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Introduction
Team Service Planning is a multidisciplinary approach to defining, developing and delivering clinical capacity
within an elective care service to contribute towards reducing waiting times. Using a 10-step process
outlined in the Team Service Planning toolkit, it enables teams to match workforce capacity to service
demand with the aim of reducing waiting times within the service.
The toolkit was developed by NHS Lanarkshire's Breast Service as part of the Scottish Access Collaborative
(SAC). Team Service Planning enabled NHS Lanarkshire's Breast Service to reduce new referral appointment
waits down to 7-10 days, repatriate Plastics Service from a neighboring Board, and sustainably see 7,000
new referrals a year without requiring additional capacity.

Purpose of a change package
This change package has been developed to support NHS boards to use quality improvement (QI) expertise
to implement Team Service Planning across their services. By using this change package, teams will be able
to:





establish an effective service development team
use learning from other teams to increase the pace of change
use data to inform improvement and refine changes, and
use data to demonstrate that an improvement has occurred.

Using this change package
The change package has been developed to align to the improvement journey. To start your own
improvement journey using QI, follow each stage in order:







Stage 1: Building your service development team and work your way through each stage.
Stage 2: Understanding current ways of working.
Stage 3: Refining aim and change theory.
Stage 4: Implementing and refining changes.
Stage 5: Sustaining changes.
Stage 6: Sharing your learning.

Stage 1: Building your service development team
Improvement requires a team approach and the team needs to work together effectively to deliver change.
Key roles in a service development team should include:





a lead to co-ordinate the project and facilitate the team
service leads (clinical and non-clinical) who have the authority to change processes
a data analyst to provide support accessing and interpreting data, and
a quality improvement practitioner such as a team member with QI training or experience being part
of a QI project.

In addition to your service development team, it is also good practice to have a sponsor to provide support
from a senior management level to help overcome challenges encountered within the wider organisation.
1.1 Working as a team
The service development team should agree how they will work together and communicate regularly for the
duration of the project. When agreeing how to work together you should consider:







Can you use time in existing meetings to discuss the project?
Do you always need to meet in person, or can you meet virtually?
How often will you need to meet (normally between every 2 to 4 weeks)?
Would a Microsoft teams channel help the project team communicate regularly?
Where are you going to save documents to ensure all team members can access them?
Reviewing guidance to help with team facilitation and running effective meetings from the QI Zone.

1.2 Setting an aim
Setting an aim and agreeing the scope of the work in the beginning can help keep the team focused on
delivery. When setting the aim you should consider:







How widely are you going to implement Team Service Planning? For example, are you going to focus
on a specialty within one hospital or a specialty across all hospitals within your health board? If you
plan to implement across multiple sites you will need at least one person from each site in the
service development team.
When do you plan to have implemented Team Service Planning? Full implementation can take
between 6-12 months.
Setting an aim that uses STAN (Specific, Timebound, and Aligned to the NHS board’s objectives and
Numeric). For example, "By end of April 2022 Team Service Planning has been implemented in
Urology across all three sites in NHS Spey Valley to sustainably manage clinical capacity to meet
demand."
It is okay for the aim to be high-level and a little vague at beginning as you can refine it to make it
more specific at a later stage.

1.3 Tracking actions
Projects generate actions which can be easily lost, causing delays in the project if they are not completed.
The team should share a single project plan to track actions for discussion at project meetings. The action
tracker template (Appendix 1) can help teams track and managing actions.

1.4 Project Charter
Decisions on aims and objectives and how the team work together can be captured in the Team Service
Planning project charter. A project charter will help maintain a sense of purpose for the team,
demonstrating to leaders the value of the project, and provide clarity on roles and responsibilities.

Stage 2: Understanding your current ways of working
Taking a little bit of time to develop a common understanding of your current ways of working can help the
team prioritise the first actions to take to implement Team Service Planning.
The service development team should consider:








Available data: What data to you currently have on demand, capacity and activity? How data is
currently used to inform service planning?
Staff skills: What information do you have available to help you understand the current skill mix of
the team?
Current planning processes: What are the current processes for job planning? Is the process the
same for all team members? Are the processes the same across all sites that will implement Team
Service Planning?
Coordinating team capacity: Who coordinates capacity? What happens when something
unexpected happens like sick leave?
Workforce budget responsibility: Who has responsibility for the workforce budget? Does this have
any impact on service delivery?
Staff satisfaction: What does staff feedback, such as iMatters, tell you about the service team? Are
there any issues that should be prioritised or be taken into account when implementing Team Service
Planning?

