Contractor Database (GPCD) - 2009 extract taken 5th November 2009.       
General Dental Services workforce information is sourced from the Management Information and Dental Accounting System (MIDAS) - 2009 extract taken 30th October 2009.   
Medical and dental workforce information for hospital, community and public health services (HCHS) is sourced from the medical and dental workforce census (MEDMAN) prior to 2008. 

 152



 

Table 3 - NHS Scotland: Staff Turnover Trend – % of Leavers Between 1 January and 31 December 
 
    2007 2008 2009 
    2.00 3.00 4.00 
All staff 2     11.5   10.9   8.8 
          

Medical and dental staff   9.8   10.7   10.7 
          

Medical and dental support   7.2   9.6   8.7 
          
Nursing and midwifery   9.2   9.4   7.8 
          
Allied health professions   12.0   10.8   9.6 
          
Other therapeutic services   10.5   16.4   14.2 
          
Personal and social care   7.5   10.3   8.1 
          
Healthcare science   13.6   10.0   7.2 
          
Emergency services   5.1   5.3   4.1 
          
Administrative services   13.5   12.0   9.0 
          
Senior Managers   10.3   11.1   8.0 
          
Support services   15.8   14.5   10.7 
          

 
Source:  Scottish Workforce Information Standard System (SWISS)     
Notes:     
1. All staff includes Senior Managers, Medical and dental staff and Unallocated/Not Known staff.     
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Table 4 - NHS Scotland: Nursing and Midwifery Staff (Whole Time Equivalent) as at 
 

30 September 

   2007 2008 2009 
Change 
08 - 09 

  2 3 4  

Nursing and midwifery staff 1   57,050.4 57,749.6 58,429.1 1.2% 
            
      

Nursing 1   49,575.9 54,059.2 55,358.5 2.4% 

Midwifery 1   2,796.9 2,983.2 3,002.8 0.7% 
            
      

Adult  33,748.9 36,604.8 35,899.4 -1.9% 
Blood Transfusion Service  156.5 57.1 248.2 334.6% 
NHS 24  374.5 357.0 353.0 -1.1% 
District nurses  443.4 445.1 515.1 15.7% 
Community General nurses  4,188.0 4,715.1 4,798.7 1.8% 
Family planning nurses  22.8 26.0 30.5 17.3% 
Mental health  7,245.8 8,019.9 8,882.9 10.8% 
Bank  - 24.5 19.2 -21.5% 
Learning disabilities  905.3 1,023.4 1,123.6 9.8% 
Midwifery  2,796.9 2,983.2 3,002.8 0.7% 
Public health nurses  144.3 150.3 199.7 32.9% 
Other nurses  155.8 175.4 176.1 0.4% 
Paediatrics  684.5 813.9 1,440.2 76.9% 
Training and administration  - 54.1 101.2 87.2% 
School nurses  270.1 286.5 306.5 7.0% 
Treatment room nurses  90.7 97.6 115.6 18.5% 
Health visitors  1,145.3 1,208.5 1,139.8 -5.7% 
Staff nursery  - - 8.8 x 

      
Not assimilated   4,677.6 707.2 67.8 -90.4% 

            
 
Source:  Scottish Workforce Information Standard System (SWISS), data extracted 12/10/2009.
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Table 5 - NHS Scotland: Nursing and Midwifery Staff (Headcount) as at 30 September 

   2007 2008 2009 
Change 
08 - 09 

  2 3 4  

Nursing and midwifery staff 1   67,345.0 67,965.0 68,681.0 1.1% 
            
      

Nursing 1   58,370.0 63,400.0 64,836.0 2.3% 

Midwifery 1   3,500.0 3,735.0 3,768.0 0.9% 
            
      

Adult  39,297.0 42,427.0 41,530.0 -2.1% 
Blood Transfusion Service  257.0 92.0 388.0 321.7% 
NHS 24  583.0 546.0 543.0 -0.5% 
District nurses  503.0 513.0 590.0 15.0% 
Community General nurses  5,666.0 6,398.0 6,490.0 1.4% 
Family planning nurses  72.0 74.0 84.0 13.5% 
Mental health  7,904.0 8,726.0 9,661.0 10.7% 
Bank  - 32.0 26.0 -18.8% 
Learning disabilities  1,001.0 1,125.0 1,226.0 9.0% 
Midwifery  3,500.0 3,735.0 3,768.0 0.9% 
Public health nurses  169.0 185.0 239.0 29.2% 
Other nurses  182.0 203.0 205.0 1.0% 
Paediatrics  845.0 1,016.0 1,741.0 71.4% 
Training and administration  - 61.0 111.0 82.0% 
School nurses  385.0 413.0 442.0 7.0% 
Treatment room nurses  138.0 143.0 173.0 21.0% 
Health visitors  1,368.0 1,446.0 1,377.0 -4.8% 
Staff nursery  - - 10.0 x 

      
Not assimilated   5,475.0 830.0 77.0 -90.7% 

            
 
Source:  Scottish Workforce Information Standard System (SWISS), data extracted 12/10/2009.
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Table 6 - NHS Scotland: Nursing and Midwifery Staff (Whole Time Equivalent) - Pre 2007 
1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2

All nursing and midwifery staff 51,889.4 51,461.0 51,085.7 51,373.5 51,291.6 52,214.4 53,177.5 54,097.0 54,520.9 55,434.3 56,783.9

Senior Nurse Managers1 212.0 133.9 117.9 102.6 63.9 56.0 44.0 35.6 33.2 28.8 ..

Hospital Specialties2 45,358.8 44,893.5 44,399.0 44,485.2 44,210.3 44,791.5 45,263.8 45,779.4 46,026.9 46,739.1 47,469.4
Registered 29,515.0 29,431.5 29,318.0 29,521.0 29,545.5 29,928.3 30,293.7 30,961.6 31,417.1 32,170.2 33,074.1

Acute 14,717.4 14,863.0 15,029.7 15,361.3 15,549.4 15,863.2 16,114.3 16,766.4 17,278.1 18,040.7 ..
Midwives 2,408.4 2,406.1 2,354.5 2,367.5 2,377.1 2,339.9 2,334.9 2,365.1 2,392.2 2,411.2 ..
Other Maternity 327.7 315.9 310.4 309.4 312.7 303.1 279.9 277.8 284.8 280.8 ..
Mental Illness 5,618.1 5,609.5 5,601.6 5,498.5 5,437.2 5,564.4 5,686.6 5,733.4 5,734.0 5,709.5 ..
Learning Disabilities 1,329.6 1,276.3 1,197.2 1,178.3 1,139.3 1,045.5 967.6 863.5 821.0 821.1 ..
Care of the Elderly 3,964.4 3,760.3 3,573.4 3,505.7 3,385.5 3,309.8 3,294.7 3,266.9 3,212.8 3,165.1 ..
Paediatrics 1,149.4 1,194.4 1,239.3 1,299.4 1,343.3 1,438.5 1,544.6 1,599.3 1,602.1 1,649.6 ..
Infection Control - - - - - 61.9 70.1 89.3 92.1 92.3 ..
Other - 6.0 12.0 1.0 1.0 2.0 1.0 - - - ..

Non registered 15,843.8 15,462.1 15,081.0 14,964.2 14,664.9 14,863.1 14,970.1 14,817.7 14,609.9 14,568.9 14,395.3
Acute 5,215.0 5,230.4 5,295.9 5,426.3 5,459.2 5,712.7 5,867.5 6,048.9 6,072.6 6,260.1 ..
Other Maternity 751.5 701.9 682.6 686.7 648.8 610.7 603.8 581.2 601.0 578.8 ..
Mental Illness 3,909.5 3,764.2 3,699.0 3,642.0 3,588.0 3,667.4 3,704.8 3,642.2 3,575.1 3,529.4 ..
Learning Disabilities 1,633.1 1,580.6 1,436.2 1,338.9 1,245.5 1,214.1 1,107.4 943.7 879.6 835.0 ..
Care of the Elderly 3,942.4 3,798.6 3,553.3 3,462.9 3,312.8 3,241.5 3,243.3 3,173.7 3,060.5 2,933.8 ..
Paediatrics 392.4 379.8 381.1 369.9 373.6 386.0 406.9 421.2 417.2 408.8 ..
Infection Control - - - - - - - - - - ..
Healthcare assistant - 6.6 32.9 37.5 36.9 30.8 36.4 6.8 3.9 23.0 ..
Other - - - - - - - - - - ..

Community Specialties2 5,967.1 6,048.6 6,140.9 6,304.8 6,392.0 6,723.5 6,919.6 7,216.7 7,305.7 7,457.8 8,198.7
Registered 5,412.4 5,458.1 5,553.1 5,697.1 5,757.2 6,048.1 6,226.1 6,451.6 6,554.5 6,693.0 7,071.9

Health visitor 1,426.4 1,442.6 1,459.0 1,464.4 1,460.1 1,487.7 1,503.4 1,473.2 1,489.1 1,479.5 ..
Grades G & above - Whitley only 1,308.8 1,307.5 1,317.3 1,310.6 1,310.6 1,315.9 1,277.2 1,265.1 1,263.3 1,248.7 ..
Below Grade G - Whitley only 117.6 135.1 141.7 153.9 149.5 171.8 226.3 208.1 225.8 230.8 ..

District nurse 1,780.0 1,799.7 1,852.5 1,939.8 1,935.8 1,999.7 2,008.4 2,012.3 2,027.1 2,048.5 ..
Grades G & above - Whitley only 1,008.3 1,001.7 1,011.8 1,027.3 1,018.4 1,033.7 1,020.3 1,036.1 1,024.3 1,031.9 ..
Below Grade G - Whitley only 771.7 798.0 840.7 912.5 917.4 966.0 988.1 976.2 1,002.8 1,016.6 ..

Community midwife 308.0 291.9 302.6 289.5 286.4 301.1 306.7 321.2 299.9 303.6 ..
Combined duty nurse - including midwifery 409.8 378.6 338.2 305.9 264.8 218.9 197.4 176.6 165.7 147.1 ..
Combined duty nurse - not including midwifery 24.4 19.4 19.5 17.3 16.1 14.7 12.7 14.3 16.9 16.2 ..
Community psychiatric nurse 449.4 484.7 499.4 587.0 627.2 703.4 739.6 877.9 921.1 998.7 ..
Community learning disability nurse 151.8 146.3 139.5 133.3 128.5 123.6 103.6 99.9 101.1 100.1 ..
School nurse 287.3 277.2 284.4 277.5 289.0 309.8 302.6 294.0 300.7 305.2 ..
Clinic nurse 207.1 209.0 204.3 201.4 200.3 199.3 200.1 203.8 209.5 194.3 ..
Other 368.3 408.6 453.6 481.2 549.1 689.9 851.5 978.6 1,023.5 1,099.8 ..

