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WISMS Strategic Integrated Workforce Planning

Background 

WISMS have the ambitious aim to integrate the Balance Scorecard and the Integrated Care Programme.  This exemplar service provision will require a workforce responsive, confident and competent to deliver these quality services. 
This paper should be read alongside the Integrated Care Organisation Pilot Project Initiation Document and previous minutes and actions from the four thematic groups that underpin the development of the WISMS Balanced Scorecard (BSC)
Introduction 

The requirement to workforce plan is set out in the Operating framework, World Class Commissioning and other strategic documentation.  The ODS workforce planning model was used to take the four task group programmes through a process to identify the risks and issues for future service and workforce planning.  The intended outcome was a workforce strategy that set strategic intent in terms of:

1)      Describing current and possible future gaps in competencies

·         Drug treatment and reintegration systems and the services and individual staff within them need a range of appropriate competencies. There may be a need for new competencies to deliver the range of psychosocial interventions now being recommended for drug treatment and in addressing health inequalities amongst vulnerable groups such as offenders 

·         Commissioners and employers need a vision for the workforce required to deliver the best outcomes for their treatment population. This requires an overview of the competencies required to manage and deliver systems of treatment and reintegration that meet a range of service user needs 

2)      Embedding workforce development in the system change process linked to the balanced scorecard outcomes

·         The workforce development component of the balanced scorecard project provides a space to consider staff numbers, compare skills and capabilities amongst different agency teams and look at future-proofing. The local response to gaps in the workforce skills and competencies should be contained within the jointly owned workforce development plan for the partnership. Commissioners and providers alike will need to be working together to ensure competency at al levels (managers, clinicians, and others) and that services are commissioned to have good management, supervision and systems for continuous professional development that links directly to what clients want and what defines an exemplar service 

 3) A dynamic document able to support, shape and develop the workforce 

·         The workforce project linked to the balanced scorecard will link the WISMS workforce plans to system including training needs analysis.  

The Improvement and Development Agency have just published ‘Moving Forward Together: joining up workforce strategies’.  This sets out some key issues and learning, which include:

· Strategy – having clear, common and tangible imperatives

· Momentum - keeping moving forward

· People – addressing managerial and cultural issues

· Capacity – having the capacity to resource change and development

· Alignment – building systems that foster partnership working

· Inclusive partnerships – linking effectively across different sectors

This workforce strategy plan intends to describe and provide a starting point to address planning and development challenges and opportunities.  As the workforce is our most expensive resource, costing often over 60% of financial funding of commissioned services this plan sets out a strategic intent and does not provide detailed workforce analysis.  Essentially responding to WISMS commitment to ensure services are built on a quality workforce who have the right competence, are in the right place at the right time!

The mapping process included a map of key strategic initiatives, policies and local conditions that may impact on services provided now and in the future.  The outputs of this exercise are in Appendix 1: Strategic environment:  PESTLE analysis.  A further exercise, Appendix 2 and 3: Population definition: Case Studies (Bev and Wayne) was utilised to think of a typical person as a proxy for the population and consider the characteristics of all the future population.  These two exercises facilitated the group to then agree workforce priorities for action.

Three priority areas emerged from the mapping process 

1) Personalisation agenda

2) Behaviour and life style change and prevention agenda

3) Service and workforce redesign – first point of contact

4) Recovery model

5) System and organisational development

The table below describes the issues and action required or agreed.

	High level Objective


	Action required

	Personalisation agenda

	Problem

· Is the current and future workforce competent to respond to personalisation agenda (including personal budgets and personalised care).

Impact

· Risk that workforce without the competence – knowledge, skill and behaviour - to deliver personalisation, personalised care and personal budgets etc will impact on delivery of high quality care.
	· Link to national, regional and local activity to ensure emerging agenda and workforce implications are understood and acted upon, including:

· New roles and ways of working ,clearly defining responsibilities

· Identify issues for the service clientele and those with complex needs.  Share these locally, regionally and nationally (ICP) where appropriate.

· Education and training implications ensure link to regional and PCT developments. 

· Consider and embed human resource implications e.g. job descriptions and individual reviews.