After considering the current ways of working, identify any key issues that will need addressing while
implementing Team Service Planning.

Stage 3: Refining aim and change theory
The service development team should use the learning from understanding the current system to refine
their aim. When refining the aim, you should consider what "better" looks like and what parts of the current
job planning processes may be a higher priority to change first.
Ideally the aim will become more specific. Any changes should be updated in the project charter.
3.1 Driver Diagram
The driver diagram below outlines the change theory that will help the service development team achieve
their aim.

The service development team can customise the driver diagram (Appendix 2) to a service by adding a
specified aim and adding additional secondary drivers that are specific to that service. More information on
driver diagrams can be found on the QI zone.
3.2 Measurement Plan
Measurement will help you determine if the changes you have made to your system are having the desired
impact outlined in the driver diagram. The Team Service Planning measurement plan (Appendix 3) specifies
the measures to use whilst implementing changes. The data collection template will help you collect and
present data as run charts.
The measurement plan has three types of measures:




Process measures relate to the primary drivers of the driver diagram and can demonstrate if the
changes you make are starting to change how your system works.
Outcome measures relate to the aim to demonstrate the impact of your changes.
Balancing measures are used to determine if your changes are having an impact elsewhere in your
system.

More information about run charts and using measurement for improvement can be found in the QI Zone.

Stage 4: Implementing and refining changes
Implementation begins by identifying the initial changes the service development team will make to the
system. Throughout implementation you should regularly review the process, outcome and balancing
measures, to ensure changes are occurring without impacting on the wider system and to identify when the
aim has been achieved.
Change ideas are specific practical changes service development teams make to implement Team Service
Planning. Change ideas are grouped by the primary drivers of the driver diagram (Appendix 2).

This change package does not contain an exhaustive list of change ideas. Teams can also generate their own
change ideas that will help drive change in the secondary drivers. The Scottish Access Collaborative Team
Service Planning toolkit contains more information that may also help you generate or refine your own
change ideas.
4.1 Intelligence on demand, capacity and activity
Below are the changes that can be made to your system which should help you use intelligence on demand,
capacity and activity. Prioritise which change ideas to implement first based on what you have learnt whilst
understanding your current system.
4.1.1 Understanding demand, capacity and activity
Set up routine access to demand, capacity and activity data: Work with the local business intelligence team
to be provided with monthly run charts showing:





Capacity, as defined by the number of appointment slots that could theoretically have been provided
given the staffing, for a single type of appointment for example, new/return appointments.
Activity, as defined by all booked appointment slots of a single type, regardless of whether the
patient attended or not. Cancellations that are successfully reallocated should not be included as the
capacity was utilised as activity. Those cancellations that are not reallocated should be considered
similarly to DNAs for the purposes of this measure (capacity that is not utilised as activity).
Percentage of capacity that was used to deliver direct clinical care as the activity/capacity.

Use a Pareto chart to understand core demand: Present demand data in a pareto chart to help ensure that
all staff in the service have the skills to be able to meet demand. The service can flexibly meet the majority
of its demand and deploy an amount of inflexible specialist capacity to meet non-core demand.



Use the QI Zone guide and template for a pareto analysis.
Use the chart below from “Why do we get Queues and Waiting Lists?” by K Silvester and R Steyn to
gain a better understanding of how a service can identify its core demand and arrange its skills mix
around this.

Using a capacity calculator: this can help to understand time available for the main work activity, for
example seeing patients or managing a service. The capacity calculator, is an excel spreadsheet that
calculates this from the time spent on activities other than the main work activity, thus providing
opportunities to reallocate work and achieve “contracted” capacity.
4.1.2 Matching capacity and demand
Match the amount to the need: unless you can measure your demand and your capacity you have no way,
as a service, of getting the balance right.