Non registered 554.8 590.5 587.9 607.6 634.8 675.4 693.5 765.1 751.2 764.8 1,126.8
Auxiliary/assistant 536.0 568.9 576.9 593.8 607.4 634.2 649.2 712.7 691.8 696.9 ..
Nursery nurse 18.8 21.6 10.9 13.8 27.3 41.2 44.4 52.3 59.4 67.9 ..

Other Specialties2 351.4 385.0 427.8 480.9 625.4 643.4 950.1 1,065.3 1,155.1 1,208.5 1,093.6
Registered 183.6 221.4 244.8 275.8 363.1 392.9 695.8 813.6 901.7 942.0 858.0

Occupational Health - - - - 87.5 95.1 111.1 127.5 114.7 121.1 ..
Blood Transfusion Service 43.8 51.7 52.2 64.5 61.2 59.2 67.4 64.8 78.0 83.7 ..
NHS24 - - - - - - 244.3 346.8 380.5 374.3 ..
Other 139.8 169.8 192.6 211.3 214.5 238.6 273.0 274.6 328.6 362.9 ..

Non registered 167.9 163.6 183.0 205.1 262.3 250.5 254.3 251.7 253.3 266.6 235.6
Occupational Health - - - - - - - - - 1.0 ..
Blood Transfusion Service 124.8 121.2 123.2 121.8 164.5 159.1 155.9 139.2 143.9 141.2 ..
Other 43.1 42.4 59.8 83.3 97.8 91.5 98.4 112.5 109.4 124.4 ..  

Notes:           
1 Nursing management - all nurses on clinical grades are excluded from this category. Some senior nurse managers are employed on senior management grades and are not included in the nursing total.       
2 The figures are presented in the same groupings as for previous years and the details for employees who have been assimilated to Agenda for Change have been 'mapped back' as far as possible to the coding used under Whitley to ensure consistency in trend data.  Where this has not been 
possible the data are not shown for 2006. 
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Table 7 - NHS Scotland: Nursing and Midwifery Staff (Headcount) - Pre 2007 
1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006

All nursing and midwifery staff 62,455 61,943 61,353 61,627 61,560 62,357 63,335 64,293 64,822 65,781 67,099

Senior Nurse Managers1 217 138 122 105 66 56 44 36 40 29 ..

Hospital Specialties2 54,232 53,558 52,816 52,750 52,355 52,748 53,092 53,479 53,752 54,447 55,061
Registered 34,460 34,311 34,120 34,254 34,293 34,552 34,861 35,541 36,105 36,934 37,862

Acute 17,273 17,417 17,591 17,901 18,134 18,394 18,636 19,281 19,882 20,710 ..
Midwives 3,003 2,988 2,936 2,947 2,968 2,911 2,902 2,945 2,979 3,016 ..
Other Maternity 420 404 380 383 386 375 346 342 353 346 ..
Mental Illness 6,099 6,083 6,065 5,953 5,872 5,989 6,116 6,191 6,200 6,190 ..
Learning Disabilities 1,433 1,381 1,290 1,265 1,223 1,121 1,039 935 897 899 ..
Care of the Elderly 4,835 4,575 4,333 4,236 4,088 3,967 3,917 3,859 3,791 3,713 ..
Paediatrics 1,397 1,457 1,513 1,568 1,621 1,729 1,830 1,894 1,903 1,961 ..
Infection Control - - - - - 64 74 94 100 99 ..
Other - 6 12 1 1 2 1 - - - ..

Non registered 19,772 19,247 18,696 18,496 18,062 18,196 18,231 17,938 17,647 17,513 17,199
Acute 6,761 6,742 6,769 6,884 6,902 7,166 7,306 7,434 7,468 7,644 ..
Other Maternity 1,027 951 916 919 861 805 785 753 777 749 ..
Mental Illness 4,490 4,331 4,259 4,193 4,110 4,189 4,214 4,138 4,052 3,997 ..
Learning Disabilities 1,819 1,760 1,593 1,487 1,385 1,346 1,226 1,045 973 932 ..
Care of the Elderly 5,130 4,929 4,596 4,462 4,257 4,134 4,116 4,011 3,829 3,638 ..
Paediatrics 545 527 523 505 500 515 537 548 542 528 ..
Infection Control - - - - - - - - - - ..
Healthcare assistant - 7 40 46 47 41 47 9 6 25 ..
Other - - - - - - - - - - ..

Community Specialties2 7,562 7,756 7,872 8,150 8,281 8,690 8,968 9,351 9,461 9,615 10,497
Registered 6,560 6,699 6,821 7,056 7,149 7,508 7,766 8,075 8,216 8,354 8,843

Health visitor 1,605 1,648 1,680 1,698 1,709 1,756 1,799 1,789 1,825 1,826 ..
Grades G & above - Whitley only 1,453 1,473 1,496 1,498 1,506 1,527 1,498 1,503 1,510 1,501 ..
Below Grade G - Whitley only 152 175 184 200 203 229 301 286 315 325 ..

District nurse 2,242 2,271 2,321 2,456 2,450 2,533 2,553 2,574 2,599 2,631 ..
Grades G & above- Whitley only 1,161 1,155 1,160 1,174 1,166 1,181 1,179 1,205 1,190 1,210 ..
Below Grade G - Whitley only 1,081 1,116 1,161 1,282 1,284 1,352 1,374 1,369 1,409 1,421 ..

Community midwife 346 331 346 331 331 343 349 364 343 351 ..
Combined duty nurse - including midwifery 463 429 381 348 301 250 224 197 185 167 ..
Combined duty nurse - not including midwifery 25 21 20 18 17 18 15 16 19 17 ..
Community psychiatric nurse 468 507 524 624 664 742 783 929 982 1,065 ..
Community learning disability nurse 159 153 146 140 137 130 108 104 106 105 ..
School nurse 385 382 395 388 403 429 424 414 423 421 ..
Clinic nurse 310 313 312 310 312 310 303 308 324 287 ..
Other 557 644 696 743 825 997 1,208 1,380 1,410 1,484 ..

Non registered 1,002 1,057 1,051 1,094 1,132 1,182 1,202 1,276 1,245 1,261 1,654
Auxiliary/assistant 978 1,029 1,035 1,073 1,089 1,114 1,128 1,191 1,154 1,160 ..
Nursery nurse 24 28 16 21 43 68 74 85 91 101 ..

Other Specialties2 444 491 543 622 858 863 1,231 1,427 1,569 1,690 1,518
Registered 218 266 296 344 458 483 840 1,037 1,179 1,277 1,168

Occupational Health - - - - 106 114 132 153 137 144 ..
Blood Transfusion Service 56 69 70 86 87 82 94 91 107 111 ..
NHS24 - - - - - - 288 453 525 561 ..
Other 162 197 226 258 265 287 326 340 410 461 ..

Non registered 226 225 247 278 400 380 391 390 390 413 350
Occupational Health - - - - - - - - - 1 ..
Blood Transfusion Service 171 169 170 176 275 266 264 239 242 244 ..
Other 55 56 77 102 125 114 127 151 148 168 ..  

Notes:         
1 Nursing management - all nurses on clinical grades are excluded from this category. Some senior nurse managers are employed on s

  
enior management grades and are not included in the nursing total.       

2 The figures are presented in the same groupings as for previous years and the details for employees who have been assimilated to Agenda for Change have been 'mapped back' as far as possible to the coding used under Whitley to ensure consistency in trend data.  Where this has not been 
possible the data are not shown for 2006.

 157



 

Table 8 - NHS Scotland: Nursing and Midwifery Vacancies as at 30 September 2009   

Vacant for:

Vacancies as a 
percentage of 
establishment

Establishment
Staff in 

Post
Posts under 

review
Total 

Vacancies
Less than 
3 months

3 months 
or more Unknown Total

3 
months 
or more

2 3 4 5 6 7 8 9 10
Nursing and midwifery staff 59,905.4 58,429.1 38.8 1,476.3 1,006.1 410.1 60.1 2.5% 0.7%

Hospital ( All AfC Bands) 43,216.5 42,181.9 27.9 1,034.7 709.7 289.8 35.2 2.4% 0.7%

Adult 32,316.1 31,491.5 19.5 824.6 567.7 221.7 35.2 2.6% 0.7%
Paediatrics 1,221.9 1,154.6 - 67.3 59.0 8.3 - 5.5% 0.7%
Mental health 6,195.1 6,085.1 5.4 110.0 53.7 56.2 - 1.8% 0.9%
Learning disabilities 549.0 543.4 - 5.6 4.0 1.6 - 1.0% 0.3%
Midwifery 1,996.8 1,969.6 3.0 27.2 25.3 1.9 - 1.4% 0.1%
Other nurses 937.7 937.7 - - - - - 0.0% 0.0%

Community (All AfC Bands) 10,574.8 10,184.3 6.2 390.6 264.0 108.1 18.5 3.7% 1.0%

Health visitors 1,060.0 1,026.6 1.0 33.4 23.5 9.9 - 3.2% 0.9%
District nurses 4,077.0 4,031.6 0.6 45.4 33.0 10.9 1.5 1.1% 0.3%
Public health nurses 177.8 154.8 - 22.9 16.1 6.3 0.5 12.9% 3.6%
School nurses 264.0 257.5 1.4 6.5 5.4 1.1 - 2.5% 0.4%
Paediatrics 90.6 82.9 - 7.7 6.7 1.0 - 8.5% 1.1%
Mental health 2,164.1 2,059.1 0.2 105.0 76.6 18.4 10.0 4.9% 0.9%
Learning disabilities 465.0 453.5 - 11.5 7.5 3.0 1.0 2.5% 0.6%
Midwifery 227.8 222.6 - 5.2 2.6 2.6 - 2.3% 1.1%
Other nurses 1,990.5 1,895.7 - 94.9 48.7 41.7 4.5 4.8% 2.1%

Combined hospital/community ( All AfC Bands) 4,195.1 4,155.9 - 39.2 24.2 8.6 6.5 0.9% 0.2%

Health visitors 32.2 32.2 - - - - - 0.0% 0.0%
Paediatrics 187.6 187.6 - - - - - 0.0% 0.0%
Mental health 434.9 426.7 - 8.2 8.2 - - 1.9% 0.0%
Learning disabilities 28.8 23.3 - 5.5 5.5 - - 19.1% 0.0%
Midwifery 792.2 786.8 - 5.4 3.6 1.8 - 0.7% 0.2%
Other nurses 2,706.2 2,699.4 - 6.8 2.8 - 4.0 0.3% 0.0%

-
Other/Not applicable (All AfC Bands) 1,851.2 1,839.3 1.7 11.9 8.2 3.7 - 0.6% 0.2%

Not assimilated 67.8 67.8 3.0 - - - - 0.0% 0.0%

 
Source:  Scottish Workforce Information Standard System (SWISS). ISD(M)36
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Table 9 - NHS Scotland: Nursing and Midwifery Vacancies as at 30 September 2008  

Vacant for:

Vacancies as a 
percentage of 
establishment

Establishment
Staff in 

Post
Posts under 

review
Total 

Vacancies
Less than 
3 months

3 months 
or more Unknown Total

3 
months 
or more

2 3 4 5 6 7 8 9 10
Nursing and midwifery staff 59,221.1 57,749.6 44.7 1,471.5 1,106.1 344.7 20.7 2.5% 0.6%

Hospital ( All AfC Bands) 44,164.8 43,090.0 39.7 1,074.8 823.2 242.6 9.0 2.4% 0.5%

Adult 33,570.8 32,745.5 30.3 825.3 652.7 168.6 4.0 2.5% 0.5%
Paediatrics 798.9 717.2 - 81.7 53.3 28.4 - 10.2% 3.6%
Mental health 5,735.2 5,619.1 8.4 116.1 79.4 31.7 5.0 2.0% 0.6%
Learning disabilities 433.6 425.9 - 7.7 4.2 3.5 - 1.8% 0.8%
Midwifery 2,644.2 2,600.2 1.0 44.0 33.6 10.4 - 1.7% 0.4%
Other nurses 982.1 982.1 - - - - - 0.0% 0.0%

Community (All AfC Bands) 9,970.4 9,627.6 5.0 342.7 256.4 78.5 7.8 3.4% 0.8%

Health visitors 1,140.1 1,097.9 - 42.3 36.1 6.2 - 3.7% 0.5%
District nurses 3,899.9 3,862.5 - 37.4 29.1 8.1 0.2 1.0% 0.2%
Public health nurses 130.6 114.4 - 16.2 8.9 7.3 - 12.4% 5.6%
School nurses 240.9 232.0 - 8.9 8.1 0.8 - 3.7% 0.3%
Paediatrics 69.5 67.9 - 1.6 - 1.6 - 2.3% 2.3%
Mental health 1,810.0 1,766.7 3.0 43.3 30.4 9.9 3.0 2.4% 0.5%
Learning disabilities 533.8 518.8 - 15.0 11.6 3.4 - 2.8% 0.6%
Midwifery 193.7 183.0 - 10.7 6.5 4.2 - 5.5% 2.2%
Other nurses 1,890.3 1,784.5 - 105.8 89.6 14.6 1.6 5.6% 0.8%

Combined hospital/community ( All AfC Bands) 1,668.8 1,643.2 - 25.6 5.6 17.1 2.9 1.5% 1.0%

Health visitors 52.0 52.0 - - - - - 0.0% 0.0%
Paediatrics 8.8 8.8 - - - - - 0.0% 0.0%
Mental health 425.6 422.6 - 3.0 3.0 - - 0.7% 0.0%
Learning disabilities 55.5 52.3 - 3.2 - 3.2 - 5.8% 5.8%
Midwifery 140.0 140.0 - - - - - 0.0% 0.0%
Other nurses 983.3 967.4 - 15.9 2.0 13.9 - 1.6% 1.4%

-
Other/Not applicable (All AfC Bands) 2,710.0 2,681.6 - 28.4 20.9 6.5 1.0 1.0% 0.2%

Not assimilated 707.2 707.2 - - - - - 0.0% 0.0%

 
Source:  Scottish Workforce Information Standard System (SWISS). ISD(M)36
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Table 10 - NHS Scotland Nursing and Midwifery Vacancies as at 31 March 
Vacancies as a percentage of establishment

1996 1997 1998 1999 5 2000 2001 2002 2003 2004 2005 7

Corrected Total 2  3.6  3.4  3.4  2.8  2.3  3.2  3.6  3.5 3.7 4.2

Reported Total 3  3.6  3.4  3.4  2.8  2.3  3.2  3.6  3.5  3.7  4.2

Registered 3.7 3.6 3.5 3.1  2.6 3.6 4.0 3.9 4.0 4.5
Nurse Managers 6  3.3  2.4  1.7  2.3  1.9  3.2  3.1  1.4  1.2 x
Senior Nurse Managers 7 x x x x x x x x x  22.2
Education -  4.4 - - - x x x x x

General (Acute) 4.0 3.7 4.1 3.9  3.2 2.9 5.3 4.4 4.8 5.6
ITU  2.6  4.0  2.9  3.2  2.8  2.4  6.8  8.2 .. ..
A&E  1.3  3.3  4.0  5.2  2.2  2.7  3.7  3.1 .. ..
Theatre  2.1  2.3  4.6  4.4  3.3  3.9  5.3  6.3 .. ..
Other general  4.4  3.8  4.1  3.8  3.2  2.8  5.2  3.9 .. ..

Care of the Elderly  6.4  6.1  5.5  4.3  4.0  4.5  4.3  4.8  3.7  5.5
Infection Control x x x x x x x  2.3  8.7  1.1
Paediatrics  6.5  3.4  4.8  1.9  2.0  2.4  5.7  4.8  2.9  2.7
Midwifery  1.9  1.3  1.3  2.1  1.1  1.3  2.4  3.2  1.0  1.8
Maternity  0.8  3.5  1.4  1.1  3.0  1.2  5.5  3.0  6.2  4.4

Combined Duty Nurse x x x x x  0.4  0.7  0.3  3.5  0.6
Health visiting  3.3  2.0  2.2  2.7  1.7  4.6  4.5  3.8  4.7  2.9
District nursing  0.9  1.3  1.6  2.0  2.7  3.1  3.3  2.1  3.1  2.9

Mental health  3.6  3.8  3.3  2.3  1.7  3.7  3.2  2.8  3.5  3.0
Learning disabilities  3.0  7.2  2.9  2.1  1.9  2.9  3.8  4.6  4.4  5.0
Other Community  2.9  2.8  2.5  1.3  0.8  3.5  2.4  5.0  5.0  3.6

Other registered 8 x x x x x x x x  15.4  10.2

Registered - specialty not known 9 x x x x x  7.1 x x x x

Non registered 10  3.5  2.8  3.1  2.1  1.7  2.5  2.6  2.7  2.7  3.3
Auxiliaries and assistants  3.4  2.8  3.1  2.0  1.7  2.1  2.7  2.7  2.7  3.3
Nursery nurses  5.9  0.8  4.1  2.8  0.3  2.1  0.2  1.6 x  1.5

 
Notes:  
1 Excludes nurses in training.  2 Estimated figures are based on staff in post extracted from Payroll. 3 Response Rate: 1996 (78%), 1997 (83%), 1998 (86%), 1999 (94%), 2000 (94%), 2001(98%), 2002 (97%), 2003 (100%), 2004 (100%) and 2005 (100%).  
4 The vacancy figures relate to posts vacant at 31 March, irrespective of when the vacancy arose. 5 Data are at 30 April.  6 Includes Senior Nurse Managers, Nurse/Midwife Consultants and those on grades H and I ( except Infection Control Nurses, Health Visitors and District Nurses). 7 
The data collection was revised in 2005. Vacancies for senior nurse managers can be explicitly identified. Other nurse manager vacancies are recorded under the appropriate specialty. 8 New category introduced in the 2004 collection which includes qualified nursing posts not 
covered in the above categories.  9 North Glasgow unable to fully break down qualified nursing by specialty.  10 Is not the summation of categories below as some trusts were unable to give a detailed breakdown. 
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Table 11 - NHS Scotland: Nursing and Midwifery Vacancies Over 3 Months as at 31 March  
1996 1997 1998 1999 5 2000 2001 2002 2003 2004 2005 7

Corrected Total 2  0.9  1.0  0.8  1.0  0.6  0.5  0.9  1.0 1.1 1.6

Reported Total 3  0.9  1.0  0.8  1.0  0.6  0.5  0.9  1.0  1.1  1.6

Registered 0.9 1.0 0.8 1.1  0.7 0.5 1.0 1.1 1.2 1.7
Nurse Managers 6  0.8  0.3  0.6  0.4  0.4  1.3  1.2  0.2  0.6 x
Senior Nurse Managers 7 x x x x x x x x x  7.8
Education -  4.4 - - - x x x x x

General (Acute) 0.6 0.9 0.9 1.4  0.7 0.5 1.5 1.3 1.6 2.1
ITU  0.6  1.2  0.7  1.3  0.9  0.4  3.8  2.9 .. ..
A&E  0.3  0.8  1.1  0.7  0.3  0.2  1.0  0.8 .. ..
Theatre  0.4  0.5  1.1  1.6  0.8  1.3  2.5  1.3 .. ..
Other general  0.6  1.0  0.9  1.4  0.7  0.5  1.1  1.2 .. ..

Care of the Elderly  2.4  1.5  0.8  0.9  1.4  1.1  1.0  1.2  1.3  2.8
Infection Control 7 x x x x x x x  2.3  4.4 -
Paediatrics  1.0  1.1  0.9  0.5  0.5  0.2  0.9  1.9  0.3  0.3
Midwifery  0.6  0.4  0.5  0.7  0.4  0.0  0.7  0.8  0.3  0.7
Maternity  0.2  2.4  0.5  0.2  0.7  0.2  2.5  1.5  1.3 -

Combined Duty Nurse x x x x x  0.4 -  0.3  1.5  0.6
Health visiting  1.3  0.5  0.4  0.6  0.6  0.8  1.0  1.1  1.4  0.8
District nursing  0.4  0.5  0.5  0.6  1.0  0.2  0.1  0.4  1.1  0.3

Mental health  1.6  0.9  1.0  1.1  0.5  0.9  0.7  0.7  0.9  0.7
Learning disabilities  1.2  4.6  1.5  1.3  0.9  1.4  2.0  2.5  0.4  1.3
Other Community  0.4  0.1  0.7  0.7  0.0  0.0  0.1  0.7  1.6  0.2

Other registered 8 x x x x x x x x  1.5  9.1

Registered - specialty not known 9 x x x x x x x x x x

Non registered 10  0.8  0.8  0.6  0.7  0.5  0.4  0.5  0.9  0.9  1.2
Auxiliaries and assistants  0.8  0.8  0.6  0.7  0.5  0.4  0.6  0.9  0.9  1.2
Nursery nurses  0.5  0.3  0.3  0.5 - -  0.2 - x  1.5

 
Notes:  
1 Excludes nurses in training.  2 Estimated figures are based on staff in post extracted from Payroll.  3 Response Rate: 1996 (78%), 1997 (83%), 1998 (86%), 1999 (94%), 2000 (94%), 2001(98%), 2002 (97%), 2003 (100%), 2004 (100%) and 2005 (100%).  4 Refers to post that became 
vacant before 1 January.  5 Data are at 30 April.  6 Includes Senior Nurse Managers, Nurse/Midwife Consultants and those on grades H and I ( except Infection Control Nurses, Health Visitors and District Nurses).  7 The data collection was revised in 2005. Vacancies for senior nurse 
managers can be explicitly identified. Other nurse manager vacancies are recorded under the appropriate specialty.  8 New category introduced in the 2004 collection which includes qualified nursing staff not covered in the above categories.  9 North Glasgow unable to fully break down 
qualified nursing by specialty. 10 Is not the summation of categories below as some trusts were unable to give a detailed breakdown.
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Table 12 - NHS Scotland: Bank and Agency Hours for Financial Period 1 April to 31 March 
 