	Behaviour and Lifestyle change (prevention agenda)

	Problem

· Unprecedented need to industrialise workforce competence to deliver behaviour/lifestyle change.
· Growth of need or 1:1, team and group interventions ranging from signposting, brief interventions and CBT to complex psychological need.
Impact

· Risk that without systematic approach linked to education and training provision will not achieve Healthy Ambitions, Transforming Communities, etc.

· Risk not having “right” competence in “right” place, nor an industrialised approach.

· Education provision not responsive to service need.
	· Work in partnership with SHA on development of behaviour (life style) change competence framework.  This is currently in testing phase and due completion Autumn 2009.

· Ensure workforce understand their individual, team and organisational role in terms of balance scorecard well being strand e.g. mandatory training or induction programme.

· Work with human resource agenda and teams to ensure competence is evident in job descriptions and individual reviews.

· Consider education and training implications. Ensure link to local and regional capacity building initiatives.  Link to commissioned education programmes e.g. Higher Education Institute programmes for Motivational Interviewing etc.

· Develop a plan for implementation to enable sustainable programme of workforce development

· Ensure the findings, learning and issues in practice are shared with SHA and wider.

	Service and Workforce Redesign – first contact

	Problem
· Unclear if the first client contact and initial assessment is undertaken by workforce with optimum expertise and competence.  This first contact is considered the most important to plan integrated care for client.

Impact
· Risk that clients may not always receive high quality care and optimum care pathway/plan to address complex needs at first contact/assessment.
	· Link to QuIPP agenda in optimising productivity and innovation to facilitate service and workforce change.

· Review and describe the competence – skill, knowledge and behaviour required to perform first contact assessment.

· Identify workforce groups and level competence required for this service redesign and test if responsive to this change.  Ensure these are deployed in most appropriate place e.g. first contact sites including housing etc

· Identify and share issues in practice, link with SHA in terms of education and training.

	Recovery Model

	Problem

· Recognised national and international new model of recovery.
Impact

· Risk that without systematic approach linked to education and training provision will not respond to new innovative practice.
	· Link to QuIPP agenda in optimising productivity and innovation to facilitate service and workforce change.

· Review and describe the competence – skill, knowledge and behaviour required to perform first contact assessment.

· Identify workforce groups and level competence required for this service redesign and test if responsive to this change.  

· Link with local, regional and national developments to ensure responsive to model especially in terms of clinical effectiveness, research and implications for workforce.

	System and organisational development

	Problem

· Integrated service provision with ambitious aim of providing optimal exemplar services responsive to clients with complex needs.
· Integrated Care Programme initiative and balance scorecard will provide opportunities for change and challenge will need to build workforce resilience and innovation competence.
Impact

· Risk that without systematic approach to service and workforce change will not optimise opportunities and benefits to clients.


	· Ensure organisational culture and development is core element of ICP.  

· Leadership and management development.  Monitor and embed DH funded pilot leadership programme.  This is in partnership with Health Skills and University of Leeds. 

· Work with human resource teams to embed workforce change and ensure identified in terms of workforce planning to inform PCT and SHA processes.

· Identify and agree workforce objectives to address performance indicators and health outcomes commissioned services.


Appendix 1:WISMS Workforce Planning: Strategic Environment PESTLE analysis

	Political

· Future Governmental plans –

 Treatment vs. Punishment

· Law Changes (general)

· Benefit loss & forced work or training

· Governmental Directives

SHA and local guidance

· Primary Care/GP Training commitment

· Teacher training

· Social Worker

· Employment opportunities

· Increased unemployment = increased drug usage

· Increased forecast in crime rate 

· Global Recession

· Moving people on/“parking” people on Methadone – may result in ‘short-termism’

· Recovery definitions

· User empowerment/participants

· Government Agenda – different partners wanting different information

· More money re drugs and alcohol 

· More training for service user

· Criminal Justice agenda – lead culture of woman in substance mis-use

· Safeguarding (Baby P)

· Funding upstream - ie early

· Political education as exclusion re drug use

· Government targets/restrictions

· Prevention emphasis

· Restrictions on PTB

· LA personalisation agenda

· Resistance to organisational (eg NTA division of alcohol/drugs) boundaries  - artificial divides don’t reflect service users needs