Track demand over time and consider seasonal effects at the annual (for example summer vs winter
months) and weekday level. Services that can estimate their expected demand within a range can
adapt their capacity in anticipation of periods of high demand.
Aim for a level of capacity that would be able to provide enough appointments to meet 80% of the
range in expected demand (80% of the range = minimum expected demand + 0.8*(maximum
expected demand – minimum expected demand)). Adjust this range for seasonality.
Seek to understand and reduce sources of variation in demand, both seasonal and non-seasonal. By
reducing variation, a better estimate of expected demand can be reached. If using the 80% rule
above, reducing variation will move the 80% of the range in demand closer to average demand,
which means using less capacity for the same result.

The charts below show how capacity can be measured against demand. A simple range can give a
reasonable estimate of the required capacity (please see the ‘Referrals to service (Demand) chart’) although
this estimate can be refined and improved by introducing seasonality and more sophisticated statistics such
as confidence intervals.

When capacity is expressed as a percentage of the range in demand, negative percentages indicate that
there is not enough capacity to meet even the minimum expected demand. Percentages above 100%
indicate that capacity exceeds the maximum anticipated demand. If there is a waiting list for the service
then this surplus capacity can be allocated to removing some of this backlog.
4.1.3 Service footprint
Reduce the number of components: A key change that will result in more streamlined processes and
achieved through redesign and standardisation.
Plan how many of each type of session you need to deliver as a service to meet projected demand. Think
clinics (all kinds including phone and virtual), theatre, or procedure lists. Think about who could staff each
session:






just like clinical time, admin time scales with the volume of demand, so include this within your
service footprint
plan for delivering these over 50 weeks of the year
consider seasonal variation
plan for regular cover and backfill for both planned and unplanned leave, and
build in prospective cover.

4.2 Service infrastructure
Below are the changes that can be made to your system which should help change service infrastructure.
Prioritise which change ideas to implement first based on what you have learnt whilst understanding your
current system.
4.2.1 Administrative support
Use a coordinator: Coordinators will work to support services to manage operational workings of teams,
manage risks, and expedite issues with a solution focused approach.


manage the rota, monitor all types of leave and track delivery of agreed activity,






give responsibility to work in an autonomous manner,
plan ahead 6-12 weeks,
co-ordinate leave, and
arrange all cross cover.

4.2.2 Meeting and reporting infrastructure
Give people access to information: Giving people access to information relevant to their role enables them
to suggest changes, make better decisions and take action.
Use reminders: Regular meetings and reports will act as a reminder for all staff of services agreements and
actions. Reminders will reduce the likelihood of mistakes being made. Establish monthly meetings and
regular reporting to allow staff to keep eye on capacity / demand data.
4.2.3 Budget responsibility
Reduce controls in the system: Controls are put in place to ensure that processes do not stray from the
intended purpose. In many cases controls are required, however, these same controls can cause issues and
stifle improvement. Giving the budget to the service lead can enable greater ownership of the service and
support decision making.
4.3 Flexible capacity
Below are the changes that can be made to your systemwhich should help increase flexible capacity within
the service. Prioritise which change ideas to implement first based on what you have learnt whilst
understanding your current system.
4.3.1 Skill mix and role development
Conduct training: Ensuring that all staff have received basic training as well as opportunities to develop their
skills further will allow more sustainable service planning.



Understand who can do what.
Think skills first and professional groups second with an awareness of good job design and staff
retention.

Implement cross-training: Cross-training allows staff to do multiple jobs. This approach allows flexibility
within a service. This will allow you to:



succession plan, and
enable colleagues to work interchangeably if one needs to be absent from work at short notice.

Extend specialists time: Are there specialists within your service who are not currently using their specialist
skills and knowledge to full effect? Freeing up specialist’s time could help in tackling constraints within your
service, looking for ways to remove assignments and roles.
4.3.2 Job planning
Consider people in the same system: Staff can often end up working toward different goals/purposes whilst
all trying to improve their own way of working. This will cause variation across the system. Steps should be
taken to ensure that staff are working towards the same optimal purpose.


using annualised sessions






split between a combination of fixed and flexible
creates a more responsive service that can adapt as required
job planning principles can be applied to all members of staff and tools currently used by medical
staff, and
agree standard tariffs (time allocation) within the team for common activities.