 

Bank and Agency Nursing Staff for Scotland - Hours Comparison

6.32

6.78

8.28

7.28
7.45

7.21

5.05
5.46

6.86
6.63

6.95 6.88

1.26 1.32 1.42

0.65 0.49
0.34

0.00

1.00

2.00

3.00

4.00

5.00

6.00

7.00

8.00

9.00

2004/05 2005/06 2006/07 2007/08 2008/09 2009/10

Year

H
o

u
rs

 (
m

il
li
o

n
s
)

Total Bank Agency

 

 
Source:  Scottish Workforce Information Standard System (SWISS). 
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Table 13 - NHS Scotland: Bank and Agency Spend for Financial Period 1 April to 31 March 
 
 

Bank and Agency Nursing Staff for Scotland - Costs Comparison
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Source:  Scottish Workforce Information Standard System (SWISS). 
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Table 14 - NHS Scotland: Nurse and Midwifery Staff Capacity 
 
 

Nursing and Midwifery Staff Capacity 
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Source:  Scottish Workforce Information Standard System (SWISS). 
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Table 15 - NHS Scotland: Nurse and Midwifery Student Intake and Students in Training 
1980/81 1985/86 1990/91 1995/96 1996/97 1997/98 1998/991999/2000 2000/20012001/20022002/20032003/20042004/20052005/20062006/20072007/20082008/2009

Intakes 1

Initial entrant .. 2707 2779 2377 2575 2538 2783 2866 3242 3365 3395 3608 3698 3592 3391 3437 3260
General/adult .. 1,828 1,846 1,584 1,746 1,679 1,843 1,891 2,203 2,378 2,414 2,581 2,680 2,654 2,476 2,460 2,398
Mental illness/Mental health .. 534 578 392 414 428 441 463 539 510 486 567 575 542 522 595 427
Learning disabilities .. 139 149 88 69 80 102 86 68 50 66 61 68 45 51 33 34
Children .. 98 - 145 157 180 214 235 226 222 217 213 190 178 170 170 207
Midwifery 6 x x x 168 189 171 183 191 206 205 212 186 185 173 172 179 194
Other .. 108 206 - - - - - - - - - - - - - -

Student nurse: enrolled 2 .. 805 204 x x x x x x x x x x x x x x

Conversion student 3 .. 1,362 1,182 453 637 705 651 596 513 494 472 364 185 201 134 158 111
General/adult .. 405 396 246 350 435 421 378 365 341 328 264 86 130 60 55 28
Mental illness/Mental health .. 159 161 61 132 109 104 96 75 68 84 63 30 37 28 60 30
Learning disabilities .. 39 57 14 23 30 23 21 9 12 4 1 5 3 6 5 5
Children .. 61 124 52 53 41 35 28 13 25 9 3 11 3 7 10 12
Midwifery 6 .. 698 444 80 79 90 68 73 51 48 47 33 53 28 33 28 36

1980 1985 1990 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008

In Training 4

First level course 5 6,100 7,336 7,916 6,191 6,346 6,612 6,887 7,216 7,833 8,217 8,717 8,986 9,264 9,726 9,909 9,660 9,499
General/adult 4,735 5,873 6,301 4,120 4,314 4,566 4,718 4,981 5,385 5,757 6,187 6,394 6,715 7,113 7,315 7,152 6,884
Mental illness/Mental health 909 1,007 1,280 1,019 936 939 1,011 1,059 1,184 1,199 1,205 1,262 1,280 1,408 1,386 1,345 1,388
Learning disabilities 177 229 297 259 219 206 213 202 184 150 157 139 152 138 144 106 102
Children 267 202 38 337 396 413 448 506 582 576 598 608 593 545 550 522 560
Midwifery 6 x x x 45
Other 12 25 -

6 481 488 497 468 498 535 570 583 524 522 514 535 565
- - - - - - - - - - - - - -

Student nurse: enrolled 2 3,288 1,185 534 - - - - - - - - - - - - - -

Post registration 2,950 2,623 1,899 696 1,214 1,517 1,955 2,329 2,244 2,074 2,205 1,859 1,644 1,401 1,251 1,094 1229
General/adult 1,500 1,250 730 386 483 670 731 712 601 582 627 480 395 269 202 129 103
Mental illness/Mental health 330 260 238 107 139 205 185 154 116 115 139 121 99 65 64 71 81
Learning disabilities 32 42 42 19 29 41 40 39 26 22 16 4 6 6 11 9 8
Children - - 109 62 86 86 69 44 36 24 28 12 11 16 14 11 16
Midwifery 6 1,088 1,071 780 122 126 108 114 118 101 80 81 69 62 68 59 49 48
Specialist Nursing Practice x x x x 51 134 436 848 971 896 969 899 819 754 691 609 717
Specialist Community Nursing Practice x x x x 300 273 380 414 393 355 345 274 252 223 210 216 256

Health Visitor 70 116 87 122 155 146 120 168 167 296 215 210 194 181 161 124 126

District Nurses 7 110 87 123 123 122 122 123 135 156 138 144 129 128 109 82 86
 

otes: 1. Intakes of student nurses and midwives commencing in that financial year.  Sourced from NHS Education for Scotland's 'Annual Statistical Supplement'. 2. Enrolled nursing training ended in 1994. 3. 
mprises students on first to first level and second to first level conversion courses only. 4. Between 1980 and 1991 data relate to staff in training who appear on payrolland are at 30 September. From 1995 the data 

originates from NHS Education for Scotland and are at 31 October.  5. For 1975 to 1991 comprises nurses and midwives in training employed by health boards. After 1991, comprises nurses and midwives in 
training at higher education institutions. This total includes: 3-year, shortened, honours degree and conversion courses.  6. Prior to 1992/93 there was no direct entry course for midwifery. All courses were for nurses 
converting to midwifery.    
Source:  National Manpower Statistics from payroll (NAMS), ISD Scotland, NHS Education for Scotland  

N
Co

 165



 

Table 16 - NHS Scotland: Allied Health Professionals Staff (Whole Time Equivalent) as at 30 September 2009 

2007 2008 2009
% Change 

08 - 09
3 4 5

Allied health professionals  8,951.5  9,242.8  9,579.5 3.6

Arts therapy (art/music/drama)  32.0  34.9  33.6 -3.5
Assimilated  29.6  34.3  33.6 -1.8
Not assimilated  2.3  0.6 - -100.0

Dietetics  574.5  600.8  652.8 8.6
Assimilated  517.0  596.0  652.8 9.5
Not assimilated  57.5  4.8 - -100.0

Occupational therapy  2,161.4  2,136.4  2,161.7 1.2
Assimilated  1,836.1  2,110.9  2,161.7 2.4
Not assimilated  325.2  25.4 - -100.0

Orthoptics  72.2  73.1  81.9 12.1
Assimilated  69.5  72.1  80.9 12.2
Not assimilated  2.6  1.0  1.0 -

Orthotics  34.7  44.8  46.7 4.2
Assimilated  19.0  43.8  46.7 6.5
Not assimilated  15.7  1.0 - -100.0

Physiotherapy  2,527.4  2,631.7  2,709.8 3.0
Assimilated  2,235.3  2,611.7  2,709.3 3.7
Not assimilated  292.1  20.1  0.5 -97.6

Podiatry  703.6  725.1  735.3 1.4
Assimilated  637.3  719.0  733.6 2.0
Not assimilated  66.3  6.1  1.8 -70.9

Prosthetics  7.8  12.8  11.8 -7.8
Assimilated  7.8  12.8  11.8 -7.8
Not assimilated - - - x

Radiography  1,836.8  1,929.0  2,033.3 5.4
Assimilated  1,563.0  1,906.5  2,032.7 6.6
Not assimilated  273.8  22.5  0.6 -97.4

Speech and language therapy  941.8  972.6  1,003.4 3.2
Assimilated  801.6  948.3  1,001.9 5.7
Not assimilated  140.2  24.3  1.5 -93.9

Multi skilled  59.3  81.5  109.1 33.8  
 
Source:  Scottish Workforce Information Standard System (SWISS), data extracted 03/10/2008 and 13/10/2009.
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Table 17 - NHS Scotland: Allied Health Professionals Staff (Headcount) as at 30 September 2009 

2007 2008 2009
% Change 

08 - 09
3 4 5

Allied health professionals  10,981.0  11,342.0  11,777.0 3.8

Arts therapy (art/music/drama)  45.0  49.0  51.0 4.1
Assimilated  40.0  47.0  51.0
Not assimilated  5.0 2 -100.0

04.0 2 9.0
Assimilated 31.0  6  809.0 9.9

73.0 6 -100.0

O 4.0 9  2, 1.2
3.0 8  2, 2.

81.0 1 -100.

O 04.0 4  6
00.0 3  11 6.8

Not assimilated  4.0 1  1.0 -

O  38.0 9 8.2
Assimilated  48  53.0 10.4
Not assimilated  17.0  1.0 - -100.0

,188.0  3,306.0  3,412.0 3.2
Assimilated  2,834.0  3,283.0  3,411.0 3.9
Not assimilated  354.0  23.0  1.0 -95.7

Podiatry  867.0  899.0  929.0 3.3
Assimilated  786.0  891.0  925.0 3.8
Not assimilated  81.0  8.0  4.0 -50.0

Prosthetics  8.0  13.0  12.0 -7.7
Assimilated  8.0  13.0  12.0 -7.7
Not assimilated - - - x

Radiography  2,181.0  2,278.0  2,386.0 4.7
Assimilated  1,861.0  2,251.0  2,385.0 6.0
Not assimilated  320.0  27.0  1.0 -96.3

Speech and language therapy  1,189.0  1,221.0  1,268.0 3.8
Assimilated  1,019.0  1,193.0  1,266.0 6.1
Not assimilated  170.0  28.0  2.0 -92.9

Multi skilled  73.0  102.0  135.0 32.4

8.5
 .0 -

Dietetics  7  74 .0  809.0
 6 73 .0

Not assimilated   .0 -

ccupational therapy  2,58  2,57 .0 611.0
Assimilated
Not assimilated

 2,20
 3

 2,54
 3

.0

.0
611.0

-
5
0

rthoptics  1  10 .0 111.0 .7
Assimilated  1  10 .0 0.0

 .0

rthotics  4 .0  53.0
 21.0 .0

Physiotherapy  3

    
 
Source:  Scottish Workforce Information Standard System (SWISS), data extracted 03/10/2008 and 13/10/2009.
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Table 18 - NHS Scotland: Allied Health Professionals Staff Vacancies as at 30 September 2009 
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Table 19 - NHS Scotland: Allied Health Professionals Staff Vacancies as at 30 September 2008 
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Table 20 - NHS Scotland: Allied Health Professionals Staff Vacancies as at 30 September 2007 
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Table 21 - NHS Scotland: Healthcare Sciences Staff (Whole Time Equivalent) as at 30 September 2009 
 