	Economic

· . Recession – unemployment still present

· Increased outcomes for limited or less resource

· Possible higher taxation on fewer employed

· Recession

· Personalisation to include budgets

· Costs of care

· Skill Mix
· Why do we have tiers? It suits us and not the service user

· Case Loads - shifting people through the tiers

· Waiting times and waiting lists has an impact on the type of services required

· Primary care’s responsibility to pick up some of this work
· Credit crunch

· Benefits and loss of job

· Child benefit to mum

· Cost of alcohol

· Low economic earning power – expectations lower/ lower class

· Benefit changes - job centre making compulsory and potential to stop benefits
· Mixed message – alcohol/drugs different £spend

· 10% = al

· Family support needs

Boundaries – who holds the budget reins?

	Social 

· Fewer employment opportunities

· Increased crime rates

· Increased general multiple deprivation

· Family support less reliable; unreliable or unavailable

· Housing

· Pubs continue to close – find alternative places to drink

· Unemployment levels 

· Teenage pregnancy

· Family cultures and aspirations

· Impact of irregularities - some superficial environmental changes but have people really changed?

· Housing

· Equal access/exclusion

· How overall mobility is bad for drug users

· Eating disorders

· Drinking culture – group – friends – now just at home

· Families together

· Social exclusion of women more than men

· Education – re-training

· Schools not fit for purpose – KPIs/Ofsted/school league tables

· Parents perceptions

· Integration into schools – reactive/prevention mandatory

· How will future emphasis on alcohol pan out?

· Mental health issues (underlying)

· Family support (parenting)

· Children – school age – sure start and others

	Technology

· Mobile phone

· Texting

· Facebook

· Increased sharing of health messages in non normal healthcare settings (pharmacies, supermarkets, transport)
· Touch screen / booking

· Texting – is it useful?

· Access to technology

· Systems to measure productivity

· Training

· Communication between services (Ref Baby P)

· Carers accessing drug education

· Learning from other areas eg district nursing

· Systems talking to each other

· Invest in data inputting staff

· Concerns re over reliance

· Q&A rather than holistic

· One point access

· Confidentiality

· Appropriate

· On-line centre

· Complex network/bases

· Costly

· Risks if server goes down?
· 10+ different systems

· Social marketing – mobiles receive texts even when there is no credit available

	Law

· Children/young people focus – education/safeguarding

· Non compliance with seeking work – lose benefits

· Courts beginning to use ‘dormant’ laws sentences 

· Data protection – move to paperless

· Human Rights Act

· Equality & Diversity – legal challenges from complaints

· Contracting

· Compatibility between families

· 24hr licensing law

· Children in care

· Family law – criminalisation increased since Baby P

· Child protection system

· Law, parents knowing rights and responsibilities

· Women Prisons – community
· Bev will be into DIP/DRR

· Safeguarding children and adults

· Consent issues

· Professional labels re workers


	Environmental

· Greater understanding of WISMS to the Wakefield community

· Homelessness and all its problems

· Increased service user involvement 

· GP/ Professional training

· Language Used

· Information/publishing communication

· Estate 

· Access – Working hours, OOH, outreach

· Location

· Include prevention services

· Visibility of service users
· Area lived

· Community

· Friends/peers

· Media pressure

· Stigma

· Promoting access
· All about prevention – agencies need to look at underlying causes

· Voluntary / 3rd sector support in community

· Geographical approach to treatment

· Division of treatment responsibilities/artificial boundaries D/A




Appendix 2:WISMS Workforce Planning Workshop: 

Agenda for 13 May 2009

Workforce Planning and Development Workshop 

13 May 2009: St Catherine’s Church Centre, Wakefield

Facilitators:
Karen Payne, Linda Harris, Mark Greenfield

Expected outcomes

As part of the balanced scorecard (BSC) project work undertaken over the last six months, and the successful application for ICO status, the primary aim of today’s workshop is to deliver a workforce strategy that:

· Identifies current and potential gaps in competencies

· Embeds workforce development into the system changes delivered by the BSC and ICO

· Is dynamic and flexible enough to support and develop the workforce 

Outline Agenda

9.00
Welcome & coffee
9.30 
Introductions / style / outcomes

    