4.3.3 Service cross cover arrangements
Develop contingency plans: Contingency planning is a great way to reduce variation caused by everyday life
scenarios. Identify where colleagues can work interchangeably if one needs to be absent from work in short
notice.

Stage 5: Sustaining change
Sustainable management of clinical capacity to meet demand can be lost if work is not undertaken to ensure
improvements can be sustained. This includes:









Updating policies, procedures and Standard Operating Protocols (SOPs) to provide clear and explicit
guidance on the new processes.
Developing and sharing relevant resources required by staff to sustain new ways of working.
Training all relevant staff in new ways of working, including sharing lessons from the improvement
journey to help all staff understand why the updated processes and procedures makes a difference
to care.
Documenting learning from the change process in a learning log to prevent it being lost and the
organisation accidently removing changes in the future due to loss of knowledge.
Continuing to monitor the outcome measure on a quarterly basis to provide assurance that
improvements are being sustained. Should outcome measures demonstrate improvements beginning
to slip, use process measures to identify what is causing the slippage and use the learning log to help
identify change ideas to address the issue through PDSA cycles.
Celebrating the successes your team have had sustaining the improvement.

Stage 6: Sharing your learning
We would encourage all teams to share their improvement journey with others to help spread their learning
to other teams increase their pace of change. You can share your learning by:








writing a case study of your work using this case study template
submitting an article to the BMJ Open Quality (peer-reviewed paper with a focus on QI projects)
submitting a poster to the NHSScotland event
sharing your experience with your local improvement team
sharing you work and want you learned on twitter by tagging @AccessCollab and using the hashtags
#AccessQI
contacting ScottishAccessCollaborative@gov.scot to share your work with the Scottish Access
Collaborative, or
contacting us by emailing us at his.accessqi@nhs.scot to share your improvement journey with the
ihub.

Appendices
Appendix 1: Action tracker template
Action
ID
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

Category

Action

Status

Owner

Due by

Comments

Appendix 2: Driver diagram

Aim

Primary Drivers

Secondary Drivers

Change Ideas
•

By xxxx
clinical
capacity in
xxxxx is
sustainably
managed to
meet
demand

•
•
•
•
•

Set up routine access to demand, capacity and
activity data
Use a Pareto chart to understand core demand
Match the amount to the need
Reduce the number of service components
(add your own change ideas)
(add your own change ideas)

Administrative support
Meeting and reporting infrastructure
Workforce budget responsibility
(local)
(local)

•
•
•
•
•
•

Use a coordinator
Give people access to information
Use reminders
Reduce controls in the system
(add your own change ideas)
(add your own change ideas)

Skill mix and role development
Job planning
Service cross cover arrangements
(local)
(local)

•
•
•
•
•
•
•

Conduct training
Implement cross-training
Extend specialists time
Consider people in the same system
Develop contingency plans
(add your own change ideas)
(add your own change ideas)

Intelligence on
Demand, Capacity and
Activity

•
•
•
•
•

Understanding demand, activity and capacity
Matching capacity to demand
Service footprint
(local)
(local)

Service Infrastructure

•
•
•
•
•

Flexible Capacity

•
•
•
•
•

Appendix 3: Measurement Plan
The table below lists the Team Service Planning process, outcome and balancing measures.
Type of
measure
Process

Links to

Measure name

Operational definition

Data collection guidance

Expected change

Flexible capacity

Job planning

The percentage of staff with an agreed job
plan in place, developed according to local
processes/systems/guidance.

This can either be collected monthly or at
appropriate intervals For example.
coinciding with six month reviews.

Initiatives to improve job planning will
result in an increased percentage if
successful.

Numerator: the number of staff with an
agreed job plan in place.

Monthly data will be responsive to staff
turnover and will allow for instant feedback
from efforts to improve, but may suffer
from compliance issues if data collection
creates a burden.

This measure only checks that job plans
have been done, not that they have been
done well. You can add criteria to this
measure to introduce an element of
quality.

Denominator: the number of staff offering
clinical sessions in the service.

Process

Flexible Capacity

Skill Mix

The percentage of staff that possess all
necessary skills to meet core demand.
Numerator: the number of staff in the
service that have all necessary skills
(appropriate to their discipline For
example. Nursing/Medical/Surgical) to be
able to offer appointments/procedures to
patients presenting with “core”
presentations.
Denominator: The number of clinical staff
in the service.
Core demand: This is defined as the most
common presentations to the service. A
Pareto chart can help services to identify
their core demand.