 

    2007   2008 200

% 
hange 

08 - 09 9 
C

    2   3 4   
Healthcare science staff   5,152.8   5,158.4 5,593.8 8.4 
              

Biomedical sciences   2,605.7   3,334.6 3,401.5 2.0 
Clinical physiology   134.3   223.1 376.9 68.9 
Clinical sciences   606.1   797.9 948.6 18.9 
Clinical technology   250.6   617.3 815.7 32.1 
Other healthcare science staff   3.0   11.0 25.7 133.2 

              
Not assimilated   1,553.1   174.4 25.3 -85.5 

              
 
S
 

ource:  Scottish Workforce Information Standard System (SWISS) 
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Table 22 - NHS Scotland: Healthcare Sciences Staff (Headcount) as at 30 September 2009 
 
 

    2007   2008 2009 

% 
Change 
08 - 09 

    2   3 4   
Healthcare science staff   5,760.0   5,781.0 6,290.0 8.8 
              

Biomedical sciences   2,929.0   3,755.0 3,833.0 2.1 
Clinical physiology   152.0   250.0 433.0 73.2 

    913.0 Clinical sciences 687.0 1,101.0 20.6 
nology     Clinical tech 267.0 659.0 868.0 31.7 

Other healthcare science staff   3.0   11.0 27.0 145.5 
              

Not assimilated   1,722.0   193.0 28.0 -85.5 
              

 
Source:  Scottish Workforce Information Standard System (SWISS) 
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Table 23 - NHS Scotland: Other Therapeutic Staff (Whole Time Equivalent) as at 30 September 2009 

 2007 2009 

% 
nge 

08 - 09 
   

 
 

    2008 
Cha

2  3 4  
Other therapeutic staff   2,753.6   3,135.1 3,322.2 6.0 

   
C d counselling 1   .6 .3 .
G  2.  .2 .7 .7
O  22.  .3 .1 .3
Pha  1,511.7  .4 .3 .9
Pl  62.  .9 .1 .1

  
N  462.  .8 .8 .
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 19
 

 
rmacy 1,903 2,072 8  

ay specialists 
 

8  65  75
   

 14  
 

ot assimilated 6 97 9 -90 0 
        

 
Source:  Scottish Workforce Information Standard System (SWISS) 
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Table 24 - NHS Scotland: Other Therapeutic Staff (Headcount) as at 30 September 2009 
 
 

   2007 2009 

% 
nge 
-

   
  2008 

Cha
08  09 

2  3 4  
Other therapeutic staff   3,265.0   3,722.0 3,947.0 6.0 

   
C d counselling 1   .0 .0 .
G  4. .0 .0 .7
O  36. .0 .0 .6
Pha  1,749.0 .0 .0 .4
Pl  75.  .0 .0 .3

  
N  580.  .0 .0 .
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 16  
 

ot assimilated 0 131 13 -90 1 
          

 
Source:  Scottish Workforce Information Standard System (SWISS) 
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Table 25 - NHS Scotland: Personal and Social Care Staff (Whole Time Equivalent) as at 30 September 2009 
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Personal and social care   549.9   692.4 763.3 10.2 

  39.6 35.6 10.1
  6 14.1 
   28.4 31.8 12.1 
   1.0 1.0 
     

1 1.6 89.9
    

       
Chaplaincy 
Health promotion 
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-
93.3 
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Sexual health 
Social work 

17.6
2.9 - 

  
Not assimilated  57.4  5.9 

  
 

  
-  

     
 
Source:  Scottish Workforce Information Standard System (SWISS) 
 

175 



 

Table 26 - NHS Scotland: Personal and Social Care Staff (Headcount) as at 30 September 2009 
 
 

  
 

 2   2009 

% 
Chan
08 - 

2  3 4  
007 2008 

ge 
09 

 
Personal and social care   704.0   826.0 901.0 9.1 

  61.0 68.0 11.5 
  7 13.7
   39.0 44.0 12.8 
   1.0 1.0 
     

Not assimilated 113.0 2.0 94.1
    

       
Chaplaincy 
Health promotion 

 63.0
499.0 691.0 86.0  

Sexual health 
Social work 

25.0
4.0 - 

  
  34.0 

  
 

  
-  

     
 
Source:  Scottish Workforce Information Standard System (SWISS) 
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Table 27 - NHS Scotland: Medical and Dental Support Staff (Whole Time Equivalent) as at 30 September 2009 

   2007 2008 2009

 
 

 
Change 
08 - 

  
09 

    
Medical and Dental Support 1,4 .6 1,66  15.8%   1,072.3 39 7.4

     
Physician assistant 6.0 -1 % 
heatre services 11.2% 

 924.2 1,293.9 1,516.0 17.2% 
862.4 11.3% 

l technician 48.0 75.1 9 69.0% 
re practitioners 13. 33.6 3 109.4% 

 

 
 
 

8.0  
103.6 134.8 149.8 

- 00.0
T
Dental care practitioner

Dental nurse 
 
 1,185.2 1,318.9 

Denta   126.
  Oral healthca

 
 8 

 
 70.
   

milated 36 5.0 1.5 -69.5% Not assi   .6 
            

 
ce:      

Scottish Workforce Information Standard System (SWISS) - 2009 extract taken on ber 2009.     
kforce information is sourced from the GP Contractor Database (GPC  - 2009 extract taken 5th November 2009.   

eneral Dental Services workforce information is sourced from the Management Information and Dental Accounting System (MIDAS) - 2009 extract taken 30th October 2009. 
nd public health services (HCHS) is sourced from the medical and dental workforce census (MEDMAN) prior to 2008. 
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Table 28 - NHS Scotland: Medical and Dental Suppo er 2009 
 
 

   2007 2008 2009 

rt Staff (Headcount) as at 30 Septemb

Change 
08 

 
- 0

 
9 

    
Medical and Dental Support   1,238.0 1,667.0 1,928.0 15.7

     
Physician assistant  8.0 6.0 - -100.0% 
Theatre services  112.0 143.0 158.0 10.5% 
Dental care practitioner  1,074.0 1,512.0 1,769.0 17.0% 

Dental nurse  1,005. 11.7% 
Dental technician  49.0 79.0 135.0 70.9% 

  Oral healthcare practitioners  91.3% 
   

% 
 

0 1,389.0 1,552.0 

20.0 46.0 88.0 
   

Not assimilated   55.0 17.0 12.0 -29.4% 
            

 
Source:      
Scottish Workforce Information Standard System (SWISS) - 2009 extract taken on 12th October 2009.     
GP workforce information is sourced from the GP Contractor Database (GPCD) - 2009 extract taken 5th November 2009.     
General Dental Services workforce information is sourced from the Management Information and Dental Accounting System (MIDAS) - 2009 extract taken 30th October 2009. 
Medical and dental workforce information for hospital, community and public health services (HCHS) is sourced from the medical and dental workfor EDMAN) prior  
 
 

ce census (M  to 2008.
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t Services St hole Equivalen t 30 Septemb
 
 

  20  

Table 29 - NHS Scotland: Admin and Suppor

 

aff 

 2007 

(W Ti

08
  

me t) a

2009 
 

s a er 2009 

% 
Change 
08 - 09 

  
To n r rvices 37, .0  tal Admi  and Suppo t Se  36,912.7 882  39,474.5 4.2 

       
Ad t s  ministra ive service   22,950.8 23, .2514  24,713.3 5.1 

 
5.5 

 15.7 
 

-87.0 
  

 
ons 
nical staff

d 
 

 
,445

 ,076

 
 15,241.7
 9,342.5

 
 129.1
 

 
ncti 14 .2  
o cli  8 .4

 
te 992.5  

  

 

 

Central fu
Support t

Not assimila

 11,325.4 
 6,604.5

  
 5,020.9 

Su rvicpport se es 1   13,961.9 14,367.9 14,761.2 2.7 
 

 2.1 
 2.8 
 2.5 

12.2 
 

-85.5 
 

 
es 

nd estate
s 

d 

  
vic   3,481.5
es   8,340.9

ce a s 1,915.7
vice  595.3  

   
te  34.5  

   
       

 
 3,554.3
 8,570.3
 1,963.6
 668.1

 
5.0

 
  

 

 

 

General ser
Hotel servic
Maintenan
Sterile ser

Not assimila

3,028.0
7,832.2

 1,742.9 
529.5 

829.4 

   
 
Sourc orkforc Standard System (SWISS) 
 

e:  Scottish W e Information 
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t Services Staff (Headcount) as at 30 September 2009 
 
 

   2007 008 2009 

% 
Change 
08 - 09 

     

Table 30 - NHS Scotland: Admin and Suppor

 2
 

Total Adm rt Services  47,097 ,338.0 50,269.0 in and Suppo .0 48 4.0 
       
Administr s  ative service   27,452.0 28,252.0 29,635.0 4.9 
    

Central f  13,05 6,602.0 17,437.0 5.0 
Support to   0,462.0 12,051.0 15.2
     
Not assimil  5,87 1,188.0 147.0 -87.6 

      

 

 
 

 
unctions 

clinical staff

ated 

8.0 1
8,516.0 1

8.0 

Support services 1   19,645.0 20,086.0 20,634.0 2.7 
    

General ser  3,369.0 3,855.0 3,915.0 1.6 
Hotel servic  12,894.0 13,587.0 13,988.0 3.0 
Maintenanc s  1,763 1,941.0 1,988.0 2.4 
Sterile serv  58 661.0 738.0 11.6 
     
Not assimil  1,03 42.0 5.0 -88.1 
     

          

 

 

 

 
vices 
es 
e and estate
ices 

ated 

.0 
7.0 
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Source:  Scottish Wor Standard System (SWISS) 
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Table 31 - NHS Scotland: Emergency Services Staff 
 
 

  0
 

(Whole Time E

 2007 
  

quivalent) as at 30 September 2009 

2009 
 

2 08 
 

% 
Change 
08 - 09 

 
      
E es  mergency servic   3,529.8 3,557.7 3,703.5 4.1 

  
1.1 

 x
  5.7

4.6 
 4.3
 6.3

  3.7
  

x 

 
ant 

 
 

 

 

 
 

 
ssist  

 
 

 
Paramedic  1,  
Technician    

  

- 
      

 
889.6

-
73.4

304.5
1,309.2
1,041.9

85.0
 

Ambulance care a
Auxillary
Driver
EMDC / control 

Other

Not assimilated 

 862.3 
-

76.1
 274.5 

1,233.9
999.7
81.0

  
 2.4 
    

880.1 
 -

69.5
291.0 

 255.0
 980.1

82.0

- 
  

 
 

 

 
 

 
Sourc rmatio IS
 
 

e:  Scottish Workforce Info n Standard System (SW S) 



 

Table 3
2009 
 
 

  

% 
nge 

 

2 - NHS Scotland: Emergency Services Staff (Headcount) as at 30 September 

 2007 2008 2009 
Cha
08 - 09 

     
      
Emergency services    3,655.0 3,681.0 3,836.0 4.2 

     
ssistant  931.0 948.0 961.0 1.4 

- - - x 
.0 91.0 97.0 6.6 

Tec
Oth

      
Not assimilated  3.0 - - x 

 
Ambulance care a
Auxillary  
Driver  103
EMDC / control  280.0 302.0 319.0 5.6 
Paramedic  1,247.0 1,269.0 1,323.0 4.3 

hnician  1,010.0 989.0 1,051.0 6.3 
er  81.0 82.0 85.0 3.7 

            
 

cottish Workforce Information Standard System (SWISS) Source:  S
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CHAPTER 8: EVIDENCE FROM THE DEPARTMENT OF HEALTH AND SOCIAL 
SERVICES AND PUBLIC SAFETY IN NORTHERN IRELAND  
 
Summary 
 
8.1 The Emergency Budget in June 2010 announced a two-year pay freeze from 2011/12 

for public sector workforces, except those earning a full-time equivalent of £21,000 or 
less.  The Agenda for Change rates of pay apply to 61,732 staff (49,915 wte) in the 
Health and Social Care in Northern Ireland and 31,432 (23,175 wte) have full-time 
equivalent earnings of £21,000 or less.  