      Mark

9.45
Background, issues and opportunities 


      Linda
10.15 Process and methodology for today
  


      Karen
Scenarios






      Linda

PESTLE analysis






All
11.15
Break


11.30
       Group feedback






All
Working through scenarios





All



12.45
Lunch
1.30
Task and Individuals: working towards a



All
· Service Map

· People Map

2.45
Break


3.00
       Action Planning







All
4.00
Review, summary and next steps

4.30
Close


Appendix 3

The principles of workforce transformation were tested out on a case study

Wayne, 28 and Bev, 22

· Live apart, their 2 children live with Wayne’s Mum in Castleford 

· Bev, in and out of prison in the past for acquisitive crime (drug related). Just secured a job as a waitress and is worried about keeping it as needs her methadone and has pain from an infected leg ulcer from injecting

· Wayne, unemployed, drinks heavily. He worries about Bev’s drug use, she has overdosed before

·  They are trying to clear their debts and raise a deposit for a flat 

·  They both want the family back together

Wayne 

· Young male, father 

· Cannabis from age 12, binge drinking aged 13 with friends, daily drinking in excess of 50 units a week for past 2 years

· No previous employment and left school without qualifications

· Never thought of accessing treatment – doesn’t think he has a problem and when he did see his GP seeking some “sleeping tablets” he was advised that his GPs did not prescribe these 

· Suffered from panic attacks when a teenager and found out alcohol reduced his anxiety. Hasn’t told anyone about this 

Bev

· Young female

· butane gas aged 12, ecstasy and amphetamine from 15, heroin from 16 including periods of crack binges

· Suffered abusive childhood, self harmed and developed moderate eating disorder. Sentenced to  juvenile unit aged 17 for credit card fraud

· Pregnant aged 17 ( Joe aged 5) and again at 19 (sally aged 3) using crack and heroin throughout both pregnancies so children move in with grandmother through residency order

· Suffered postnatal depression and started on fluoxetine – antidepressants have not changed for five years 

· Hasn’t stayed in substance misuse treatment for longer 3 weeks 

· Prior to prison was “running for a dealer and injecting over 1gm of heroin a day speedballing her crack 

· Continues to  self harm and is underweight

· Not on contraception 

· Inducted on methadone on a supervised dispensed script and within 5 days had missed pick ups at the chemist – states its shift patterns at work

Appendix 4 is a diagrammatic representation of the outcomes of the mapping exercise that the group undertook 
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Bev





Buddying and Advocacy


Consultation skill add mentoring





Contraception


Sexual Health Advice


Hep C screening/virus screening


Treatment 


Eating Disorder and Nutrition





Criminal Justice System (R&R)


Prison Service





Employment, adult education and development, college and volunteering


Vocational skills/lifestyle


Job search





Prevention and health and well- being agenda – workforce include GP and practice nurse, midwifery





Benefits and DWP





Appropriate Housing





Carers – assist and support  grandparents





999 services





Education, Children, Family intervention, child care, Family Support, Parenting


Emotional weelbeing of children – base camp – family therapy





Commercial sensitivity


IT systems – assessment process user focused and easy to follow


Monitor Outcomes – DNA rates, TOPS forms


Innovative market





Integrated workforce – social services, voluntary sector, care coordination services, rtreatment services, GASPED, CMHT





Case finding/ outreach strategy – narrowing of gap


Service user driven planning





CPN or similar mental health support – psychological support – hard edge nursing





Validated tools – engage with primary care- PHQ, audit
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Proactive positive media and relations


Brand reputation





APPENDIX 4





Wayne





Identify more communities where users and families can access signposting e.g. HDP


First Contact and Parenting Support





One stop shop for drug, alcohol and well being service provision - including mental health and SDP.  Range of choices and interventions available





Service user led – independent organisation – working in the service





Tackling poverty – basic level of needs met – including diversionary activity





Social return on investment








Productivity of service – services focus on where need is (including hidden need)





Integrated effective and efficient IT systems and data





Appropriate personalised housing solutions p fit for purpose and supported





Prevention measures including other services e.g. schools, ex users as trainers





Reduced acquisitive crime





Personal Development plans and reintegration – buddying, mentoring and peer led education


Personalised opportunities for education, training, voluntary and paid employment





Partnerships – all providers, social services, GASPED, WDH











Personalised budgets