Longer intervals will be responsive to a
review process but won’t offer ongoing
intelligence due to long lead times and few
data points.
Identify the basic training that all staff in
the service require (appropriate to their
discipline for example
Nursing/Medical/Surgical) to meet core
demand, and keep a skills register to record
this training at staff level.
Intermittently review core demand and
training needs and update the skill register
as necessary.

Aim to maintain this at 100%.
Regular changes of staff, for example
student intakes, will require training drives.
High staff turnover will make this hard to
maintain at a level sufficient for flexible
capacity management.

Type of
measure
Process

Links to

Measure name

Operational definition

Data collection guidance

Expected change

Intelligence on
Demand and
Capacity

Optimising
Capacity

The percentage of time available among
clinical staff for direct clinical contact time.

This can be gathered from job plans. If the
Flexible Capacity measure is not at 100%
then use only staff with job plans in the
numerator and denominator.

Competing priorities mean that 100% direct
clinical contact time cannot be expected of
any clinical staff.

Numerator: the number of hours available
for direct clinical contact time among
clinical staff.
Denominator: the total number of hours
among clinical staff.

Process

Intelligence on
Demand,
Capacity and
Activity

DemandCapacity
matching

The BMA defines direct clinical time duties
as any work that involves the delivery of
clinical services and administration directly
related to them.
Core capacity expressed as a percentage of
the range in expected demand.
Capacity is defined as the number of
appointment slots that could theoretically
be provided given the staffing and physical
resourcing, for a single type of
appointment For example new/return.
Demand is defined as the expected range
of appointments requested for that type of
slot, For example. in the case of new
appointment capacity this would be net
referrals, and in the case of return
appointment slots this would be number of
return appointments offered plus number
of patient-initiated reviews requested.

Job plans represent the ideal and not
always the actual. The capacity calculator
can be used instead to calculate how much
capacity is available for direct clinical
contact time given all other tasks that
clinical staff are asked to do.

To calculate capacity for appointment slots,
you will need to divide the time available
for direct clinical contact by the average
appointment time.
Bear in mind that one hour of face-to-face
contact can generate around 30 minutes of
clinical admin.
To calculate the range in expected demand,
you’ll need to know your historical
maximum and minimum demand, ideally
seasonally adjusted (i.e. max/min for that
time of year).
Capacity as a percentage of the range =
((capacity – minimum expected demand) /
(maximum expected demand – minimum
expected demand)) *100.

A reasonable average to aim for among all
staff is 75% of total work time.

Aim for 80% over any unit time (weekly or
monthly recommended).
Averaging below 80% will risk creating a
backlog.
Averaging below 50% means that there is
not enough capacity to meet the median
amount of demand.
Negative percentages indicate that there is
not enough capacity to meet even the
minimum expected demand.
Averaging above 80% means that there will
likely be spare capacity relative to the
demand – if you have a large backlog
already, then this spare capacity can be
utilised, but if not then it could be wasted.

Type of
measure
Outcome

Links to

Measure name

Operational definition

Data collection guidance

Expected change

Intelligence on
Demand,
Capacity and
Activity, Service
Infrastructure,
Flexible Capacity

Actual activity

The percentage of capacity that was used
to deliver direct clinical care.

Activity (appointment) data can be
gathered from most if not all clinical
booking systems.

A high percentage indicates that the service
is efficient at allocating capacity.

Numerator: Activity is defined as all booked
appointment slots of a single type,
regardless of whether the patient attended
or not. Cancellations that are successfully
reallocated should not be included as the
capacity was utilised as activity.
Cancellations that aren’t reallocated should
be considered similarly to DNAs for the
purposes of this measure (capacity that is
not utilised as activity).

To calculate capacity for appointment slots,
you will need to divide the hours available
for appointments by the average
appointment time.
Bear in mind that one hour of face-to-face
contact can generate around 30 minutes of
clinical admin.

Denominator: Capacity is defined as the
number of appointment slots that could
theoretically have been provided given the
staffing, for a single type of appointment
For example. new/return.
Outcome

Flexible Capacity,
Service
Infrastructure

Staff
Satisfaction

Identify an appropriate staff satisfaction
measure and monitor on a regular basis.