8.2 fety wrote to the Chair of the 
view Body on r 2 i  two freeze 

11/12 and 2012/2013 years to Health and Social Care staff groups 
 NHS Pay iew Bod e also said that he recognised that there 
se of at least £250 for 000 or less (subject to 

ess e usual w and agreed to provide evidence to enable 
nder that role 011/12. 

 
8.3 as been pr d by the artment of Health and Social Services and 

DHSSPS) i rthern Ir d.  It sets where circ tances, 
ies within e Health and Social Care (HSC) in Northern Ireland 

 other pa f the UK S and in s the NHS Pay Review Body 
of developments affecting their complete remit group.  

The Northern Ireland Context   

g

 
The Minister for Health, Social Services and Public Sa
NHS Pay Re  4 Octobe 010 confirm ng that the -year pay 
will apply in the 20
governed by the  Rev y.  H
will be an increa HSC staff earning £21,
the Review Body proc
the Review Body to u

in th
take 

ay) 
 in 2  

This evidence h epare  Dep
Public Safety (
initiatives

n No elan  out ums
 and polic

are different from
 th

rts o  NH form

 

 
Demo raphics 
 
.4 Changes in Northern Ireland’s demographic structure will have a major influence on 

t ial care rvices needed in the future. Although Northern 
I elativ pop  in a UK context, Northern 
Ireland is expected to follow the trend of most industrialised countries over the next 
ten years with the proportion of those aged 18 and under falling, while the proportion 
of those aged 65 and over will increase. 

 
8.5 These population projections, along with leve privation in Northern Ireland, 

w he loc lth sec is expected that the ageing 
p ase demand for health pr nals.  

 
The Lab

8
he levels of health and soc se
reland currently has a r ely youthful ulation

ls of de
ill have implications for t al hea tor.  It 
opulation will incre ofessio

our Market 
 
8.6 The global economic downturn c es to evere impact on the Northern 

Ireland labour market.  Deterioration in priv siness activity, persistent 
economic inactivity and increases in claimant count for unemployment are particular 
causes for concern.  

.7 While the local unemployment rate (at 7.0%20) is currently the fourth lowest of the 
UK regions, the number of claimants (aged 18 and over) has increased by 9.6% in 
Northern Ireland over the year to September 2010.  Scotland was the only other UK 

                                              

ontinu  have a s
ate sector bu

 
8

   
  Source: Office for National Statistics, June-August 2010.  20
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region to experience an annual increase in the number of claimants but its increase 
was marginal in comparison.  Economic inactivity is a persistent feature of the 
Northern Ireland labour market - it is the highest of any UK region at 28.5% and this 
can only partly be explained by Northern Ireland’s high full-time education 
participation.  The level of long-term unemployment and incapacity claims are 
s omic inactivity.  

 
8.8 The reductions in Northern Ireland’s current and capital spend announced in the 2010 

Spending Review reflect the tighter public expenditure environment in the coming 
years.  In addition, the announcement of public sector job cuts may well have a 
greater adverse impact in Northe and d th  local reliance on the public 
s ployment.  

 
The Cos

ignificant obstacles to reducing the level of econ

rn Irel ue to e
ector in terms of em

t of Living 
 
8.9 Figures produced by the Office for National Statistics (ONS) suggested that in 2004 

the cost of living in Northern Ireland was 4.7% lower than the UK average. However, 
Northern Ireland’s cost of living was above that of the North East of England, 
Scotland and Wales. It should be noted that ONS do not produce regional cost of 

t 

ore in the UK (5.7% p.a.) than in Northern Ireland (5.1% p.a.).  
This suggests that Northern Ireland’s cost of living has marginally reduced further 
r le . 

 
The Pub

living figures regularly and that the above estimate is now very dated.  More recen
survey evidence published by Croner Reward21 indicates that consumer prices have 
since increased by m

elative to the UK as a who  since 2004

lic Sector Workforce 
 
8.10 The public sector in Northern Ireland employs 223,551 people or 28.7% of all those in 

e iew Bodi RB) health staff groups account for 66,030 
(29.5%) of public sector employ bs in n Ireland.  

 
8.11 Monitoring returns to the Equality Commission22 provide insight into recruitment 

d ced by both the public and private sectors.  The most recent 
n s per post fi recorded for the public sector as a whole in 2008 
was eleven – compared to a ratio of six for ate sector.  There are, however, 
significant variations within the lic sect  the number of applicants per post 
filled lower than average in the edu her for security-related 
o plicants per post filled in the health 
s

 
Public S

mployment.  Pay Rev es (P
ee jo  Norther

ifficulties experien
umber of applicant lled 

 the priv
pub or with

cation sector (6.1) and hig
ccupations (15.2).  There are, on average, 12.2 ap
ector.  

ector Pay 
 
8.12 P tor pay in Northern Ir ccou icant share of the 

Departmental Expenditure Limi ) bu stimates for the 2010-11 financial 
y costs will t fo r cent of Resource DEL.  This 
m nt in in th pay bill would equate to additional 
annual costs of £45m.  

 

                                                

ublic sec eland a nts for a signif
t (DEL dget.  E

ear indicate that pay  accoun r 50 pe
eans that each one per ce crease e total 

 
21  Source: Croner Reward (2010) Cost of Living Comparisons – September 2010. 
22Monitoring Report No.19 can be accessed at: 
www.equalityni.org/archive/pdf/MonitoringReportNo19_FINAL_081209.pdf. 
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8.13 Overall public sector earnings in Northern Ireland, at £583.40 per week23, are below 
the UK average (£604.80) but are higher than five other regions – the North East, 

, overall average earnings are 
influenced by occupational groups that cover security personnel whose higher 

ation.  Excluding security personnel 
o e public sector wage in Northern Ireland is £555.74, compared to 
7 .  

 
8.14 b rthern Ireland outstrip those of the private sector, but this 

ate sector earnings.  Overall private sector 
rn stently been the lowest of the UK regions and 

erage of £581.20.  In addition, for each 
ional group, with the exception of managers/senior officials and 
e occupations which are lower in Wales and the North East 

UK 

 
8.15 

 
ructure is imposed.  

Wales, Yorkshire and Humber, the West Midlands and the North West.  At the level 
of individual occupational groups, Northern Ireland public sector earnings are 
generally at the lower end of the distribution.  However

earnings levels are a legacy of the security situ
gr ups, the averag
£5 8.14 for the UK as a whole

Pu lic sector earnings in No
is due more to our relatively lower priv

reland have consiea ings in Northern I
at £456.80 per week, are 21% below the UK av
major occupat
personal servic
respectively, private sector earnings in Northern Ireland are the lowest of all the 
regions.  

Although most regions (except London and the South East) exhibit a pay differential 
in favour of the public sector, the differential is not as pronounced as that found in 
Northern Ireland.  

 
8.16 While the headline public-private sector earnings differential is 27.7% in Northern 

Ireland (compared to 4.1% for the UK as a whole), this reduces to 24.2% when the
UK occupational st

 
Northern Ireland Executive Pay Policy 

On the 24th May 2007, the NI Executive endorsed the principle of adherence to the 
UK Government’s public sector pay policy.  This means that enforcement of pay 
growth limits is devolved to the Northern Ireland Executive

 
8.17 

 within the overarching 

 
8.18  process applies to the staff costs of virtually 

all public bodies and staff groups that are either partly or wholly funded by the 
Northern Ireland DEL.  The Executive’s control of public sector pay is based on the 

 

 
8.19 

 
 elements 

ar contractual entitlement to an increase.  Locally, the pay freeze 

           

parameters set by HM Treasury in its annual pay guidance circulars.  Therefore, the 
Department of Finance and Personnel (DFP) Minister has the scope, within the 
parameters of the UK Government’s pay policy, to approve pay remits for staff 
groups in most public bodies in Northern Ireland.  

The Northern Ireland pay remit approval

principle that the public sector should offer a pay and reward package that allows it to
recruit, retain and motivate suitable staff within the specific local labour market 
context.  

The HM Treasury Pay Guidance for 2010 – 11 was published in December 2009 and 
outlined an Increase for Staff in Post (ISP) range of 0-2 per cent.  However, on 22 
June 2010 the Chancellor announced a two year pay freeze for public sector workers
as part of his Emergency Budget.  The pay freeze will be a total freeze in all
unless there is a cle
will apply immediately to any public sector workforces that have not yet agreed a 

                                      
23  Source: Annual Survey of Hours and Earnings (ASHE) 2009. 
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2010-11 pay award, unless there is a legally enforceable agreement already in place.  
However, it is expected that the pay freeze will apply to most public sector staff 
groups from 2011-12 (i.e. health, education, police etc). 

8.20 

freeze without addressing these contractual arrangements first. 

The Po
 
Program

 
A key feature of implementing pay policy is the need to honour contractual 
entitlements.  Many local staff groups are contractually tied to UK nationally 
determined pay settlements or have clear contractual entitlements to 
progression/performance pay.  It is therefore not possible to impose a blanket pay 

 
licy Context  

me for Government 2008/11 targets 
 
8.21 Under the Northern Ireland Executive’s current Programme for Government, Public 

Service Agreement (PSA) commitments have been set to promote health and addr
health inequalities and to deliver high quality health and social care services for the 
population of Northern Ireland. 

ess 

 
.22 Delivery of these commitments is planned on an annual basis through the DHSSPS 

PSA
 that 

sati PSA targets, and to ensure 

tog
the HSC Board and HSC Trusts prepare their respective commissioning and delivery 
plans.   

 
8.23 The Priorities for Action document is available on request.  Improving productivity 

remains a key priority for the Department and the HSC across seven key priority 
areas.  Productivity targets include: 

• achieving a 3% improvement in hospital productivity year-on-year;  
011;  

 
8.24 

 

8
Priorities for Action (PfA), which specifies – in addition to the relevant three-year 

 targets – a number of “Ministerial” standards, targets and actions for each year.  
These additional standards, targets and actions are necessary both to help ensure

sfactory progress is to be made towards the three-year 
that performance is improved in areas which are a priority.  These targets – taken 

ether with the detailed resource allocations – provide the framework within which 

 

• reducing levels of absenteeism in HSC staff to 5.2% in the year to March 2
• ensuring that no more than 2% of operations are cancelled. 

In addition, Priorities for Action 2010/11 includes a seventh priority area which 
particularly in the current financial context is critical, namely: 

• Priority Area 7: Ensure financial stability and the effective use of resources.   

Non-Medical Workforce Issues 

Details of the Northern Ireland HSC
 
8.25  Workforce Census as at 31 March 2010 are 

available at http://www.dhsspsni.gov.uk/index/stats_research/work_force/stats-
 in the 

 in 

research.htm.  An analysis of the overall September 2010 position is set out
Key Facts Workforce Bulletin also at 
http://www.dhsspsni.gov.uk/index/stats_research/work_force/stats-research.htm.  This 
shows a 1.5% increase in headcount (0.7% increase in wte) in the period 2006 to 
2010.  The 2009 to 2010 position shows a reduction in headcount of -1.5% (-1%
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wte); this is a direct consequence to the Review of Public Administration 
restructuring.  

NI Current Vacancies: Changes over Time 

Details of the Northern Ireland HSC Workfo
 
8.26 rce Vacancies as at 31 March 2010 are 

available at http://www.dhsspsni.gov.uk/index/stats_research/work_force/stats-

 the period 2007 to 2010 are set 
out below.   

 
Tabl

research.htm.  The trend in current vacancies over the period 2003 to 2010 is set out 
in [DN insert Table ?]  The current vacancies rate % in

e 1: NI HSC Current Vacancies Rate % (WTE) 
Staff Mar-07 Mar-08 Mar-09 Mar-10  Group 
Admin & Clerical* 2.3 1.9 1.6 0.9 
Estates Services 1.3 1.2 1.3 2.2 
Supp 3.1 3.6 4.4 1.3 ort Services 
N si
Healt

ur ng, Midwifery & 
h Visiting 

3.5 2.2 1.4 1.0 

So iac 2.7 1.7 1.7 1.4 l Services 
P e
Te h

rof ssional & 
nical 

4.1 3.5 2.7 1.5 
c

M ied cal & Dental 2.4 2.4 3.8 2.6 
 
8.27  

0.9

 

The Current Vacancies Rate % (WTE) in Bands 1 to Band 4 Admin & Clerical staff is
%. 

 
8.28 Joiners by occupational family in the period March 2009 to March 2010 were as 

follows: 

Joiners March 2009/10   
Occupational Family Headcount WTE 
1  Generic 2 2.0 
2  Administration & 
Clerical 722 653.2 
3  Estates Services 33 33.0 
4  Support Services 465 312.4 
5  Nursing & Midwifery 912 830.6 
6  Social Services 739 433.7 
7  Professional & 
Technical 470 416.4 
9  Ambulance 15 15.0 
Total 3358 2696.26
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2009/10 
Joining Rate - based on average staff March 

Occupational Family Headcount WTE  
1  Generic 1.6% 1.7%  
2  Administration & 
Clerical 5.8% 6.0%  
3  Estates Services 4.9% 4.9%  
4  Support Services 6.9% 6.3%  
5  Nursing & Midwifery 4.3% 4.6%  
6  Social Services 5.6% 5.1%  
7  Professional & 
Technical 6.5% 6.6%  
9  Ambulance 1.5% 1.5%  

 
8.29 

 

Leavers by occupational family in the period March 2009 to March 2010 were as 
follows: 

Leavers March 2009/10 
Occupational Family Headcount WTE 
1  Generic 10 7.86 
2  Administration & 
Clerical 805 700.16
3  Estates Services 59 58.96 
4  Support Services 401 261.34
5  Nursing & 
Midwifery 944 780.41
6  Social Services 764 386.37
7  Professional & 
Technical 347 291.4 
9  Ambulance 28 26.88 

 
Leaving Rate - based on average staff March 
2009/10 
Occupational Family Headcount WTE 
1  Generic 7.8% 6.8% 
2  Administration & 
Clerical 6.4% 6.4% 
3  Estates Services 8.7% 8.7% 
4  Support Services 5.9% 5.3% 
5  Nursing & Midwifery 4.5% 4.3% 
6  Social Services 5.8% 4.5% 
7  Professional & 
Technical 4.8% 4.6% 
9  Ambulance 2.7% 2.6% 
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Staff Earning £21,000 or less 

This equates to fulltime earnings and to pay point 15 or lower in the 2010/11 Agenda
for Change pay sca

 
8.30  

les.  There is currently 31,432 (23,175 wte) staff with full time 
earnings of £21,000 or less.  These staff groups cover: 

 
• Administrative and Clerical staff – 9,450 

0 

• Estates - 420 
• Support Services – 6,730 
• Unqualified Nurses and Healthcare Assistants – 4,70
• Social Services – 8,113 
• Professional and Technical- 1,520 
• Ambulance - 500 

 
Workforce Training  

Approximately 50% of HSC staff are in regulated professions.  They must hold 
approved qualifications and be on the register of an appropriate professional body.  
The DHSSPS is responsible for commissioning the training of regulated staff, largely 
through the local Universities.  The DHSSPS has to ensure that it is commissioning 
the appropriate numbers of student places to maintain an adequate supply of qualifi
staff.   

 
8.31 

ed 

 
8.33 

om 2011 in Northern Ireland Universities.  

8.34 Applications for AHP undergraduate study increased by 20% in 2010.  The University 
of Ulster received 8 applications for each available place.  No changes were made to 
the entry requirements for AHP programmes in 2010.  The exception is Radiography 
where in the 2010 admissions cycle students could apply for Radiography Therapeutic 
and Diagnostic programmes separately. 

 
8.32 Nursing and Allied Health Professional (AHP) recruitment at undergraduate level 

remains buoyant.  

In 2010, 4,054 applied to do nursing degree courses, a 28% increase on 2009.  Queens 
University Belfast received three applications for each available place and the 
University of Ulster received 11 applications for each available place.  Entrance 
requirements have remained unchanged although new nurse education standards will 
be introduced fr

 

 
Regional Workforce Planning Process 
 

In September 2001, the DHSSPS commenced a series of uni-professional workforc
reviews (i.e. a review of each profession separately – such as Medical, Nursing, 
Dietetics, Dental, Social Services, etc.) covering

8.35 e 

 the main groups employed within the 

or 

 
.36 , together with the data on 

recruitment and retention, enables the DHSSPS to work with the HSC in developing 

HSC.  The workforce planning cycle comprises a major review approximately every 
three years, with interim update reviews. In this way, the reviews are intended to 
enable the DHSSPS to gain workforce intelligence on the trends in employment f
each professional group and this in turn will inform planning of needs over 
subsequent years. 

The data collected also covers qualitative information and8
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strategies to both attract people to working in the health service professions and build 
their career in that field. 

 
.37 The purpose of the up-date reviews is to identify any developments which are likely 

e is 

 
8.38 

 will 
nform the regional workforce planning process. 

 

, 
arly 

 

bout the long-term effects this will have in respect of 
succession planning, particularly for specialist posts; 

• Graduates are applying for Assistant grade posts then moving when a Qualified 
post becomes available leading to a degree of churn in the workforce and wasted 
effort on induction and training; 

• Requests for flexible working continue to increase however Trusts find these 
increasingly difficult to manage in this financial climate, due to limited backfill 
money available against increasing demand for services and the need to meet 
Priorities for Action Waiting List Targets. 

 
Productivity

8
to have an impact on the workforce, and to check back as to whether the workforc
showing the trends predicted in the main review.  This is intended to act as an early 
warning system whereby the DHSSPS can take action as necessary and in this way 
aim to address potential workforce problems at an early stage.  

The methodology for future workforce reviews has been altered recently with more 
onus being placed on Trusts to undertake organisational-level workforce planning, 
integrating financial, service development and workforce planning streams.  This
help better i

8.39 A series of update reviews covering many of the Allied Health professions, Clinical 
Psychology and Pharmacy has recently been initiated. HSC Trusts were asked to 
provide comment on Turnover, Recruitment and Retention Issues, Work-life balance
Working Terms and Conditions and Demand and Service developments. Some e
trends are emerging: 

• For many of the Allied Health professions it is noted that graduates are having 
difficulty accessing permanent HSC jobs in this financial climate; 

• Trusts are concerned a

 

ther parts of the UK, it is important to seek sustained improvements in 
productivity.  The 2004 Appleby Report found a significant productivity gap in some 

ar services in 
England.  A primary measure of productivity has been developed for comparison with 
England and within Northern Ireland – ‘weighted hospital activity per WTE staff’.  
The target set is that each Trust will be expected to achieve a 3% improvement in 
hospital productivity, from its 2006-07 base year, for each year over the CSR period.  

d 
y about 3%, however our analysis suggests there are significant further 

 

ped, including sickness 
absence, skill-mix ratios for nursing and AHP staff, staff turnover and reduction in the 
proportion of Admin and Clerical staff.  Six-monthly reports are produced and 

 
8.40 As in o

aspects of health provision in Northern Ireland compared to simil

 
8.41 Since we started measuring in 2007/08, hospital labour productivity has increase

annually b
productivity increases to be made. 

8.42 The DHSSPS has now developed a range of productivity indicators for all 
professional groups in the HSC and these are monitored for all Trusts.  A number of 
additional targets and performance indicators have been develo
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distributed to the Trusts to facilitate benchmarking and assist Trusts to identify areas 
of best practice and poo

oducti ews, which 
explore  greater skill-mix and different and more efficient 

ays of 

8.44 The following PSA and Ministerial targets will be subject to intensive monitoring by 
atisfactory progress is made:  

Hos vement 
in hospital productivity, from its 2006-07 base year, for each year over the CSR 
perio
Day ase 
rates for a defined range of procedures in accordance with Departmental targets 
for March 2011.  
Pre- ons in 
aver stay in accordance with Departmental targets for 
Marc
Abs m to no 
more than 5.2% in the year to March 2011. 