100% indicates that all available capacity is
used to deliver direct clinical care. This is
almost unattainable, and if sustained, this
should be balanced against a staff
satisfaction measure to check that this is a
rewarding experience and not causing
stress from overwork.
If this measure is over 100%, it indicates
that staff are seeing patients beyond their
available capacity.
A low percentage indicates that there may
be a bottleneck in capacity other than staff
time, for example admin time or
room/theatre availability.

Can be as detailed as a regular survey or as
simple as dropping marbles into a jar at the
end of a shift.
You will want to monitor the same aspects
of staff satisfaction over time, so keep it
consistent. You can however change this
measure once improvements have been
sustained.

Better job planning combined with efficient
service infrastructure and an informed
workforce should lead to more
autonomous, responsible and rewarding
roles.

Type of
measure
Outcome

Links to

Measure name

Operational definition

Data collection guidance

Expected change

Service
Infrastructure,
Flexible Capacity

Experienced
waits

The median wait time that patients
experienced for the appropriate interval
(For example. referral to first outpatient
appointment, agreeing treatment to
inpatient/day case procedure) in weeks.

This information should be gathered as per
national requirements for reporting waiting
times.

If looking at a single list, matching capacity
to demand should lead to reductions in
waiting times.

Understanding the service footprint will
help you to understand whether you are
looking at a single list, or multiple lists.

If looking at multiple lists as one single list,
then the data is much harder to interpret.
As the individual lists will be of different
lengths, then the measure will respond to
how capacity is deployed across these
different lists.

It will be important to understand whether
you are looking at a single list, or a
combination of lists, for this measure. For
example, a pathway might operate
separate lists for different regions, but
measure the wait time for the pathway as a
whole.
The number of appointments that have
missing information in clinical systems.

This should be extracted at daily or weekly
intervals (same day each week).

If additional activity is realised but there is
not sufficient capacity to deliver this, then
something somewhere has to give.

Appointment: A booked appointment slot
that occurs before the date of data
extraction.

Construct criteria for the minimum
required information and build a report to
extract the information.

Missing information: Information that
should have been input to the clinical
system shortly after the appointment
occurred, For example. attendance status
(“Attended”/”DNA” etc), appointment
outcome, clinical outcome.
The rate of absence due to sickness,
expressed as a percentage.

Bear in mind that staff are at liberty to
reserve a time to do all their reporting in a
single session, which may be on a certain
day of the week.

The median is the middle wait if all patients
are arranged by length of wait (if there is
an even number of patients then select a
wait midway between the two middle
patients).

Balancing

Balancing

Intelligence on
Demand and
Capacity

Flexible Capacity

Reporting
quality

Sickness
Absence

This should be available via HR systems at a
department-level, which can be further
filtered down to smaller services and
individual teams if necessary.

Clinicians may not be able to find the time
to keep up-to-date records of their
appointments.

The rate of sickness absence can inform a
service as to whether staff are experiencing
reasonable workloads over an extended
period of time.

Type of
measure
Balancing

Links to

Measure name

Operational definition

Data collection guidance

Expected change

Flexible Capacity

Staff Turnover

The rate of staff turnover, expressed as a
percentage.

Local HR systems should be able to provide
staff turnover rates at a department-level,
which can be further filtered down to
smaller services and individual teams if
necessary.

The rate of staff turnover can inform a
service as to whether staff are experiencing
reasonable workloads over an extended
period of time.

Numerator: the number of staff leaving the
service over the time period.
Denominator: the total staff establishment
(staff in post plus vacancies) at the
beginning of the time period.

Balancing

Service
Infrastructure

Spend against
budget

The budget variance over unit time.
Numerator: Actual Expenditure minus
Budgeted Expenditure for the time period.
Denominator: Budgeted Expenditure

It may be necessary to use longer time
periods (For example. single or multiple
months) to produce an interpretable
measure, as long runs of zero turnover will
not work with run chart rules.
This data should be available via local
Finance processes.
A driver for the Team Service Planning
involves devolving budget responsibilities
to the Service Lead.

Increased expenditure against budget can
indicate overreliance on bank staff.