• Greater use of generic drugs (PSA 7.2): the HSC Board should ensure the level 
of di

• Can ions: from April 2010, all surgical patients should have 
appropriate pre-operative assessment, and no more than 2% of operations should 
be ca

e Pro enges 
have com itation of the current indicator is that it includes both 
hospital and community staff as there is currently no way to separate them, however it 
only takes account of hospital activity.  Trusts have highlighted that the current 
calculation is focused on hospital activity, yet the policy shift is for more work to be 
carried out in the community with fewer inpatient admissions, therefore a fall in 
hospital activity does not necessarily equate to lower productivity.  In addition some 
Trusts have closed certain hospital services, again leading to a fall in activity. 

 
8.46 The DHSSPS is not currently able to measure activity carried out in the community as 

the area is extremely complex.  Also recent data provided by the Trusts for another 
exercise has highlighted the need to capture much more than just WTE staff.  
Quantifying bank and agency usage, as well as overtime, may become important in 
future.  These limitations in the scope of the available data significantly restrict the 
scope to assess and demonstrate the savings achieved through productivity gains. 

 
National Recruitment and Retention Premia (RRP)

r performance. 
 
8.43 Pr vity issues are also addressed in the workforce planning revi

potential opportunities for
w

 
working in the delivery of service. 

the DHSSPS to ensure s
 

• pital productivity (PSA 7.2): each Trust should achieve a 3% impro

d.  
•  case rate (PSA 7.2): each Trust should secure improvements in day c

• operative length of stay (PSA 7.2): each Trust should secure reducti
age pre-operative length of 
h 2011.  

• enteeism (PSA 7.2): each Trust should reduce its level of absenteeis

spensing of generic drugs increases to at least 64% by March 2011. 
celled operat

ncelled for non-clinical reasons.  
 
8.45 Th ductivity Agenda is extremely complex and this year a number of chall

e to light.  A lim

 
 
8.47 The national RRP is paid to all Health and Social Care staff requiring an electrical, 

mechanical or plumbing qualification; this is despite no evidence of recruitment 
difficulties.  Northern Ireland has participated in the review of National RRPs 
undertaken by IES on behalf of the NHS Staff Council.  Evidence provided to that 
review showed that recruitment to these particular jobs in the HSC in Northern 
Ireland has been and remains particularly healthy.  Recruitment programmes recorded 
the following applications: 
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• 1 Band 4 fitter     19 applicants 
• 1 Band 4 fitter     34 applicants 
• 1 Band 4 Electrician    46 applicants 
• 1 Band 4 Maintenance Fitter   49 applicants 

 
8.48 In the absence of recruitment and retention problems the DHSSPS feels that the 

continuation of a national RRP is unjustified.  Should recruitment difficulties arise 
these could best be addressed under the local Recruitment and Retention Framework. 

 
8.49 None of the other staff groups listed in Annex R of the NHS Handbook are in receipt 

of a RRP in Northern Ireland. 
 
Junior Pharmacists 
 
8.50 The NHS PRB remains interested in the possible short-term national RRP for 

Pharmacists in Band 6 and 7.  Last year the DHSSPS Minister rejected the 
recommendation for a national RRP for this staff group on the grounds that there was 
no evidence that a national recruitment or retention problem exists.  This position has 
not changed; the DHSSPS’s position remains that there are no grounds for the award 
of a national RRP to Band 6 and Band 7 Pharmacists. 

 
Local Recruitment and Retention Premia 
 
8.51 A Northern Ireland Recruitment and Retention Framework was introduced in 2007 

(HSS (AfC) (7) 2007 to address local recruitment difficulties.  Under these 
arrangements there are currently two long term recruitment premia in place.  An 
existing premia of 20% on the basic band 7 for Embryologists employed in the 
Regional Fertility Clinic was reviewed in December 2009.  This premia was found to 
be effective and has been extended to 2012 when the position will be reviewed again.  
A 30% premia on the basic band 7 nurse has been introduced to aid recruitment and 
retention in a particularly hard to fill geographical location on Rathlin Island.  This 
has assisted in the provision of an out of hours nursing service and is working well.  
This premia will be reviewed in December 2010.   

 
Knowledge and Skills Framework 
 
8.52 While the AfC Knowledge and Skills Framework (KSF) is not mandatory in Northern 

Ireland Health and Social Care Organisations are continuing to implement the 
Framework in line with the national agreement.  A KSF Project Manager has been 
appointed and is working closely with all HSC organisations and trade unions across 
the region to achieve full implementation.  A regional group, comprising management 
and trade union representation from all HSC organisations meets on a regular basis to 
share knowledge, develop and disseminate good practice and monitor progress.  
Networks across the UK are strong and involvement in all National Groups is 
maintained.  

 
8.53 The outcome of the Review of KSF in England has the potential to affect progress 

within Northern Ireland.  Efforts will however be made to minimise any adverse 
repercussions and ensure that implementation of KSF continues.  Progress across 
HSC organisations is variable ranging from 45% cover to 99% for KSF outlines and 
8% to 71% of staff with a completed Personal Development Review.  Where 
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organisations are not showing significant progress in implementation this is due to 
restructuring under the Review of Public Administration or resourcing issues rather 
than a reluctance to implement the process.  Northern Ireland remains committed to 
the use of eKSF.   

 
HSC Staff Survey 
 
8.54 The HSC survey took place from 2nd November to 11th December 2009. Around 

17,500 staff were surveyed and the overall response rate was 39%, with a total of 
6,737 staff across all HSC organisations participating.  

 
8.55 The survey questionnaire comprised 3 themes.  The key findings from the 

questionnaire responses are summarised below against each theme.  
 
8.56 The Resources to Deliver: This theme asked staff about their hours of work, work-life 

balance and training and induction received.  70% of all respondents worked 30 hours 
or more, 68% of staff have worked more than their contracted hours in the last 12 
months, with 88% agreeing that one of they reasons they did is that they want to 
provide the best care they can for patients.  41% of staff felt that their organisation 
was committed to helping staff balance their work and home life.  When analysed by 
Organisation, this figure was between 38-46% in HSC Trusts but notably lower at 
15% in the Northern Ireland Ambulance Service (NIAS).   

 
8.57 The Support to do a Good Job: This section covered appraisals and reviews, job 

satisfaction, views on the respondents employing organisation, equal opportunities 
and whistle blowing.  55% of staff surveyed did not have an appraisal or a Knowledge 
and Skills Framework (KSF) review in the previous 12 months.  By occupational 
group who did have an appraisal, medical and dental staff were the highest (70%), and 
paramedics and ambulance technicians the lowest (7% and 5% respectively).  Of the 
staff who did receive an appraisal, 72% felt that it helped them agree clear objectives 
for their work. 

 
8.58 Over 2 in 5 staff (43%) feel that they cannot meet all the conflicting demands on their 

time at work, and only 34% agreed that there are enough staff at their organisation to 
do their job properly.  Almost a third of staff (31%) agreed they often think about 
leaving their organisation, of those 48% gave the reason for this as not being valued 
for their work.  This figure was highest in the Public Health Agency, where 52% of 
staff often think about leaving the organisation.  

 
8.59 75% of staff were satisfied by the support they receive from their colleagues and 57% 

by the support received from their line manager.  21% of staff agree that senior 
managers try to involve staff in important decisions and 23 % that communication 
between senior managers and staff is effective. 

 
8.60 7% of staff said that they had experienced discrimination at their organisation in the 

past 12 months.  The three most common reasons stated were religion, ethnic 
background and age.  In relation to Whistle Blowing, 79% of staff said that they 
would know how to report their concerns if they were concerned about negligence or 
wrongdoing by staff.  When asked if they would have the confidence to report their 
concerns, 60% said yes, 13% no and 25% did not know. 
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8.61 A Worthwhile Job and the Chance to Develop: This section of the survey asked staff 
working in Health and Social Care about opportunities to develop, improving work 
practices, errors and near misses and violence, bullying and harassment. 

 
8.62 77% of staff said they have an interesting job and that they are satisfied with the 

quality of care they deliver to patients.  86% feel that their role makes a difference to 
patients and service users.  39% of staff agreed that their Organisation communicates 
clearly with staff about what it is trying to achieve.  63% of staff agreed they are able 
to make suggestions to improve the work of their team or department, but only 27% 
agreed that senior managers act on staff feedback.  In relation to errors, near misses 
and incidents, 25% of staff said that they had seen an error, near miss or incident that 
could have hurt patients or service users and 91% said they, or a colleague, had 
reported it. 

 
8.63 When asked about violence, bullying and harassment at work in the past 12 months, 

21% of staff had experienced physical violence from patients or service users (15%), 
relatives of patients or service users (4%) or other members of the public (2%).  Of 
this group of staff, 69% said they, or a colleague, had reported it.  In relation to 
harassment, bullying or abuse at work, 44% of staff had experienced this from 
patients or service users (22%), relatives of patients or service users (17%) or other 
members of the public (5%).  Of these staff, 55% said they, or a colleague, reported it.  
48% of all staff surveyed have never received training in how to prevent or handle 
violence and aggression. 

 
8.64 59. This survey has provided a large amount of valuable data that will inform all 

stakeholders about the experiences of our workforce.  This information will be used to 
improve working practices and conditions, and inform future policy development.  Its 
findings are being taken forward by the Partnership Forum at a strategic level and 
through the Joint Negotiating Forum at a local level.  By repeating the survey bi-
annually, we can measure the impact of interventions and policy changes, and by 
improving the experiences of staff working in Health and Social Care in Northern 
Ireland, with the aim of improvement in the quality of care provided to patients and 
service users. 

 
Affordability 
 
[DN: this section to be inserted when the 2011 budget has been agreed] 
 
Summary/Conclusion 
 
[DN: to be amended once the affordability section has been added] 
 
• There is no evidence to support the need for a national RRP for Band 6 and Band 7 

Pharmacists. 
• In the absence of recruitment and retention problems the DHSSPS feels that the 

continuation of a national RRP for qualified maintenance staff is unjustified.   
• The local arrangement for addressing recruitment and retention difficulties is fully 

operational and effective.  Should recruitment difficulties arise these could best be 
addressed under the local Recruitment and Retention Framework. 
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Statistical Information 

Table 1 Agenda for Change Spine Point Summary at 30 June 2010 

By Occupational Family 

Table 2 Generic Family Multi-Disciplinary Workers on AfC Pay Bands at 30 

June 2010 

Table 3 Admin HC and WTE by AfC Pay Band and Spine Point 

Table 4 Estates Services Family HC and WTE by AfC Pay Band and Spine 

Point 

Table 5 Support Services Family HC and WTE by AfC Pay Band and Spine 

Point 

Table 6 Nursing Midwifery & Health Visiting Family HC and WTE by AfC 

Pay Band and Spine Point 

Table 7 Social Services Family HC and WTE by AfC Pay Band and Spine 

Point 

Table 8 Professional & Technical Family HC and WTE by AfC Pay Band and 

Spine Point 

Table 9 Ambulance Family HC and WTE by AfC Pay Band and Spine Point 

Table 10 HSC Vacancies and LT Vacancies by HC and WTE September 2003 

to March 2010 
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